	Ref No.: FOI/2627/SG18928

	Date FOI request received: 26th June 2026

	Date FOI response: 24th July 2026

	REQUEST: I am writing to request information under the Freedom of Information Act 2000 regarding the Looked After Children (LAC) Service provided by Leicestershire Partnership NHS Trust.
Please could you provide:
1. The formal name of the Trust's Looked After Children nursing team/service.
OUR RESPONSE: Looked After Children team.
2. The number of staff employed within the service (WTE and headcount), including job titles.
1. OUR RESPONSE: Unfortunately, we are withholding some of this information as we believe that providing the exact headcounts for each role would be in breach of Section 40(2) of the Freedom of Information Act 2000, as disclosure could potentially lead to the individuals involved being identified. However, in an effort to be helpful, we can confirm that the total number of staff is 16.
· Acting Named Nurse = 0.6 WTE
· Clinical Team Lead = 1 WTE
· Looked After Children’s Nurses (Band 6) = 4.83 WTE
· Looked After Children’s Nurses (Band 5) = 3.93 WTE
· Looked Care Navigators – Looked After Children’s Team = 2.0 WTE
3. The number of administrative/clerical staff supporting the service, and whether this admin function is dedicated or shared.
OUR RESPONSE: 
· Band 2: 3.99 WTE;

· Band 3: 2.87 WTE;

· Band 4: 1.00 WTE.

This is a shared function with the admin team supporting:

· Looked After Children – Nursing & Medical;

· Adult Fostering & Adoption – Medical;

· Safeguarding Medical Admin – Medical.

4. The managerial lead for the service (job title only) and the directorate it sits under.
OUR RESPONSE: Family Service Manager, Directorate of Families, Young People Children, Learning Disabilities and Autism. 

5. Whether the Trust operates a dedicated CAMHS pathway, clinic, team, or service specifically for Looked After Children and Care Leavers.
OUR RESPONSE: The LLR CAMHS Young People’s Team is a specialist mental health team that works with children and young people (CYP) who are considered to be more vulnerable in terms of their mental health, this includes looked after children (alongside CYP who are adopted, involved with the youth justice system and homeless).
6. If a dedicated service exists, please provide its name and staffing establishment (WTE and job titles).
OUR RESPONSE: 

· CPN: 4.6 WTE;
· Psychiatry: 1 WTE;
· OT: 1.4 WTE;
· Psychology: 3 WTE;
· Forensic Psychology: 0.8 WTE; 
· MHP: 2 WTE.
7. What formal referral pathway exists between the Looked After Children nursing service and CAMHS.
OUR RESPONSE: There is an established referral pathway between YPT and the LAC children’s team, where the LAC team can access direct work with CYP (assessment and intervention as required) and indirect intervention through consultation.
8. Whether Looked After Children are prioritised for assessment or treatment within CAMHS and, if so, please provide the relevant policy, pathway, or guidance.
OUR RESPONSE: The aims and objectives of the service are to provide a specialist mental health assessment, formulation and intervention service for children and young people deemed to be at high risk of mental health difficulties due to adverse childhood experiences, difficult social circumstances and/ or social disadvantage. The Young People’s Team aims to provide fast access to a specialist mental health service with expertise in trauma informed practice.  CYP who are waiting for a neurodevelopmental assessment will not be disadvantaged if they move area and will be placed on the wait list as the same point as they were in the originating area.
9. A copy of the current policy, pathway, standard operating procedure (SOP), or equivalent document governing the delivery of the Looked After Children service. If disclosure of the full document is not possible, please provide the document title, version number, and date of issue.
OUR RESPONSE: Please see attached. Please note, one policy embedded in the SOP has been withheld from disclosure we believe it is exempt under Section 38 of the Freedom of Information Act 2000. We have applied the public interest test and consider that in all the circumstances of the case, the public interest in maintaining the exemptions outweighs the public interest in disclosing the information. Disclosure of the information requested could endanger individuals and therefore put our staff and patients at risk.
10. Do you offer a guaranteed interview scheme to care leavers for jobs, should they meet all other criteria?
OUR RESPONSE: Yes.


	Attachments: 
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[bookmark: _Toc188458208][bookmark: _Toc188458480][bookmark: _Toc205258883]
INTRODUCTION

This operational procedure relates to actions and activities of the CAMHS Young Peoples Team and details processes for these actions. 



[bookmark: _Toc188458209][bookmark: _Toc188458481]PURPOSE AND SCOPE 

The purpose of this document is to describe the Standard Operating Procedures (SOP) for the CAMHS Young Peoples Team and to provide all staff/professionals with structured and clear guidance of the operational processes. This will be in accordance with wider trust policies and with management oversight. This SOP applies to staff working in CAMHS Young Peoples Team, the wider CAMHS Services and all LPT Staff.  This SOP should be read in conjunction with the overarching CAMHS SOG.



[bookmark: _Toc188458210][bookmark: _Toc188458482]VERSION HISTORY LOG

This area should detail the version history for this document.  It should detail the key elements of the changes to the versions.



		[bookmark: _Toc317599067][bookmark: _Toc317696104][bookmark: _Toc318380395]Version

		Date Implemented

		Details of Significant Changes



		2

		June 2024

		Reviewed, updated and added to new Trust template 



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		







[bookmark: _Toc188458211][bookmark: _Toc188458483]KEY INDIVIDUALS INVOVLED IN DEVELOPING AND CONSULTING ON THIS DOCUMENT

Kayleigh Lord – Clinical Team Lead 

Jeanette Bowlay Williams

Dr Alvina Ali



[bookmark: _Toc188458212][bookmark: _Toc188458484]GOVERNANCE 

CAMHS Clinical Leadership Group (CCLG)

CAMHS Quality and Safety (Q&S)



[bookmark: _Toc188458213][bookmark: _Toc188458485]EQUALITY STATEMENT 

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.



[bookmark: _Toc205258885][bookmark: _Toc188458214][bookmark: _Toc188458486]ABBREVIATIONS & DEFINITIONS

ADHD = Attention Deficit Hyperactivity Disorder 

AMHP = Approved Mental Health Practitioner 

ASD = Autism Spectrum Disorder

CAMHS = Children and Adolescent Mental Health Services 

CAP = Central Access Point

CCLG = CAMHS Clinical Leadership Group

DSM = Diagnostic and Statistical Manual 

EDT = Eating Disorders Team

HoNOSCA = Health of the Nation Outcome Scales for Children and Adolescents

ICST = Intensive Community Support Team 

LAC = Look after child

LDT = Learning Disabilities Team

LLR = Leicester, Leicestershire and Rutland 

LP = Lead Professional 

LPT = Leicestershire Partnership NHS Trust 

MDT= Multi  Disciplinary Team 

MHA = Mental Health Act

Q &S = Quality and Safety 

RCADS = Revised Children’s Anxiety and Depression Scale

SOP = Standard Operating Procedure 

WTE = Whole Time Equivalent 

YOS = Youth Offending Service 

YPT = Young Peoples Team 



[bookmark: _Toc205258886][bookmark: _Toc188458215][bookmark: _Toc188458487]DUTIES AND RESPONSIBILITIES

Duties and Responsibilities – of the clinical practitioners in the team (Band 6) or above. 

Ensure that a systematic assessment is completed of the young person’s mental health and social needs, considering past and current records that are documented on SystmOne.



That the young person and family are fully involved in the assessment and that they have a choice in the most appropriate care within mental health services. 

 

The clinician will ensure all relevant paperwork is update, complete care plans and referrals to appropriate services having oversight of all plans agreed in multi-disciplinary team review have been completed prior to the young person’s discharge.  



If the child is known to outpatient CAMHS (either within LPT or other CAMHS service) and has a lead professional; to liaise with them regarding plan or care and the outcome following the assessment. 

 

All risk assessments and care plans for children under the care of CAMHS Young Peoples Team should be reviewed every time a change is noted and at a minimum of every six months by the lead professional. 

 

All workers Roles 

It is the responsibility of all workers within the Young Peoples Team to provide overall monitoring of the young person at each contact and keep notes and plans of young person’s care up to date and inform the lead professional of any changes with the plan of care. 

 

Any changes in risks identified, is to be fully documented, discussed with senior staff and further discussion at the multi-disciplinary team meeting and plan of care to be changed accordingly. 

 

Safeguarding concerns are dealt with as per LPT safeguarding policy. 



Role of Psychiatrist within the team (Monday- Friday 09:00hr to 17:00hr) 

The team has one WTE Psychiatrist (Job share two posts) who will provide Consultation and joint appointments with CAMHS YPT LPs to: 

 

· Consider and review use of medication in management of child or young person’s difficulties and provide prescriptions as appropriate.  



· Participate in formulation and management of risk in complex presentations/ high risk patients 



· Offer medical opinion when required if admission is considered to be the way forward for patients under care of CAMHS Young Peoples Team. 



· Offer medical opinion regards appropriateness of use of MHA, If appropriate will review patient, liaise with duty AMHP and make a medical recommendation  



· Participate in MDT planning for complex high-risk patients being discharged from inpatient Unit for intensive community support or Crisis Team input. 



· Offer diagnostic, formulation, medication initiation and/or risk management assessments face to face when required.



· Offer appointment for medication review to patients for who were prescribed psychotropic medications by the CAMHS Young Peoples team Consultant and liaise with the child’s registered GP to request ongoing medication review appointments and prescriptions.



· Ensure associated physical health monitoring of patients and support team with this as appropriate while under the care of CAMHS Young Peoples team.



· Offer Psychiatrist input during case discussions at the CAMHS YPT weekly multi-disciplinary team meetings. 



· Liaise with Consultant colleagues, team leads, service managers, outside agency leads as required to facilitate safe and effective service provision to patients and families.



[bookmark: _Toc188458216][bookmark: _Toc188458488]PURPOSE AND INTRODUCTION

The Young People’s Team is a specialist mental health team that work with Looked After children, Asylum Seekers in care, children who are adopted, young people who are involved with the Youth Offending Services and also homeless children and young people. They work in partnership with the corresponding social care systems and provide advice, consultation, liaison and training to other professionals involved in the care of these groups of children.  In addition, specialist mental health assessment and intervention is provided to those children presenting with mental health difficulties. 



The aims and objectives of the service are to provide a specialist mental health assessment, formulation and intervention service for children and young people deemed to be at high risk of mental health difficulties due to adverse childhood experiences, difficult social circumstances and/ or social disadvantage. The Young People’s Team aims to provide fast access to a specialist mental health service with expertise in trauma informed practice.



The service aims to provide specialist input to the corresponding social care systems to support children and families with identified mental health need.



The service aims to facilitate the workforce to develop a better understanding of mental health issues in general and specific issues for vulnerable children and young people via advice, consultation, training, and joint working.



The service aims to provide an assertive outreach model to young people and their families who find it more difficult to engage with services to ensure that mental health problems are identified and treated early. 



[bookmark: _Toc168302419][bookmark: _Toc188458217][bookmark: _Toc188458489]SERVICE OFFER 

The service will run Monday – Friday from 9am – 5pm days offering MDT assessment for 0-18 year olds and families, living in LLR, experiencing acute mental health difficulties.



[bookmark: _Toc168302420][bookmark: _Toc188458218][bookmark: _Toc188458490]OPERATIONAL TIMES

09.00hr – 17.00hr 5 days per week. After this time telephone call support is via CAP number – NHS 111 option 2, and face to face input via the Bradgate Unit Hub for assessment or All Age Mental Health Triage and Liaison Team based at LRI will be available for crisis presentations with support from the CAMHS On Call Service as appropriate.



[bookmark: _Toc168302421][bookmark: _Toc188458219][bookmark: _Toc188458491]COLLABORATIVE WORKING 

The CAMHS Young Peoples Team will work collaboratively and in partnership with existing service providers including non-statutory services and promote a whole systems approach.



[bookmark: _Toc168302422][bookmark: _Toc188458220][bookmark: _Toc188458492]REFFERAL CRITERIA

[bookmark: _Hlk118452565]Referral to the team can be made by a health or social care professionals, this can include Social Workers, GP, Consultants. All LPT staff - Speech and Language Therapists, Occupational Therapists, Physiotherapists and School Nurses, Health Visitors, Police Triage Mental Health Practitioners, Psychologists.  Homeless hostel staff. Youth Offending Workers.



Referrals are not accepted from teaching staff, or care providers.



[bookmark: _Toc168302423][bookmark: _Toc188458221][bookmark: _Toc188458493]Acceptance Criteria

· Looked After Children with a registered GP within LLR. This includes Looked after children placed in connected placements.

· Adopted children 

· Homeless children referred through social care

· Young people known to Youth Offending Services 

· Children and Young people up to the age of 18 years



The Following is the list of our acceptance criteria,				

· Depression (Moderate to Severe)

· Anxiety, Phobia, Panic (moderate to severe) Disorders

· Obsessive Compulsive Disorder

· Post-Traumatic Stress Disorder			

· Eating Disorders (Eating Disorder Team)

· Self-Harm associated with any of the above presentations but self- harm as an entity should be seen first by school nurses in accordance with the shared self –harm pathway.

· Diagnostic assessment and management of ADHD and associated comorbidities in children and young people aged 11years and above. Children who are open to pediatricians where assessment has started should be referred there to prevent duplication of work.

· Diagnostic assessment and management of Autism and associated comorbidities (as part of the ASD pathway aged 11years and above) 



· School Refusal or severe behavior problems - ONLY where there are significant co-morbid mental health concerns listed above. 



· Attachment disorder - ONLY where there are significant co-morbid mental health concerns listed above.



[bookmark: _Toc168302424][bookmark: _Toc188458222][bookmark: _Toc188458494]In A Crisis 

Patient presenting in a mental health crisis leading to increased risk to self and/or others due to a possible mental illness and/or break down in support structures affecting their mental and emotional wellbeing. The deterioration in mental state is of such level that it could be curtailed and managed through short term focused intensive treatment delivered within community setting.  



[bookmark: _Toc188458223][bookmark: _Toc188458495]Referral not indicated to CAMHs YPT 

· [bookmark: _Toc188458224]Children placed with family and friends who are not legally Looked After will be seen by the appropriate outpatients’ community teams. 

· Children on Special Guardianship Orders / Residence Orders who will be seen by the  appropriate community team. . 

· Young people aged 17 years 9 months on referral to the service will be assessed by adult mental health in line with Specialist CAMHS referral policy. 

· Difficulties are associated with an ordinary reaction to recent life events, e.g. separation, divorce, bereavement, post abuse unless PTSD (Post Traumatic Stress Disorder) complex bereavement or associated with a mental health problem.

· CAMHS will not mediate residence and contact arrangements 

· The impact of a child / young person’s difficulties presentations do not pose significant difficulty/distress in terms of everyday home life, friendships, classroom learning and leisure activities 

· Anxiety presentation in relation to school only (Please contact school Link Educational Psychologist)

· Any child protection / safeguarding issues need to be immediately raised by the referrer with the Local Authority (LA) ensuring the Safeguarding policy & procedures are adhered to by the referrer. The referrer must raise any such concerns directly with the LA, independently of any referral to CAMHS.



[bookmark: _Toc168302426][bookmark: _Toc188458225][bookmark: _Toc188458496]REFERRAL PATHWAY TO SERVICE

There is an expectation that prior to Specialist CAMHS referral that, where primary presentations are known to benefit from early intervention from universal services, that this will have occurred.



All referrals into Specialist CAMHS will be considered where there is evidence of complexity, co-morbidity, pervasive or chronicity or that a highly trained specialist professional is required to enable change to a specific mental health presentation.



Referrals to the team made on PRISM forms by GP services will go via Triage and Navigation service following their process.



Referrals directly to the team can be made in writing by GP, Social Workers, LAC Doctors and Nurses, Youth offending staff, homeless hostel staff, police triage mental health staff and all Leicestershire Partnership Trust mental health teams. 



CAMHS Young Peoples Team referral form is available by contacting our admin team who will share the form with the professional directly. The team can be contacted on 0116 2952998 during office hours. 



Referrals are accepted via CAMHS YPT consultation service to the specific  areas (LAC County and Rutland, Adoption County and Rutland, YOS County and City, Homeless County and City and Rutland). 



For written referrals directly to the team, if the referral letter does not contain the needed information, a clarification letter will be sent to the referrer requesting the missing details. Once the response has been received it is reviewed as above.  



Referrals should be accepted within 4 weeks of being received, or within 1 week for an urgent referral.



Initial assessment appointments are offered within 13 weeks from date of receipt of referral.  Urgent referrals will be offered an assessment appointment within 4 weeks.



[bookmark: _Toc168302427][bookmark: _Toc188458226][bookmark: _Toc188458497]REFERRALS FROM CAMHS

This includes all Community CAMHS teams including Crisis services.



A referral should be made directly to the team via contacting our admin service and ensuring a follow up task linked to the patient’s electronic record on SystmOne  is generated. 



Prior to making a referral the referring clinician must have seen the child and completed a risk assessment and core assessment outlining mental health need within the last 6 weeks. 



It is also expected that the referring clinician will have spoken with the child and their legal guardian to ensure that they are aware of and agreeable to transfer of their care. Ensuring the patients voice is documented in the record.



Referral information should include the name of the social care team linked to the child (except in adoption cases) and details of the legal order given by social care. 



[bookmark: _Toc168302428][bookmark: _Toc188458227][bookmark: _Toc188458498]REFERRALS TO OTHER SERVICES

Referral to other services internally to CAMHS (eg outpatients, family therapy, ICST) should be made by the lead professional who should make contact with the team leader for the team they are wishing to refer to. All mandatory paperwork including risk assessment and care plan must be up to date and the patient must have been seen within the last 3 months. 



Referrals to services outside of CAMHS should be completed by contacting the service you wish to refer to and seeking confirmation of their referral process. Consent from the service user and the person with parental responsibility must be sought prior to making any referrals. 



[bookmark: _Toc168302429][bookmark: _Toc188458228][bookmark: _Toc188458499]REFERRALS TO THE CAMHS CRISIS SERVICE

Young Peoples Team clinicians can refer to the CAMHS Crisis Team for cases known to YPT (following first assessment and acceptance for treatment).



YPT clinicians should ensure that they have had direct contact with the young person prior to referring, that they have an up to date care plan and risk assessment available on SystmOne.



[bookmark: _Toc168302430][bookmark: _Toc188458229][bookmark: _Toc188458500]RE-REFERRALS TO THE CAMHS YOUNG PEOPLES TEAM

If a young person is re-referred to the Young Peoples team within a month of being discharged – the initial referral is to be re-opened and the young person is to be where possible allocated a familiar clinician. 

 

The first review is to be completed by a qualified clinician, who can update assessment and risk assessment, with a clear formulation of plan of care, with further discussion in the next multi-disciplinary team. 



[bookmark: _Toc168302431][bookmark: _Toc188458230][bookmark: _Toc188458501]SERVICE MODEL 

The Young People’s Team service model will reflect three main areas of activity:



1. Direct clinical care

2. Indirect clinical care e.g. multi-agency working, consultation clinics  

3. Other e.g. supervision and training

[bookmark: _Toc188458502]Direct Clinical care

Triage Assessment

A comprehensive mental health assessment is based on theoretically sound knowledge about child development and the ways in which biological, psychological and social factors come together for an individual or family. All these factors need to be weighed against what is known about child development.



Assessment is not a one-off event but is a continuous process throughout the intervention as new information emerges.



Triage appointments are the initial assessment of the patient’s needs. Information is gathered through discussion with the parents/carers, social worker and the child/young person patient if appropriate. The assessment format takes the form of the standard Core Mental Health Assessment with some additional information gained relevant to the service. 



It is expected that the patient will be present for the first triage appointment, to allow for a more complete assessment. 



The triage will be led by a qualified clinician who works within CAMHs Young Peoples Team. Should it be appropriate for a less experienced clinician (for example a student working within the team) to lead the triage, they will be directly supported and guided by an experienced and qualified clinician. Initial assessments may be between 1-1 ½  hours and can usually be completed by one practitioner. 



Where required a more extensive assessment will be arranged in order to get enough of an understanding of the presenting issues to enable a clear formulation and appropriate plan of care. 



It is expected that at the triage assessment the following information will be gathered:



· Consent to share information in and out of CAMHS

· Reason for referral, according to parents/carers/social care

· Detailed account of problem, including severity, frequency and associated risks

· Understanding of family composition and support network (including social experiences with family and friends)

· Background information including significant life events, legal status and social care plan.

· Developmental history (please note there may be limitations to this for some young people and it may be best sought as an independent interview with an appropriate carer or professional) 

· Knowledge regarding the patient’s education, including if there are difficulties within that setting

· Details of other service/professionals involved

· Consent regarding the sharing and gathering of information

· Physical health of patient, past and current (any observations should be recorded on the physical health template on System One)

· Mental health of patient, past and current

· Family history or mental and physical health

· Forensic history

· Other diagnosis and the impact of these on the patient/family

· Other concerns the family/carers may have

· Safeguarding 

· The views and ideas of the child, young person and family/carers, and the meaning of their experiences from a personal and cultural perspective 

· The wishes of the child and family including the expected outcomes/goals for CAMHS involvement

The parent/carer information form will have been posted to the family prior to attending the appointment; however, during the triage the details within this must be checked to ensure all information is present. 



The care plan developed within the initial triage appointment will have clear risk management strategies and should be communicated to parents/ carers and anyone that may have contact with patient.  

action is required.



Safeguarding concerns that become apparent during a triage call or assessment should be clearly documented, and a referral should be made to Social Services and followed up as per LPT Safeguarding policy. If such concerns are highlighted at the point of referral, it will be the referrer’s responsibility to take appropriate action.

 

NOTE: For community-based appointments, CAMHS Young Peoples Team staff should adhere to the trust Lone Working Policy (see appendix 1).



[bookmark: _Toc168302432][bookmark: _Toc188458231][bookmark: _Toc188458503]ASSESSMENT OUTCOME

There are 3 possible outcomes after assessment: 

· Acceptance for treatment within the CAMHs Young Peoples Team – a core mental health assessment will be created alongside an individualised plan of care which will be shared with the young person, individual with parental responsibility and the associated care network (looked after nurses, social care team)

· No further treatment required by CAMHS Young Peoples Team – The child/ young person will be signposted to more appropriate services which better suit their needs. If required, the assessing clinician will make the referrals or guide the person with parental responsibility to make any self-referrals. 

· Further assessment required. The assessing clinician will offer a further assessment appointment to gather further information, this may involve seeing the young person directly or may be as part of the child’s associated care network. 

For all cases where there are significant risks/ concerns identified by the assessing clinician, advice should be sought from a Senior Clinician, or the MDT and the outcomes shared with the child’s care network. 



Service agreed outcome measures are used at each new assessment, every 6 months and at discharge. (HoNOSCA, RCADS,)



[bookmark: _Toc168302433][bookmark: _Toc188458232][bookmark: _Toc188458504]TRANSITIONING A YOUNG PERSON TO ADULT SERVICES

When a young person turns 17.5 years old a discussion regarding if they require transition to adult mental health services should be held in the form of a meeting with all relevant professionals including the person who holds parental responsibility. 



The young person’s home address at age 18 years should be confirmed and the correct locality mental health service should be contacted. The lead professional will need to have seen the young person face to face and completed an up to date risk assessment and care plan. A referral form from the locality mental health service will require completion and once accepted a joint meeting will be allocated to assess the young person, this will take place as close to the 18th birthday of the young person as possible. CAMHS LP can attend this meeting if the service user requests. Only following this first meeting with adult services and with confirmation from the CMHT that they have taken over lead professional responsibility can the care at CAMHS cease. 



CAMHS YPT transitions nurse can be contacted for advice by calling admin team on 0116 2952998. 



Transition to adult ADHD clinic should be discussed with the CAMHS YPT transitions nurse. All ADHD documentation and assessment should be formulated in to one document, along with an up to date risk assessment and care plan which must include current and past medication used to treat ADHD and allergy status. Physical observations should also be included. 



[bookmark: _Toc168302434][bookmark: _Toc188458233][bookmark: _Toc188458505]TRANSITIONING A YOUNG PERSON TO LOOKED AFTER CHILDREN’S CAMHS SERVICES IN A DIFFERENT LOCALITY

Many looked after children experience frequent placement moves which can be traumatizing and create an inequality in care. To ensure continuity of care CAMHS Young Peoples Team should work directly with the child’s care placement to ensure that a new CAMHS service is identified. Once identified we should contact the team directly to transfer care using their referral process. Relevant information regarding care planning and risk should be shared in a timely manner. Where challenges arise support should be sought by discussion with the CAMHS YPT clinical team lead who will action the appropriate escalations where needed. 



[bookmark: _Toc168302435][bookmark: _Toc188458234][bookmark: _Toc188458506]COLLABORATIVE WORKING 

The service will establish collaborative working with all relevant agencies involved in supporting the child / young person and their carers. This may include education, social care, housing, health including CAMHS, etc. to facilitate crisis resolution, sustenance of recovery and smooth transition where indicated. There will be close links with the inpatient service where a young person is admitted to facilitate early discharge and smooth transition to care in the community where appropriate. 



All out of hours telephone support is offered through CAP NHS 111 option2, emergency assessments are to be managed through the Bradgate Unit Hub 0116 2252635. 

 

[bookmark: _Toc168302436][bookmark: _Toc188458235][bookmark: _Toc188458507]DISCHARGES AND TRANSFER OF CARE 

The decision for the CAMHS Young Peoples Team to discontinue involvement with a young person will be subject to the following considerations:  

 

Decisions for discharge should be discussed at MDT where the lead professional has concerns around safe or relevant discharge.



The service user is no longer experiencing mental health difficulty and is content to continue without CAMHS Young Peoples Team involvement. 

 

The child/ young person has been seen and accepted for further input by another team e.g. out of area Community CAMHS team/adult services. In such cases, a discharge planning meeting/ discussion (as appropriate) should take place with the accepting team. The patient will be provided medication for 4 weeks post discharge if on medication.  

 

The child/young person declines the service at a point during the therapeutic intervention thereby effectively self-discharging (full rationale to be recorded in patient record and communicated to all relevant agencies as appropriate). Any concerns related to risk and mental health will need to be addressed and shared and appropriate management of the identified risk should be initiated by the appropriate service. 



in the case of the child / young person being admitted to an in-patient unit CAMHS Young Peoples Team would not discharge the young person, the CAMHS YPT Lead Professional should maintain regular contact and updates from the inpatient setting. This should be agreed with the inpatient care team and a plan of contact agreed. 

  

The Referrer should be sent a Discharge Summary which should contain current diagnosis, clinical presentation that led to CAMHS YP Team referral, treatment/interventions, progress update, current risk, medication, follow up plan and recommendations. 



Copies of the discharge summary should be sent to the young person, their parents/ carers and other relevant service providers involved in the patient’s care.

 

When a patient has been discharged from the CAMHS Young Peoples Team they will be asked not to contact the team directly. If the patient requires CAMHS Young Peoples Team input again in the future, the agreed referral process should be followed. Out of hours telephone advice will continue to be available through CAP number as above.



[bookmark: _Toc168302437][bookmark: _Toc188458236][bookmark: _Toc188458508]ADMISSION TO AN INPATIENT UNIT OF PATIENTS RECEIVING INPUT FROM CAMHS YOUNG PEOPLES TEAM:  

[bookmark: _Hlk174352554]See Inpatient referral pathway from Community teams document (appendix 1)

 

[bookmark: _Toc168302438][bookmark: _Toc188458237][bookmark: _Toc188458509]MEDICATION AND MEDICINES MANAGEMENT

The service ensures that the best practice guidance on prescribing and monitoring of medicines LPT policy are followed., where indicated, the following is achieved: 



· Initiation of Medication for Treatment/ Crisis resolution as appropriate

· Monitoring of benefits/side effects from medication use at subsequent appointments.

· Provide request/ letters for blood tests, ECG and other tests as appropriate. Currently these need to be organised via GP and local phlebotomy arrangements as the team does not have appropriate resources to perform/ request tests. 

· If a medication is initiated a follow up appointment with the prescriber is arranged as per NICE guidelines. If for some reason this is not offered, then the reason for this and arrangements made for follow up appointment is clearly documented in the patient record SystmOne

· Any related physical observations are recorded on physical health template on SystmOne.



The CAMHS Young Peoples Team works in accordance with the LPT Medicines Management Policy1.  If risk in relation to mental illness is assessed to be high prescriptions to be provided for 7 days’ worth of medication only.



All prescriptions are provided via SystmOne prescribing route and sent directly to the nominated pharmacies in community.



The patient will be provided medication for 2 weeks post discharge from In patient and 28 days from Out patients. Where necessary and appropriate arrangements should be made to request Shared care ( through shared care forms  on SystmOne or via care plan letters directly to Primary care colleagues)if on medication. This will be in form of weekly post-dated prescriptions for high-risk patients.



All Registered Nurses and prescribers in the team are required to familiarise themselves with LPT medicines policies as part of their roles and responsibilities. Support will be offered through supervision and team CPD activities.



All prescribers in the team will be required to complete mandatory medicines management training as per LPT NHS Trust mandatory training requirements.



Any medication related queries need to be discussed with team prescriber available or if appropriate with Lead Pharmacist/ pharmacy on 01162958989 during normal working hours or to the on call Consultant and on call pharmacist if out of hours.



[bookmark: _Toc168302439][bookmark: _Toc188458238][bookmark: _Toc188458510]PROFESSIONAL DEVELOPMENT

The team is expected to keep update to date with all core mandatory and clinical mandatory training.  Regular CPD sessions are offered within the CAMHS service. 



All staff members in the team are allocated a clinical and managerial supervisor and are encouraged to have supervision monthly.



The team offers placements to nursing students/medical students/assistant and trainee psychologists.



The team members are encouraged and supported to develop special interest skills



[bookmark: _Toc168302440][bookmark: _Toc188458239][bookmark: _Toc188458511]EVALUATING THE SERVICE

The service will be evaluated in the following ways: 



· Daily handover meetings, weekly MDT discussion of all Red Rag rated (high risk) patients, – audit 

· Service user feedback at point of discharge – Friends and Family Test’s

· Key performance indicators and clinical audit – record keeping/ risk assessments/care planning 

· Continuing professional development for all staff 

· Clinical & managerial supervision 

· Clinical audits –record keeping audit using AMAT

[bookmark: _Toc168302441][bookmark: _Toc188458240][bookmark: _Toc188458512]CONSULTATION CLINICS

Consultation is offered by the team to parents/carers and other professionals working with the client groups covered by the team. The purpose of consultation is to discuss any mental health concerns/issues (be they themes or child specific issues) and seek advice from a mental health practitioner as to how this can be understood or addressed.



The team offers:



· Consultation clinics – regular pre-bookable consultation clinics are provided to fostering and adoption services within the County and Rutland on a monthly basis.

· Consultation slots- ad-hoc and pre-bookable consultation slots for youth offending staff are offered by the senior community psychiatric nurses and forensic psychologist with expertise in this area.

· Consultation recording will take place on to the young persons SystmOne record.

· In the event of the details of the young person not being shared with CAMHS YPT an anonymous consultation can occur, these details will be written up and shared with the consultee via secure email or post. CAMHS YPT will hold a record of these on our internal shared drive. 



[bookmark: _Toc168302442][bookmark: _Toc188458241][bookmark: _Toc188458513]ASSESSMENT FOR NEURODEVELOPMENTAL DISORDERS

[image: ]



A young person may be referred for an ASD assessment at their initial triage, or a query regarding ASD may arise after having some input from their therapist within YPT. 



The DSM guidance for ASD is as follows:



A diagnosis of autism spectrum disorder requires evidence of symptoms in the following areas:

A. Social Communication and Interaction

B. Restricted Repetitive Patterns of Behaviour

C. Symptoms Present in Early Childhood

D. Symptoms Cause Significant Impairment

E. Not Better Explained by Learning Disability



The assessment process requires multiple sources of information and a comprehensive approach. There is significant overlap in the presentation of developmental trauma/ attachment difficulties and ASD. The young people we see in YPT tend to have a very “mixed” and complex profile with regards to their functioning and the assessment for ASD needs to be a careful process, to rule out any other possible explanations for their presentation. 



The assessment process follows NICE approved guidance and consists of the following:



[bookmark: _Toc168302443][bookmark: _Toc188458242][bookmark: _Toc188458514]Screening tools: 

Social Communication Questionnaire (SCQ): Completed by main caregiver. Available in two forms - Lifetime and Current - each composed of 40 yes or no questions. Scores above the cut-off of 15 suggest the young person may have ASD and a more extended evaluation should be undertaken.



Coventry Grid: An attempt to differentiate between ASD and attachment difficulties. Could be used to help parents/cares think about the subtle differences in behaviour and interaction.



AQ10: AQ10, or Autism-Spectrum Quotient is designed to assess the presence of ASD characteristics in individuals who may not have a formal diagnosis yet. This questionnaire comprises ten carefully constructed questions that aim to gauge the social and communication skills of the respondent, which are areas commonly affected by autism



[bookmark: _Toc168302444][bookmark: _Toc188458243][bookmark: _Toc188458515]Autism Diagnostic Observation Schedule (ADOS)-2: 

The ADOS-2 is an observation tool and not a diagnostic tool; it forms one part of the assessment process. It takes around 45 minutes to one hour. The examiner will sit with the child and present a series of activities/tasks and conversation starters. The aim of the ADOS is to create a “social world” where the examiner is assessing for key ASD markers throughout. At the end of the ADOS-2, the examiner scores the child’s presentation, based on a series of coding items that are normed against the DSM criteria for ASD. The end score gives an overall algorithm, indicating the likelihood of the presence/absence of ASD based on this single observation. 



[bookmark: _Toc168302445][bookmark: _Toc188458244][bookmark: _Toc188458516]Autism Diagnostic Interview –Revised (ADI-R): 

The ADI-R is an interviewer-based schedule based on DSM/ICD criteria for ASD. It consists of 100+ questions and can take a long time to complete! It is usually completed with one parent and asks questions relating to a child’s current and past behaviours and presentation with regards to their communication/speech, social reciprocity, repetitive/stereotyped behaviours, sensory needs and challenging behaviours. The interview is coded as it is completed and then scored afterwards; the overall score gives an algorithm that either indicates “autism spectrum” or “non-spectrum”; again this is not a single use diagnostic tool but must be used in conjunction with other tools. 



[bookmark: _Toc168302446][bookmark: _Toc188458245][bookmark: _Toc188458517]School observation: 

An important part of the assessment process, to gain insight into a young person’s behaviours, interactions and communication style in a natural environment. Young people will not be aware they are being observed. This gives opportunities to see how they interact with their peers/adults, how they cope with school demands such as social demands, transition between classes, structured and unstructured time. There is a proforma that can be used to aid this process. 



[bookmark: _Toc168302447][bookmark: _Toc188458246][bookmark: _Toc188458518]COGNITIVE ASSESSMENTS (ASSESSMENT FOR POSSIBLE LEARNING DISABILITY AND/OR EXECUTIVE FUNCTIONING/MEMORY CONCERNS)



If there is query around a young person’s cognitive abilities the following assessments may be recommended:



1. The Wechsler Intelligence Scale for Children (WISC-V), developed by David Wechsler, is an individually administered intelligence test for children between the ages of 6 and 16. For children aged 16+ years, the WAIS is used (equivalent adult version). 



The WISC-V takes 45–65 minutes to administer. It provides a series of tasks that vary according to the type of cognitive skill they are testing, e.g. putting together blocks, recalling digits, making patterns and answering knowledge-based questions. 



 It generates a Full-Scale IQ that represents a child's general intellectual ability. It also provides five primary index scores: Verbal Comprehension Index, Visual Spatial Index, Fluid Reasoning Index, Working Memory Index, and Processing Speed Index. These indices represent a child's abilities in discrete cognitive domains. The results are used to generate recommendations for the child’s learning and development. If the results indicate that the child may have a learning disability (IQ below 70) further testing may be required. Also, some children have quite unusual “spiky” profiles (distinct areas of strength and weakness)- this may also indicate the need for further assessment work. 



2. The Vineland Adaptive Behaviour Scales, Third Edition (Vineland-3): The Vineland is an individually administered measure of adaptive behaviour that is widely used to assess individuals with intellectual, developmental, and other disabilities. It is often used in conjunction with a WISC-V assessment. It assesses adaptive behaviour in four domains: Communication, Daily Living Skills, Socialization, and Motor Skills. The Vineland allows for a more qualitative understanding of how a person’s functioning might impair their ability to attend to activities of daily living. 



3. Other neuropsychological assessment tools: Other assessment tools may be indicated, to develop an understanding of a young person’s cognitive profile. For example:



· The NEPSY: Used in various combinations to assess neuropsychological development in children ages 3–16 years in six functional domains. NEPSY was designed to assess both basic and complex aspects of cognition critical to children’s ability to learn and be productive, in and outside of, school settings. It is designed to test cognitive functions not typically covered by general ability or achievement batteries.



· BADs (behavioural Assessment of Dysexecutive Syndrome) - Used to measure executive functioning



· TEACH- (Test of Everyday Attention- Children’s addition)- Used to measure possible memory and attention difficulties. 



[bookmark: _Toc168302448][bookmark: _Toc188458247][bookmark: _Toc188458519]ASSESSMENT FOR ADHD

A lot of young people within YPT will present with difficulties in memory, attention, concentration and impulsivity. This can often be in relation to developmental trauma and early life experiences, causing significant disruption to early brain development. 



Some young people may present with features of ADHD, that cannot otherwise be explained via their history/ impact of trauma. The following tools/screening items may assist in the assessment process:



1. In depth developmental history with a clinician who has understanding and knowledge of ADHD alongside clinical interview with the young person, to gain a full and clear account of their difficulties. Consider mood related problems and the impact of anxiety on attention/concentration alongside possible learning needs. 



2. Conners- 3 rating scales: The Conners Comprehensive Behaviour Rating Scale is used to better understand certain behavioural, social, and academic issues in children between 6 and 18 years old. It is often used to help diagnose attention deficit hyperactivity disorder, or ADHD. There is a parent and teacher rated version that are widely used in the team. 



3. QB test: A referral can be made for a “QB test” within the allocated YPT slots at the Valentine Centre. The QB test is a computer-based program that combines a test of attention ability with a movement analysis based on an infrared measurement system. Test results are assembled into a report and compared with data from a control group consisting of people who are the same sex and age as yourself.  The test equipment consists of an infrared camera, a head-band with an infrared marker attached to it and a responder button. During the test, several symbols are shown on the computer screen. The respondent is required to push the responder button when a certain symbol appears on the screen. The test takes roughly 15 minutes to complete and is not dependent on language, reading or mathematic skills.



[bookmark: _Toc188458248][bookmark: _Toc188458520]ESCALATION OF CONCERNS

Escalation of concerns with private therapeutic work or placement commissioned by social care or adoption support fund.



[bookmark: _Toc188458249][bookmark: _Toc188458521]Concerns identified and raised within MDT discussion in team

Where concerns are identified in a clinical appointment or meeting this should be communicated and support given by the duty worker on shift in YPT. The following process should then be followed. It is important to apply professional and clinical judgement and the risk to the child and other children in the placement must take precedence. Please document your concerns and rationale in the safeguarding tab of SystmOne.



[bookmark: _Toc188458250][bookmark: _Toc188458522]Concerns raised with placement management

In the first instance where the level of risk is not immediate harm, please call the placement and speak about your concerns with the placement manager. The details for this person can be found on the young persons SystmOne. Please document this discussion in the safeguarding tab.  



[bookmark: _Toc188458251][bookmark: _Toc188458523]Concerns raised with child social worker 

Please contact the child social worker (if unavailable please speak with the team manager or duty worker) share your concerns and identify their actions as the commissioning service. Engage in a professional discussion around the need to escalate to OFSTED.



[bookmark: _Toc188458252][bookmark: _Toc188458524]Concerns discussed with LPT safeguarding team

Please contact the LPT safeguarding team and advise them of the steps you have taken above. 



[bookmark: _Toc188458253][bookmark: _Toc188458525]Raise concerns to LLR designated Doctor and designated Nurse for Looked After Children

Designate LAC Doctor and Designate LAC Nurse to be contacted and informed of the concerns and steps already taken.



[bookmark: _Toc188458254][bookmark: _Toc188458526]Concerns raised to OFSTED directly

Where concerns are significant and through MDT discussion it is felt that they can not be resolved by taking the above steps then CAMHS staff should contact OFSTED directly via the gov.uk website or by calling 0300 123 1231



[bookmark: _Toc188458255][bookmark: _Toc188458527]EIRF completed 

Following completion of the above steps an electronic incident report form (IRF) needs to be completed, you can do this via Staffnet. If you need support with this please seek support from the duty worker or team management. 



[bookmark: _Toc188458256][bookmark: _Toc188458528]Support in clinical supervision

Please ensure you follow this process by requesting a clinical supervision session to ensure you are fully supported. 



[bookmark: _Toc168302449][bookmark: _Toc188458257][bookmark: _Toc188458529]DUTY ROTA

The duty rota is set up as a calendar whereby clinicians can then put their names on the dates, they are available to do a duty slot.  This is saved on the shared drive YPT folder in a folder named Duty Rotas.  The duty slot is for the whole day, but you are still able to have clinics etc.  You need to be contactable by admin throughout the whole day. 



Some of the queries the duty clinician is asked are:



· Look at referrals that admin have thought may need an urgent appointment – duty clinician needs to confirm if they agree

· Urgent telephone calls from patients whose Lead Professional is on leave and cannot call back

· Services ringing to discuss a case that they feel may need CAMHS referral

· Strategy meetings where YPT presence is requested by safeguarding colleagues. 



[bookmark: _Toc188458258][bookmark: _Toc188458530]ROUTINE OUTCOME MEASURES (ROMS)

Routine Outcome Measures (ROMs) are completed within YPT, these are completed within the electronic patient record on SystmOne. A ROM must be completed at the start and end of a patient journey within the team and recorded on to SystmOne, it is also very valuable to complete the ROM at review points during care as this greatly informs clinical practice. Depending on individual aspects of a patients care you may choose different routine outcome measures ROMs, these may be clinician rated (CROMs) and/or patient rated (PROMS)



The HoNOSca is a mandatory ROM for all patients open to our team and must be completed at the start and end of a patient journey – this is a clinician rated outcome measure. Your supervisor will talk with you about which other ROMs are available and used within the team. 



[bookmark: _Toc188458259][bookmark: _Toc188458531]PATIENT TRACKING LIST (PTL)

A monthly PTL meeting is held within YPT, this meeting is attended by the clinical lead, operational lead and our admin lead. This meeting is an oversight of all patient journeys within the team. 



During the meeting we will review:



· Key performance indicators and service targets 

· Patient waiting times

· Clinical caseloads 

· Referral and discharge data 

· Risk assessment and care plan data 

[bookmark: _Toc317509558][bookmark: _Toc317509771][bookmark: _Toc317509559][bookmark: _Toc317509772][bookmark: _Toc317509560][bookmark: _Toc317509773][bookmark: _Toc317509562][bookmark: _Toc317509775][bookmark: _Toc317509563][bookmark: _Toc317509776][bookmark: _Toc317509564][bookmark: _Toc317509777][bookmark: _Toc317509565][bookmark: _Toc317509778][bookmark: _Toc317509566][bookmark: _Toc317509779][bookmark: _Toc317509567][bookmark: _Toc317509780][bookmark: _Toc317509568][bookmark: _Toc317509781][bookmark: _Toc317509569][bookmark: _Toc317509782][bookmark: _Toc317509570][bookmark: _Toc317509783][bookmark: _Toc317509584][bookmark: _Toc317509797][bookmark: _Toc317509585][bookmark: _Toc317509798][bookmark: _Toc317509586][bookmark: _Toc317509799][bookmark: _Toc317509587][bookmark: _Toc317509800][bookmark: _Toc317509588][bookmark: _Toc317509801][bookmark: _Toc317509594][bookmark: _Toc317509807][bookmark: _Toc317509596][bookmark: _Toc317509809][bookmark: _Toc317509602][bookmark: _Toc317509815][bookmark: _Toc317509603][bookmark: _Toc317509816][bookmark: _Toc317509604][bookmark: _Toc317509817][bookmark: _Toc317509605][bookmark: _Toc317509818][bookmark: _Toc188458260][bookmark: _Toc188458532]TRAINING REQUIREMENTS

Staff are required to complete their mandatory training. Staff are to keep a list of what training they have completed, when this was completed and when the training will need to be renewed.



During supervisions and/or appraisals, staff are to discuss and record any future training that they would like to take part in.



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. 

. 









[bookmark: _Toc205258892][bookmark: _Toc188458261][bookmark: _Toc188458533]REFERENCES AND ASSOCIATED DOCUMENTATION



		Reference number

		Title 

		Link



		1

		LPT Medicines Management Policy

		Here 



		2

		LPT Policy for supervision 

		Here









[bookmark: _Toc188458262][bookmark: _Toc188458534]APPENDICES

[bookmark: _Toc188458265][bookmark: _Toc188458537]Appendix 1 – Inpatient Referral Pathway from Community Teams 









Appendix 2 – Lone Working Policy 

























		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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Inpatient referral pathway from community teams


[bookmark: _MON_1739363634]If admission is identified following this, the below pathway will be implemented. 


[bookmark: _Hlk138424877][bookmark: _Hlk129787821]Patient in outpatient team is identified by clinician as potentially requiring admission to a tier 4 bed.


NB: if patient has Learning Disability and/or Autistic Spectrum Condition a CETR would need to be arranged prior to referral for admission.


Consider referral to Crisis Resolution and Home Treatment Service in the first instance (Tel: 01162950485)


Consider whether the Intensive Community Support Team could offer an alternative to admission (Tel: 0116 2958316)


[bookmark: _Hlk138424892] Crisis  team do not have to be contacted if patient does not meet criteria for crisis team and a planned admission is being sought as per their Consultant’s recommendation. 




















Patient has a diagnosed Learning Disability and/or Autistic  Spectrum Condition





Patient does not have a diagnosed learning disability and/or Autistic Spectrum Disorder























Follow CETR process











MDT Discussion (to include team psychiatrist)- least restrictive options considered and admission is deemed necessary. If required call switchboard (6000) and ask to speak to the on-call CAMHS psychiatrist for their advice.




















Implement actions from CETR and continue support in the community.























Outcome – NO admission recommended

















Outcome – admission recommended



































ADMISSION indicated





CYP is consenting to admission


CYP not consenting to admission











Refer to Approved Mental Health Practitioner (AMHP)  team


CYP - Leicestershire  01163053691


CYP Leicester City 01162551606 .


After 5pm 01162551606 (regardless of location) Ask for a Mental Health Act assessment and provide name of the consultant who has agreed to this.





9am-5pm discuss with team consultant psychiatrist – out of hours call switchboard (6000) and ask to speak to the on-call CAMHS psychiatrist for their agreement.

















Complete the form 1 on system one and save in record.


email the Form 1 to camhs.inpatient@nhs.net  and follow up with a telephone call to the nurse in charge at the Beacon 0116 295 0954


LP to ensure risk assessment and care plan is up to date


























[bookmark: _MON_1782202525][bookmark: _MON_1782202559]Beacon to share with East Midlands Provider Collaborative Enhanced Care Referral Team to complete access assessment who will decide if admission is appropriate and liaise with local units to ascertain the admission bed. The ECRT will liaise with the LP throughout this process. 





























If bed is available this will be offered, and Lead Professional (LP) will be advised


If CYP is consenting to admission (informal) outpatient LP to liaise with inpatient unit and family to organise time of admission


If detained under MHA, secure transport to be considered and is recommended. Outpatient team to arrange (Prometheus 01213060167- to be paid from local team budget) 


























If bed is not available this will be held by provider collaborative on central waiting list which is discussed 3x a week at the Clinical Activity Panel (CAP) and is attended by Beacon Matron or Ward Sister/Charge Nurse.


It is the responsibility of the outpatient LP to liaise with the bed management team to ensure the form one is being sent out daily ( lpt.bedmanagement@nhs.net)





CAP may deem it appropriate for referral to be sent out nationally for a spot purchase bed – bed management and Beacon rep at the CAP will be informed and will inform LP in local team
































Whilst waiting for a bed in community the expectation is that the community team will update the form 1 on a minimum of a weekly basis, or sooner if the situation changes, and send back to Beacon to be accessed assessed as per process above. Expectation for support for the patient whilst waiting is via community team in partnership with CRHT/ ICST- coordinated by the LP.





























[bookmark: _Hlk129788364]If patient deteriorates whilst waiting in community – this is escalated to the Clinical Escalation Group (CEG) chaired by the provider collaborative for case discussion. LP to liaise with the case manager (joanne.kirby@nhft.nhs.uk ;  EastMidlandsCAMHSPCReferrals@nhft.nhs.uk 


)
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[bookmark: _Toc88139592]Dynamic Support Pathway (DSP) and Care Education and Treatment Review (CETR)



The transforming care programme is inclusive of all ages, of children and young people, and with LD and/or Autism Spectrum Disorder (ASD).



The Dynamic Support Pathway (DSP) is a system wide pathway developed to provide support for individuals (all age) with a learning disability, autism or both who are deteriorating in their health and well-being whilst living in the community. The goal is to identify concerns early and to be able to take steps to provide additional support in order to prevent further deterioration and any escalation, which may lead to a crisis. The DSP is also for patients stepping down into the community from an in-patient unit. An effective DSP can reduce the need for C(E)TRs and escalation to the Risk of Admission Register.



Information and documentation regarding the DSP can be found on the public website page, please follow the link and can also be found below



 https://www.leicspart.nhs.uk/services/dynamic-support-pathway/



































[bookmark: _MON_1700308210][bookmark: _MON_1700308215][bookmark: _MON_1700308222][bookmark: _MON_1700308289][bookmark: _MON_1700308307]
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All referral forms and consent forms must be password protected, with passwords emailed in a separate email to the forms.  Completed forms and passwords need to be emailed to the following email address:



lpt.childrens-lda-dsp@nhs.net



When a professional is concerned that a person with a learning disability and or autism is a risk of admission there is a formal process to follow.



A Multi Agency Meeting (MAM) needs to be held with all agencies involved in their care, including families and carers, to focus on:



· what is not working so well



· what is working well



· what are the risks



· how can we mitigate the risks in the least restrictive option?



If the mitigations are unsuccessful and/ or the residual risk remains high the clinician must refer to the Risk Of Admission Register (ROAR) by completing the form below, 



https://llrldadmissionavoidancetool.leicestershire.nhs.uk/



The CCG will then get in touch to discuss the persons journey and arrange an Admission Avoidance CETR meeting or LEAP (Local Emergency Area Protocol- if risk of admission is immediate)  Following the CETR, if the decision is made to admit then the Lead professional must complete the Form 1.  A follow-up CETR meeting will be arranged by the inpatient unit.



https://www.england.nhs.uk/wp-content/uploads/2017/03/children-young-people-cetr-code-toolkit.pdf
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1. Introduction




In May 2021 Leicester, Leicestershire and Rutland Learning Disability and Autism programme submitted to NHS England/Improvement their first draft of a 3 year road map to design and implement a programme of projects to improve the quality of life and on addressing health, education and social care inequalities for people living with a learning disability and/or autism.  




As a system, community mapping exercises to understand the local unmet need, gaps in care and local health inequalities were completed. The plan sets out how LLR will ensure all local services work in partnership to make reasonable adjustments for people with learning disabilities, autism or both to achieve the best quality of care, support and treatment at the right time.




Currently there are twenty-eight initiatives in progress within year 1 of this programme.




The design, development and implementation of this dynamic support pathway is one of these twenty-eight initiatives.









2.  What is the Dynamic Support Pathway









The Dynamic Support Pathway (DSP) is a pathway developed to provide support for individuals (all age) with a learning disability, autism or both who are deteriorating in their health and well-being whilst living in the community.









The goal is to identify concerns early and to be able to take steps to provide additional support in order to prevent further deterioration and any escalation, which may lead to a crisis.









The DSP is also for patients stepping down into the community from an in-patient unit. The multi-agency meeting can be used for post discharge follow up to monitor the delivery and suitability of the discharge plan.









This is not a replacement pathway for your other referrals to other services e.g. Early Help, Specialist Autism Team (SAT), Safeguarding, LD Access etc. Please continue to make these referrals.









The DSP will work alongside the Childrens and Young People (CYP) Key Worker scheme in ensuring the on-going health and well-being of children and young people.









3. Aims of the Dynamic Support Pathway









· To provide a more robust early intervention process









· To develop consistent processes to deliver crisis avoidance and crisis management activities across the whole of the LLR system 









· To implement an effective DSP that will reduce the need for C(E)TRs and escalation to the Risk of Admission Register 









· To promote the early identification of concerns in health and wellbeing so you have a chance of avoiding further deterioration which will lead to crisis









· To facilitate enhanced collaborative joint working between services









· To promote the development of bespoke action plans that will meet the person/child or young person’s needs in the community









· To develop an approach where all stakeholders are equally committed to delivering a rapid response









4. Long Term Benefits of the Dynamic Support Pathway









· LLR will have in place an inclusive, person-centred, proactive and preventative approach that supports the individual’s needs and preferences.









· When support is required all individuals will have access to the right support at the right time, in the right place and be delivered by the right person.









· Adults, children and young people with a learning disability, autism or both are able to thrive in the community in their own homes in the least restrictive environment possible, develop independence, make their own choices, be able to integrate into society, maintain family and friend relationships, take part in hobbies and activities and lead a life of 'beautiful ordinariness'.









· Families remain together.









· Inappropriate admission and re-admission prevention.









· If admission is required appropriate beds are available close to home and family









5. Every Voice Counts




Workshops have been held regularly over the last nine months to design and develop all aspects of the dynamic support pathway.  The task and finish group reached out to all system services and very many of these sent representatives to the workshops in order to share any concerns in the current system and ideas for improvement.




Many representatives from the local parent carer forums attended and provided input into the pathway processes referral criteria and documentation.









6. The Dynamic Support Register




The dynamic support register is a simple spreadsheet which holds confidential information about the referral and the outcomes of the referral. Once an individual is placed onto the register they will be given a unique and anonymous identifier which can be used on future documentation.




This database of information will be stored in a confidential clinical folder hosted by Leicestershire Partnership Trust and this folder will have very limited access. 




This data will be invaluable for tasks such as identifying the sources of demand for this pathway and for understanding reasons for referral.









7. Consent




A person’s consent must be given to allow their data to be saved onto the dynamic support register and to be placed on the dynamic support pathway.  The consent form, guidance notes and an easy read version are all available on the DSP web page which is hosted by Leicestershire Partnership Trust.  This web page is accessible to all.




Web address as follows:




 https://www.leicspart.nhs.uk/services/dynamic-support-pathway/









8. Confidentiality




All documentation and data pertaining to the dynamic support pathway is stored in confidential clinical folders with limited access to these folders.




The generic e-mail addresses and folders are also secure and have limited access.




All documentation and data is stored according to regulations within the Data Protection Act (2018) and general Data Protection Regulations (GDPR).




All individuals accessing this data will follow the ‘data protection principles’ outlined within this guidance.




All documents forwarded to the DSP generic e-mail addresses should always be password protected and the passwords forwarded in a separate e-mail.




Please do not include any person identifiable information on the subject line or in the main body of the e-mail.




9. Referral Criteria




The dynamic support pathway is for adults and children and young people with a confirmed diagnosis of a learning disability or both. 




This diagnosis must be confirmed and evidence of this confirmation should be included within the referral form. 




Unfortunately at this time the pathway will not be able to accept referrals for individuals without this diagnosis.




The person being referred should also be living within Leicestershire and have either a GP surgery that falls within the responsibility of a Leicestershire CCG or a home address that falls within the responsibility of a Leicestershire local authority i.e.




Leicester City Council




Leicestershire County Council




West Leicestershire & Rutland County Council




Leicester City CCG




Leicestershire County CCG




West Leicestershire and Rutland CCG




The referral criteria for adults and the referral criteria for children and young people can be found at appendix 1 and 2.




The concerns described within these criteria are only examples of circumstances where you may wish to refer to the pathway and these should not be regarded as inclusion criteria.  Other circumstances may also require a referral to be considered.









10. The Referral Process




The dynamic support pathway referral form is also located on the Leicestershire Partnership Trust website. 




https://www.leicspart.nhs.uk/services/dynamic-support-pathway/




This web page is found within the Leicestershire Partnership Trust NHS Trust internet website and is accessible to all. 









A simple process map outlining the referral steps is available at appendix 3.




Once the referral form and consent form have been completed please forward to the appropriate generic e-mail address below.









For Adults  				Email:  lpt.adult-lda-dsp@nhs.net









 For Children and Young People	Email: lpt.childrens-lda-dsp@nhs.net









All documents forwarded to the DSP generic e-mail addresses should always be password protected and the passwords forwarded in a separate e-mail.




Please do not include any person identifiable information on the subject line of the e-mail or in the main body of the e-mail.




It is important to indicate the level of urgency of this referral on the referral form. Once received the DSP project support officer will make contact with the referrer and agree next steps. The urgency of the multi-agency meeting will then need to be confirmed and the multi-agency meeting date agreed accordingly.




The referrer and the project support officer will agree who is best to chair this meeting and who will be able to complete the notes template.




Following this discussion the DSP project support officer will send out an invitation to attend the meeting to the people identified by the referrer as the people who it would be beneficial to have at the meeting. The referral form will be attached to the invitation and again will be a password protected document.




It is hoped that by attaching this referral form all invited people will have an understanding of why this meeting is being requested and why they are being invited to attend. The information will also allow the invitees to be more prepared to attend the meeting and to have the ability to share any relevant information.




11. The Referral Form




The referral form is a standard referral form and requests the following information.




· Patient ID information




· Demographic information




· Commissioner information




· Patient/carer information




· Current care team




· Current location/home/provider




· Communication needs




· Brief History




· Overview of the Current Situation/Current Concerns




· Risk Details




· Safeguarding Information




· Additional support that may already have been put in place.




It is important to capture on the referral form the details of the reasons for the referral i.e. what is happening that is causing concern and what impact on health and well-being this is creating. Please include as much information regarding potential future risks to ongoing health and well-being.




Referrals will be accepted from all professionals across health, social care and education within the Leicester, Leicestershire and Rutland geographical area.














12. The Multi-Agency Meeting




The multi-agency meeting will bring together the key people involved in the care of the person being referred.




If there are currently very few people involved in care and this is one of the reasons for the referral then the DSP project support officer will support in identifying the teams who may be able to support and representative from these teams will be invited.




Advice may be given at this stage regarding referrals to other teams which could be beneficial. The DSP is not a replacement pathway for referrals to other services e.g. Early Help, Specialist Autism team (SAT), Safeguarding, LD Access etc.  Please continue to make these referrals.




Representatives from other teams may be more able to attend the multi-agency meeting if a referral to the team has already been made.




If there is not an open referral then attendance may be more difficult for the team involved.




If it has not been possible to identify and agree other appropriate teams to be invited then this will be an action for the first multi-agency meeting group and these individuals/team representatives can be invited to subsequent meetings.









A flow map for the multi-agency meeting process is available at appendix 4.




This process is flexible. The number of multi-agency meetings needed is agreed within the group. The process can continue until the group are confident that the deterioration in well-being has been halted and any associated risks have decreased. At this stage the process can be stood down and the person will be removed from the dynamic support register.




If at any time during this process risks increase, a referral to the risk of admission register (ROAR) can be made and a formal independently chaired care (education) and treatment review requested. The referral to the ROAR process has not changed and this pathway remains in place.














13. The MAM Notes Template




It is hoped that the template designed and developed by the DSP workshop group will be adopted across the LLR system and becomes a very familiar document to all.




It has been designed to prompt the key lines of enquiry and provide guidance regarding what needs to be discussed and agreed at the meeting. Other relevant aspects of care can be added if not already on the template.




· All sections of this template should be discussed at the multi-agency meeting. Some sections may not be relevant and may not be completed. Please indicate with not applicable (N/A).




· The template is here to provide guidance and information as to what will be asked and discussed during the meeting




· The template addresses the Key Lines of Enquiry




· Captures the names and contact details of all attendees




· Captures the action plan, key tasks, who will complete them and timelines required 




· Key questions regarding what happens next




This template can also be used as an update template for subsequent multi-agency meetings. In this instance any changes in circumstances or presentation can be recorded as an update with a new date indicated and the original action plan further developed.




Outcomes from the tasks identified at prior meetings can be captured on the same action plan. One on-going action plan will able to show continuity of actions and outcomes throughout several multi-agency meetings.




Key questions are also to be found at the end of the template. These are to prompt decisions about the next steps required.




These include:




1. Is a follow up MAM required?




2. If yes, agree the date as it will be very difficult to find a time to suit by e-mail post the meeting




3. If a follow up MAM is not required can the person now be removed from the dynamic support register?




4. Is escalation to the ROAR required?




5. Is a C(E)TR required?




Appendix 1.




DSP Referral Criteria for Children and Young People
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Appendix 2. DSP Criteria for Adults
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The Dynamic S upport  Pathway (DSP ) is a  pathway   developed to  provide support for  children and young people   with a learning disability , autism or both   who are  deteriorating in   their  health  and  well - being whilst living in the community. The goal is to  identify concerns   early and to be able to take steps to provide additional support in o rder to prevent further deterioration   and  any escalation, which may lead to a crisis.   This DSP   is for:      Children and  young people  (CYP   <18)   with a learning disability , autism or both        R eferral to the Dynamic Support Register   for   all children and young people living within   Leicester, Leicestershire and Rutland       Referral to the Risk of Admission Register/request for a community CETR  also includes children and young people living out of   Leicester, Leicestershire and Rutland   if  comm unity placement is  fully or partially  health funded     Below is the agreed criteria for  referring  a child/young person   to the Dynamic Support Pathway.    





R ating  Action Required  Guidance notes  regarding  when  to apply  this  rag  rating.   





Red  R equest for an urgent   C E TR.   Referral to the    Risk of  Admission R egister  (ROAR)     The  child/ young   person   continu es to deteriorate in well - being and risk of admission has increased. There is no  improvement following the MAM. Additional support put in place has not been sufficient to meet the needs of the  child or  young person /family/carer/community placement provider.        A second MAM is not required in these circumstances. Access to immediate addit ional support is  required via a C E TR.    





                    Amber  Referral to  the Dynamic   Support  Pathway.     Inclusion o n the  Dynamic Support  Register/R eque st for a  mu lti - agency meeting is  automatic once the  referral  form has been  forwarded.     The action plan  detailing the additional  support required will  be developed at the  first MAM. Agreed  actions will be followed There is a  significant concern for the   health and  well - being of the  child or young person   (any cause) .   Concerns may include:        There is a significant increase in behaviours that challenge .   Support is required   in order to prevent further deterioration  in well - being, wh ich may result in a future increased risk of referral to other services and/or hospital admission.          Deterioration in physical/mental health and wellbeing may include but is not limited to social withdrawal, self - neglect,  anxiety, increased verbal or  physical aggression towards self and/or others, damage to property, self - harm, suicidal  thoughts, escalating anxiety, increased ritualistic behaviours or internal expe riences such as hearing  voices  which are  having a significant impact on well - being.        The   family/carer is finding the situation difficult to manage. Carer strain may be becoming a concern.        There is a  new  safeguarding issue   for   the child/young person, their carer or  other family member . There is more than  one vulnerable person in the household   requiring additional support.         The carer  has  a  significant underlying  physical or mental  health condition that is affecting their abilit y to continue to  provide the level of care and support required.  










image2.emf




The Dynamic S upport  Pathway (DSP ) is a  pathway   developed to  provide support for individuals   with a learning disability , autism or both   who are  deteriorating in   their  health and  well - being  whilst living in the community. The goal is to  identify concerns   early and to be able to take steps to provide additional support in order to prevent further d eterioration   and any escalation,  which may lead to a crisis.   This DSP   is for:      Adults   with a learning disability , autism or both        Residents   of Leicester, Leicestershire and Rutland .        Individuals   fully or partially health funded in out of area placement   can still be referred to the ROAR for a request for a CTR     Below is the agreed criteria for  referring an individual to the Dynamic Support Pathway.  





Rating Action Required  Guidance notes  regarding  when  to apply  this  rag  rating.   





Red R equest for an urgent  CTR.   Placement on Risk of  admission register  (ROAR)     The i ndividual continu es to deteriorate in well - being and risk of admission has increased. There is no  improvement  following the MAM. Additional support put in place has not been sufficient to meet the ne eds of the  individual/family/carer/community placement provider.        A second MAM is not required in these circumstances. Access to immediate additional support is  required via a CTR.        An individual may be referred directly to the ROAR if admission avoidance  is urgent and a CTR is being requested.    





          Amber Referral to  the Dynamic   Support  Pathway.     Inclusion on the  Dynamic Support  Register/Request for a  multi - agency meeting is  automatic once the  referral has been  completed.     The action plan  detailing the additional  support required will  be developed at the  first MAM. Agreed  actions will be followed There is a  significant concern for the health and well - being of the individual (any cause ). Concerns may include:        There is a significant increase in behaviours that challenge. Support is required in order to prevent further  deterioration in well - being, which may res ult in a future increased risk of referral to other services and/or  hospital admission.         Deterioration in physical/mental health and wellbeing may include but is not limited to social withdrawal, self - neglect, anxiety, increased verbal or physical  aggression towards self and/or others, damage to property, self - harm, suicidal thoughts, escalating anxiety, increased ritualistic behaviours or internal experiences such as  hearing  voices which are having a significant impact on well - being.        The family/c arer /placement provider   is finding the situation difficult to manage. Carer strain may be becoming a  concern.        There is a new safeguarding issue for the  individual , their carer or other family member. There is more than one  vulnerable person in the househo ld requiring additional support.         The carer has a significant underlying physical or mental health condition that is affecting their ability to  continue to provide the level of care and support required.  
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LLR LDA Dynamic Support Pathway –�Referral Pathway





A





 clear and consistent approach to the prevention of crisis across all agencies within the LLR system 





Deterioration in well-being of individual identified





(any reason –�health or social care, family dynamics, carer breakdown, placement 





breakdown, increased anxiety, aggression, property damage, self-harm?





Need for additional support is identified by any 





individual in contact with person





(health, social care, placement provider, family, 





education)





Professional who identifies deterioration of the individual (CYP or adult)  completes DSP 





Referral Form (which can be found in the DSP folder on the Leicestershire Partnership Trust 





Internet site)





The referral form (password protected) to be sent to the appropriate DSP Generic 





e-mail address (adult or CYP) 





The referral will generate automatic addition of this individual to the Dynamic Support 





Register





DSP Referral Form will identify other professionals/





placement providers/family who need to be invited to 





the MAM.





 Level of risk and urgency is identified.





DSP Referral form will serve a dual purpose and also 





be the MAM Request Form.





The completed referral form will then transfer to the appropriate project support officer 





who will then liaise with the referrer and arrange the Multi-Agency Meeting  





The DSP referral form/MAM request form is attached 





to the invitation to ensure all attendees are aware of 





the reason for the referral, rationale for the meeting 





and brief history of the individual.





Meeting date will be in line with the level of urgency 





requested by the initial referrer to the DSP





The project support officer will send invitations to the named requested invitees 





(password protected)





Referrer and Project Support Officer will agree who is able to chair the meeting and who 





will be able to complete the notes template





The DSP Project Support Office will be responsible for 





managing the Dynamic Support Register. There will be 





limited access to this database to preserve 





confidentiality.
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LLR LDA Dynamic Support Pathway –�The Multi-Agency Meeting





A clear and consistent approach to the prevention of crisis across all agencies within the LLR system 





The notes taker will  capture the agreed actions of the meeting onto the MAM Notes 





Template (also available on the DSP web page)





MAM  –�full and open evaluation of need. 





Clear action plan is developed to provide the additional support required to meet the 





increasing needs of the individual





Follow-up MAM arranged to monitor impact 





of actions and improvement .





Escalation to the ROAR is required. 





Complete on-line referral form.





Urgent CTR arranged





Additional support remains in 





place for as long as required. 





MAM identifies further 





deterioration and significant 





increase in risk of admission/re-





admission/offending/re-offending 





since the referral was made.





MAM agree risk is such that an 





immediate referral to the ROAR is 





required and a CTR should be 





requested.





Individual removed from DSR





Follow -up MAM 





Action plan has been delivered.





Patient well-being has improved. Risk has 





reduced





Yes No





At this point the individual moves from an amber 





rating to a red rating and the referral is automatically 





escalated to the risk of admission register (ROAR) and 





the original referral form and subsequent notes are 





transferred to the CCG CTR management team





Once the individuals wellbeing has been restored the 





individual will be removed from the dynamic support 





register by the project support officer. Referral and 





MAM notes will remain in a confidential file





Notes sent to DSP Project Support Officer who will 





circulate (password protected document)





Further MAMs continue until 





group agree they are no 





longer required.





Patient well being restored





The chair of the meeting will ensure that all the key 





lines of enquiry are discussed in the meeting





Chair and notes taker will be agreed prior to the 





meeting





The chair of the meeting will ensure all actions are 





allocated to a named individual and a clear timeline 





for completion agreed
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Consent Form for Dynamic Support Pathway Easy Read Format
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					This is a Consent form for the Dynamic Support Pathway.



















A consent form is for you to say something is OK.
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The Dynamic Support Pathway is to make sure you get the right care when you need it.
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The NHS will keep your details on a list.   









The list for the Dynamic Support Pathway is called the Dynamic Support Register.
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There is a leaflet that goes with this form.









The leaflet is called ‘Information about joining the Dynamic Support Pathway’.
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It is important that you and your carer read the leaflet.









					    









       




					




If you are happy to be on the Dynamic Support Pathway you will need to sign this form.
























I am happy to be on the Dynamic Support Pathway




Date:……………………………………………………………………………………………




Full Name:…………………………………………………………………………………..









Signature:.………………………………………………………………………………….









Date of Birth:……………………………………………………………………………..









NHS Number:……………………………………………………………………………..









Address:……………………………………………………………………………………..




……………………………………………………………………………………………………














Details of professional consenting person:









Print Name:…………………………………………………………………………………









Signature:……………………………………………………………………………………









Designation:………………………………………………………………………………..




Date/Time:………………………………………………………………………………….
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Dynamic Support Pathway 
(DSP) 





 
Consent Form Guidance 





 
The Dynamic Support Pathway is only for people who have been diagnosed with a 
learning disability, or Autism, or both. 





This leaflet explains what the Dynamic Support Pathway consent form is and why it is 
important. 





The person may be at risk because of a mental health problem, or behaviour that 
challenges. The consent form is to ensure people have a say in decisions about them going 
into hospital. 





What is the Dynamic Support Pathway? 





The Dynamic Support Pathway holds information about the person and the reasons why 
they might need additional support to remain safe in the community and avoid an 
admission to hospital.  The information helps services to work more closely together to 
manage a person's support effectively.    





When someone is placed on the Dynamic Support Pathway a Multi-Agency Meeting will 
be held to put in place any necessary support to allow the person to remain in the 
community.  





If that extra support is not successful, then the person can be said to be at risk of hospital 
admission. At this point a community Care and Treatment Review (CTR) will be arranged.   





Where the person at risk is a child, Education services are involved too, and the meeting is 
called a Care Education and Treatment Review C(E)TR. 





This is a face to face meeting, chaired by the CCG, where all services who work with that 
person are represented, as well as the person themselves and their family carers. 





The C(E)TR looks at the reasons why the person is at risk of admission to hospital and has 
the power to agree further, extra support that it thinks will help the person stay in the 
community. 





What is consent and why do we ask for it? 





It is important that people are able to have a say in their care and this includes being added 
to the Dynamic Support Pathway.  A person’s details will only be added if they have given 
their consent. 





In line with the Mental Capacity Act if the person is an adult and does not have the capacity 
to consent, a best interest decision to add them can be taken by the people involved in 
their care. If the person is under the age of 16, a parent or guardian must give their consent 
on the person's behalf. 



















Can the person change their mind? 





If the person has given their consent, 





• they can change their mind at any time 





• they will receive a copy of the consent form 





• they can find out what information is being held about them 





• A new consent form will be required every time a person is referred to the pathway 
 





What information is needed? 





The information will depend on the person and their care and support needs. Usually it will 
include information about: 





• the care and treatment they are receiving 





• their health, including mental health 





• any health and care plans that have been developed for them 





• where they live and who they live with 





• things that can make them upset and what helps them feel well 





• anything that people involved in providing their care and support should know, to 
keep them and the person safe 





What happens to the information? 





The person's information will be kept in a safe place by the CCGs (Clinical Commissioning 
Groups), Leicestershire Partnership NHS Trust (LPT) and Barnardo’s and it will only be 
shared with services involved in your care and education.  All services comply fully with the 
Data Protection Act 2018 and the General Data Protection Regulations (GDPR).  





This information helps health, social care teams and other partners understand what 
difference the pathway is making to people’s lives and provide the right kind of services. 





Next steps – giving consent 





If the person at risk has understood everything in this leaflet, they can fill in the consent 
form. A care co-ordinator or someone involved in their care can help them fill it in. 
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Information about Joining the 
Dynamic Support Pathway 





 





This easy read leaflet is about the Dynamic Support Pathway 
and deciding if you give your consent to join it. 





 





 
This leaflet is for people diagnosed with a   





learning disability and/or ASD, including  





Asperger Syndrome who might be at risk  





of going into a specialist hospital because  





of a mental health problem or behaviour  





which is seen as challenging. 





 
It is also for family carers and other people 





who can support you to understand what 





the pathway is about and if it’s right for 





you. 





 
The Dynamic Support Pathway is about 





helping you get the right care and 





treatment in your community whenever 





possible, by working with you and those 





who care for and support you. 
 
 





Most people with mental health problems 





or challenging behaviour can live well in 





the community and may never need to 





go into a specialist hospital for assessment 





or treatment. 





Dynamic 





Support 





Pathway 
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But if you do experience a difficult time 





and your current care is not meeting 





your needs, you and people who support 





you will need to think about what extra 





support you will need. 





 
 





Often this support can be given locally in 





your community but sometimes people 





need to go into a specialist hospital to get 





better. This form is about making sure you 





are included in decisions. 





 
 





What is the Dynamic Support 
Pathway?  





 





The Dynamic Support Pathway is about 





checking if someone’s care isn’t meeting 





their needs and what changes can be 





made to help with this and to stop 





people reaching crisis point. It helps 





services work with you to decide what 





support you may need. 





 





 
 





This leaflet gives you information so you  





can decide if you want to be on the  





pathway.  This is called consent. 
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Specialist hospitals are often a long way 





from your family and friends. Sometimes 





you may need to spend a long time in 





hospital. 





 
 





The Dynamic Support Pathway is one of 





the local changes that is happening to 





help more people get the support they 





need to stay in their community. 





 





 





What are the good things about 
joining the pathway? 





 





The Dynamic Support Pathway is about 





helping you get the right support as fast 





as possible, if you ever need it. 





 
 





This is because services will know what 





extra help and support you might need 





and can plan their support around this. 





You will be involved in planning your care 





and support. 





 
Dynamic  





Support 





Pathway 
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What if I don’t want to join it? 





 
You will still get support if you need it, but 





if services do not already know about 





you, this may affect how much support 





you get at the time. 





 
 





 





This is because services need more time 





to plan urgent care. 





 
 





Is it right for me? 
 





It is a good idea to talk to people who 





understand your support needs. They will 





help you understand what the 





Pathway is about and help you decide if 





it’s right for you. 





 
 





What happens if I am on the pathway? 
 





If you are on the pathway this means the 





people who pay for your care can work 





together to think about the support they 





can offer you should your needs increase. 
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If you are at risk of going into hospital, 





we will invite you to have a Care and 





Treatment Review, called a Community 





CTR. This should happen before any 





decisions are made about whether 





hospital care is right for you. 





 
 





This looks at why you might need to go 





into hospital and whether extra support 





can be given in the community instead. 





It helps you and your care team plan for 





the support you need in the place you 





need it. 





 





How your care co-ordinator can 
help 
 





                                                         You can talk to your care co-ordinator if      





                                          you aren’t sure about anything, or if you    





                                          want to change your mind about being  





                                          on the register. You can add the care   





                                          co-ordinator’s details in the table below. 
 





 





 
The Care                
co-ordinator is: 





 





 





 





Mobile phone number: 





 





 





 
 
 





 





 





Office telephone 
number: 
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What is consent and why do we 
need it? 





 
Consent is about giving your permission 





for something.  





You will only be put on the pathway if you 





have given consent. 





 
 





If you are an adult and do not have the 





capacity to decide, people involved in 





your care will follow the Mental Capacity 





Act to decide if it is in your best interests 





to join the pathway. 





 
 





If you are under the age of 16, a parent 





or guardian must give their consent for 





you. 





 





About your consent: 





 
• you can change your mind at any time 





 
• you will receive a copy of the consent 





form 





 
• you can find out what information is 





being held about you 
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What will happen to my information? 





 





 





 
Your personal information will be kept 





in a safe place and it will only be 





shared with you and the people who 





provide your care. 





 





 
 
 





 
Information from the pathway is  





sometimes shared with other parts of the  





NHS. This information does not include  





people’s names or any other personal  





information which could identify anyone. 





 
 
 
 





 





This information helps health and social 





care teams understand what difference 





the pathway is making in people’s lives 





and provide the right kind of services. 





 
 





 





 





 





 





 





 





Dynamic 





Support 





Pathway 
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What sort of information will it include? 
 





The information will depend on you and 
your care and support needs. But usually 
it will include information about: 





 





• the care and treatment you are 
receiving 





 





• your health, including your mental 
health 





• any health and care plans that have 
been developed for you 





 





• where you live and who you live with 
 





• things that can make you upset and 
what helps you feel well 





 





• anything that people involved in 
providing your care and support should 
know to keep them and you safe. 
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Next steps – giving your consent 





Have you understood the information in 
this document? 





 
 
 





 
If so, you are ready to fill in the Consent 
Form to say whether or not you give your 
consent. 





 
 





 
 
 





Your care co-ordinator or someone 
involved in supporting you can help you 
fill it in. 
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CYP DSP Referral & RAG Rating Criteria.docx



      Dynamic Support Pathway (DSP) for Children and Young People 




Learning Disability and Autism Services









The Dynamic Support Pathway (DSP) is a pathway developed to provide support for children and young people with a learning disability, autism or both who are deteriorating in their health and well-being whilst living in the community. The goal is to identify concerns early and to be able to take steps to provide additional support in order to prevent further deterioration and any escalation, which may lead to a crisis.




This DSP is for:




· Children and young people (CYP <18) with a learning disability, autism or both 




· Referral to the Dynamic Support Register for all children and young people living within Leicester, Leicestershire and Rutland 




· Referral to the Risk of Admission Register/request for a community CETR also includes children and young people living out of Leicester, Leicestershire and Rutland if community placement is fully or partially health funded









Below is the agreed criteria for referring a child/young person to the Dynamic Support Pathway.









					Rating




					Action Required




					Guidance notes regarding when to apply this rag rating









					









Red




					Request for an urgent CETR.




Referral to the Risk of Admission Register (ROAR)




					· The child/ young person continues to deteriorate in well-being and risk of admission has increased. There is no improvement following the MAM. Additional support put in place has not been sufficient to meet the needs of the child or young person/family/carer/community placement provider.









· A second MAM is not required in these circumstances. Access to immediate additional support is required via a CETR.














					


































Amber



















					Referral to the Dynamic Support Pathway.









Inclusion on the Dynamic Support Register/Request for a multi-agency meeting is automatic once the referral form has been forwarded.









The action plan detailing the additional support required will be developed at the first MAM. Agreed actions will be followed to ensure completion. 




					There is a significant concern for the health and well-being of the child or young person (any cause). Concerns may include:









· There is a significant increase in behaviours that challenge. Support is required in order to prevent further deterioration in well-being, which may result in a future increased risk of referral to other services and/or hospital admission. 









· Deterioration in physical/mental health and wellbeing may include but is not limited to social withdrawal, self-neglect, anxiety, increased verbal or physical aggression towards self and/or others, damage to property, self-harm, suicidal thoughts, escalating anxiety, increased ritualistic behaviours or internal experiences such as hearing voices which are having a significant impact on well-being.









· The family/carer is finding the situation difficult to manage. Carer strain may be becoming a concern.









· There is a new safeguarding issue for the child/young person, their carer or other family member. There is more than one vulnerable person in the household requiring additional support. 









· The carer has a significant underlying physical or mental health condition that is affecting their ability to continue to provide the level of care and support required.
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Multi-Agency Meeting Notes Template









This is to be completed at the first multi-agency meeting and not at the point of referral.




All sections of this template should be discussed at the multi-agency meeting.









This template can also be used as an update template for subsequent multi-agency meetings. In this instance any changes in circumstances or presentation can be recorded and a new action plan developed.









This is not a C(E)TR notes template.









					Multi-Agency Meeting









					Date and time of meeting




					









					Chair




					









					Notes taken by




					









					 Attendees









					Name




					  Role









					




					









					




					 









					




					









					




					









					




					 









					




					









					




					









					




					









					




					









					




					









					




					









					




					









					




					









					




					









					




					









					




					









					Update on Current Situation (since referral or last MAM)









					Please provide details of the individuals well-being since the referral took place. Please include any key events of changes in presentation.









Free text














					Physical Health









					Are there any physical health needs contributing to the increased risk? (If yes please provide details)









Free text














					Appropriate Care and Support









					Is individual receiving appropriate care, education and treatment? Are they involved in decisions regarding their package of care and medication? 









Free text














					Parent, Family and Carer involvement









					Please include details of relevant parent, family and carer involvement. Please include the views of the parent, family and carer (if involved in care and support).









Free text














					Aspirations of the Individual









					What is the individual expecting and hoping for as an outcome of this process? What are the longer term hopes and goals of the individual?














Free text



















					Rights and Legal Frameworks









					Please provide details of any legal framework currently in place. Are the rights of the individual being respected?














Free text



















					Education (if applicable)









					Attendance? Is an EHCP Plan in place?  If “yes” when was this last reviewed? What are the plans for future education?









Free text



















					Impact of Covid-19









					




Free text



















					Safe









					Is the individual ‘safe’ in their current environment and with this level of care? Are all risks being managed and care and support meeting the needs of the individual?









Free text



















					Least Restrictive Environment









					What is the least restrictive environment where the individual can receive the care and support that they require? Is a hospital admission required or can the individual be supported in the community with additional support?









Free text



















					In-Patient Treatment Recommendations (If applicable)









					Please include the treatment goals of any recommended admission














Free text



















					Action Plan









					Task




					Responsibility




					Timeline




					Outcome









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					Aspirations of the Individual









					Can the aspirations of the individual/family/carer be met by this action plan?




If not, please provide a short rationale as to why this is not possible.





























					Next Steps









					Is a follow-up MAM required?




					Yes/No









					Agreed date of next MAM?




					









					Can the individual be removed from the Dynamic Support Register?




					Yes/No









					Is escalation to the ROAR required?




					Yes/No









					Is a C(E)TR required?




					Yes/No









					Questions for the Next MAM









					Have the actions from the first MAM been completed?









					Have the actions from the first MAM been successful in addressing the concerns identified?









					Have the aspirations of the individual and family been achieved?









					What additional support can be put in place to further support the individual, family/carer?









					What needs to remain or be put in place to ensure this deterioration in health and well-being/increase in risk does not happen again?
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Referral Process

LLR LDA Dynamic Support Pathway —Referral Pathway
Aclear and consistent approach to the prevention of cisis acros all agencies within the LLR system

Deterioration in well-being of individual identified
(any reason — heaith or social care, family Gynamics, carer breskdown, placement
breskoun, increased anxiety, sggression, proparty dama e, self-harm?

i

Need for acaitional supportis identified by any
indivicual in contact with person

|(hesith, social care, placement provider, family,
|ecucstion)

Professions| who identifies deteriaration of the individual (CYP ar adull) completss DSP
[Referral Form (uhich can be found in the DSP foldr on the Leicestershire Partnership Trust|
Internet ste)

057 Referralform will serve 3 cus! purpose and sizo
[be the MAM Request Form.

i

T referral form (password protected) to be sent o the sppropriate DSP Generic
‘o-mail adaress (adult or CYP)
“The referral will gansrate autom sic a ition of this indivicusl o the Dynamic Support
Register

The DSP Proect Support Office wil be responsible for
| managing the Dynamic Support Regiter. There wil be|
imited accassto this catabase to preserve
confizentiaity.

i

The completad referral form will then transfer to the 3 pprapriste project support officer
‘Who wil then lisise with the referrer and arrangs the Multi-Agency Meeting.

[D5P Referral Form wil idenciy other professionat/
[placement provicers/family who neec to be invited to
[tne MAM.

Level of risk 2ng urgency i igentifies.

1]

Referrer and Project Support Officer il agree whois able to chair the mesting and who
willbe able to complete the notes template

Mesting date will beinline with the level of urgency
[requested by the intil referrer to the DSP.

1

The project support afficer will send invitations to the named requested nvitzes.
(password protected)

[The DSP referral form/MAM request form is attached
o the invitation to ensure 3l attendees are aware of
[the reason for the referra, rationsle for the meeting

[and briefhistory of the individual.
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Individuals 
not known 
to services 





 





Individuals 
already 





known to 
services 





 





Risk of Admission Register (ROAR) Flowchart 





9 August 2019 





Community C(E)TR: 
Agree additional 
interventions, 
support to remain 
safely in the 
community. 





After 2 weeks, person is 
safely supported in the 
community, no longer at risk 
of admission 





ROAR status 
GREEN 





YES 





YES 





Relevant team will review and 
remove when appropriate 





Person is admitted and 
removed from ROAR  





Person is discharged: 
ROAR status  





AMBER  





YES 





YES 





Person is diagnosed 
with a Learning 
Disability and/or ASD, 
including Asperger 
Syndrome 





Do not add to 
ROAR 





NO 





YES 





Person has escalating 
risks and/or unmet 
needs  





Multi-agency meeting 
within 48 hours; assess 
the person’s risks, agree 
any extra support  





YES 





Do not add to ROAR  





YES 





After 2 weeks, person is 
safely supported in the 
community; no longer at 
risk of admission 





Check: recently 
discharged, currently on 





ROAR at AMBER? 





YES 





NO 





YES 





NO 





Consent  obtained  
OR  best interest 
decision made  & 





documented 





ROAR status 
AMBER 





YES 





Hospital admission 
is being actively 
considered  





ROAR status 
changed to 





RED 





YES 





YES 





Urgent C(E)TR or LAEP 
(if no time):  
Agree additional 
interventions, support 
to remain safely in the 
community. 





YES 





NO 





YES 





After 2 weeks, 
person is safely 
supported in the 
community, no 
longer at risk of 
admission 





NO 





YES 





After 2 weeks, person 
is safely supported in 
the community, no 
longer at risk of 
admission 





YES 





YES 





NO 





Person is diagnosed 
with a Learning 
Disability and/or ASD, 
including Asperger 
Syndrome 





No previous 
knowledge of 
escalating risks; 
person at risk of 
hospital admission 
within 24-48 hours 





Consent  obtained  
OR  best interest 
decision made  & 





documented 





NO 





YES YES YES 
ROAR 





status RED 





YES 





Go to 
Multi-Agency 
Meeting stage 





NO 
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Introduction to the Dynamic Support Pathway
November 2021 
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What is the DSP




The Dynamic Support Pathway (DSP) is a pathway developed to provide support for individuals (all age) with a learning disability, autism or both who are deteriorating in their health and well-being whilst living in the community.




The goal is to identify concerns early and to be able to take steps to provide additional support in order to prevent further deterioration and any escalation, which may lead to a crisis.




The DSP is also for patients stepping down into the community from an in-patient unit. The Multi-agency meeting can be used for post discharge follow up to monitor the delivery and suitability of the Discharge Plan.




This is not a replacement pathway for your other referrals to other services e.g. Early Help, Specialist Autism team (SAT), Safeguarding, LD Access etc. Please continue to make these referrals.







































Aims




A more robust early intervention process




System wide community services that use a consistent processes to deliver crisis avoidance and crisis management activities. 




An effective DSP that will reduce the need for C(E)TRs and escalation to the Risk of Admission Register 




Early identification of concerns in health and wellbeing so you have a chance of avoiding further deterioration which will lead to crisis.




Facilitated collaborative joint working 




Bespoke action plans that will meet the individuals needs in the community




All stakeholders equally committed to deliver rapid responses




Processes that are responsive and able to be deployed quickly




The DSP will work alongside the CYP key Worker scheme in ensuring on-going health and well being of children and young people
























Long Term Benefits




LLR will have in place an inclusive, person-centred, proactive and preventative approach that supports the individual’s needs and preferences




When support is required all individuals will have access to the right support at the right time, in the right place and be delivered by the right person




Adults, children and young people with a learning disability, autism or both are able to  thrive in the community in their own homes  in the least restrictive environment possible, develop independence, make their own choices, be able to integrate into society, maintain family and friend relationships, take part in hobbies and activities and lead a life of 'beautiful ordinariness'




Families remain together




Inappropriate admission and re-admission prevention




If admission is required appropriate beds are available close to home and family
























Co-production




“It’s great for parents’ voices to be heard in developing referral forms. Previously we have never been able to see these, but they have affected us. Parents are left to carry the load of the process”




“We are enjoying the conversations we are having across the board. As parents we love coming on board with your projects so parents’ voices come through…”














Referral Criteria - CYP



















Referral Criteria - Adult



















Referral Process



















The Referral Form




Will be available on the Leicestershire Partnership Trust  Internet website




Will be forwarded to a generic CYP DSP mail box 




Will be accessible to health, social care and education teams




Consent is required




Consent form will be available on the same page




Multi-agency notes template will also be available on the same page




Guidance Notes will also be available 














Contents of the  Referral Form




Patient ID information




Demographic information




Commissioner information




Patient/carer information




Current care team




Current location/home/provider




Communication needs




Brief History




Overview of the Current Situation/Current Concerns




Risk Details




Safeguarding Information




Additional support already in place?



















The Multi-Agency Meeting



















The MAM Notes Template




All sections of this template should be discussed at the multi-agency meeting.




Simply here to provide guidance and information as to what will be asked and discussed during the meeting




Addresses the Key Lines of Enquiry




This template can also be used  as an update template for subsequent multi-agency meetings. In this instance any changes in circumstances or presentation can be recorded and a new action plan developed.




Captures the names and contact details of all attendees




Captures the action plan, key tasks, who will complete them and timelines required 




Key questions regarding what happens next
























Key Lines of Enquiry




Update on Current Situation (since referral or last MAM)




Physical Health




Appropriate Care and Support




Parent, Family and Carer involvement




Aspirations of the Individual




Rights and Legal Frameworks




Education (if applicable)




Impact of Covid-19




Safe




Least Restrictive Environment




In-Patient Treatment Recommendations (If applicable)



















Action Plan




					Action Plan										




					Action 					Responsibility					Timeline Required




					 
 
 					 					 




					 
 
 					 					 




					 
 
 					 					 




					 
 
 					 					 




					 
 
 					 					 




					 
 
 					 					 









					Aspirations of the Individual




					Can the aspirations of the individual/family/carer be met by this action plan?
If not, please provide a short rationale as to why this is not possible.
 
 
 
 



















Key Questions




					Next Steps					




					Is a follow-up MAM required?					Yes/No




					Agreed date of next MAM?					 




					Can the individual be removed from the Dynamic Support Register?					Yes/No




					Is escalation to the ROAR required?					Yes/No




					Is a C(E)TR required?					Yes/No




					 					



















Key Questions




					Questions for the Next MAM




					Have the actions from the first MAM been completed?




					Have the actions from the first MAM been successful in addressing the concerns identified?




					Have the aspirations of the individual and family been achieved?




					What additional support can be put in place to further support the individual, family/carer?




					What needs to remain or be put in place to ensure this deterioration in health and well-being/increase in risk does not happen again?
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The Dynamic S upport  Pathway (DSP ) is a  pathway   developed to  provide support for  children and young people   with a learning disability , autism or both   who are  deteriorating in   their  health  and  well - being whilst living in the community. The goal is to  identify concerns   early and to be able to take steps to provide additional support in o rder to prevent further deterioration   and  any escalation, which may lead to a crisis.   This DSP   is for:      Children and  young people  (CYP   <18)   with a learning disability , autism or both        R eferral to the Dynamic Support Register   for   all children and young people living within   Leicester, Leicestershire and Rutland       Referral to the Risk of Admission Register/request for a community CETR  also includes children and young people living out of   Leicester, Leicestershire and Rutland   if  comm unity placement is  fully or partially  health funded     Below is the agreed criteria for  referring  a child/young person   to the Dynamic Support Pathway.    





R ating  Action Required  Guidance notes  regarding  when  to apply  this  rag  rating.   





Red  R equest for an urgent   C E TR.   Referral to the    Risk of  Admission R egister  (ROAR)     The  child/ young   person   continu es to deteriorate in well - being and risk of admission has increased. There is no  improvement following the MAM. Additional support put in place has not been sufficient to meet the needs of the  child or  young person /family/carer/community placement provider.        A second MAM is not required in these circumstances. Access to immediate addit ional support is  required via a C E TR.    





                    Amber  Referral to  the Dynamic   Support  Pathway.     Inclusion o n the  Dynamic Support  Register/R eque st for a  mu lti - agency meeting is  automatic once the  referral  form has been  forwarded.     The action plan  detailing the additional  support required will  be developed at the  first MAM. Agreed  actions will be followed There is a  significant concern for the   health and  well - being of the  child or young person   (any cause) .   Concerns may include:        There is a significant increase in behaviours that challenge .   Support is required   in order to prevent further deterioration  in well - being, wh ich may result in a future increased risk of referral to other services and/or hospital admission.          Deterioration in physical/mental health and wellbeing may include but is not limited to social withdrawal, self - neglect,  anxiety, increased verbal or  physical aggression towards self and/or others, damage to property, self - harm, suicidal  thoughts, escalating anxiety, increased ritualistic behaviours or internal expe riences such as hearing  voices  which are  having a significant impact on well - being.        The   family/carer is finding the situation difficult to manage. Carer strain may be becoming a concern.        There is a  new  safeguarding issue   for   the child/young person, their carer or  other family member . There is more than  one vulnerable person in the household   requiring additional support.         The carer  has  a  significant underlying  physical or mental  health condition that is affecting their abilit y to continue to  provide the level of care and support required.  
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The Dynamic S upport  Pathway (DSP ) is a  pathway   developed to  provide support for individuals   with a learning disability , autism or both   who are  deteriorating in   their  health and  well - being  whilst living in the community. The goal is to  identify concerns   early and to be able to take steps to provide additional support in order to prevent further d eterioration   and any escalation,  which may lead to a crisis.   This DSP   is for:      Adults   with a learning disability , autism or both        Residents   of Leicester, Leicestershire and Rutland .        Individuals   fully or partially health funded in out of area placement   can still be referred to the ROAR for a request for a CTR     Below is the agreed criteria for  referring an individual to the Dynamic Support Pathway.  





Rating Action Required  Guidance notes  regarding  when  to apply  this  rag  rating.   





Red R equest for an urgent  CTR.   Placement on Risk of  admission register  (ROAR)     The i ndividual continu es to deteriorate in well - being and risk of admission has increased. There is no  improvement  following the MAM. Additional support put in place has not been sufficient to meet the ne eds of the  individual/family/carer/community placement provider.        A second MAM is not required in these circumstances. Access to immediate additional support is  required via a CTR.        An individual may be referred directly to the ROAR if admission avoidance  is urgent and a CTR is being requested.    





          Amber Referral to  the Dynamic   Support  Pathway.     Inclusion on the  Dynamic Support  Register/Request for a  multi - agency meeting is  automatic once the  referral has been  completed.     The action plan  detailing the additional  support required will  be developed at the  first MAM. Agreed  actions will be followed There is a  significant concern for the health and well - being of the individual (any cause ). Concerns may include:        There is a significant increase in behaviours that challenge. Support is required in order to prevent further  deterioration in well - being, which may res ult in a future increased risk of referral to other services and/or  hospital admission.         Deterioration in physical/mental health and wellbeing may include but is not limited to social withdrawal, self - neglect, anxiety, increased verbal or physical  aggression towards self and/or others, damage to property, self - harm, suicidal thoughts, escalating anxiety, increased ritualistic behaviours or internal experiences such as  hearing  voices which are having a significant impact on well - being.        The family/c arer /placement provider   is finding the situation difficult to manage. Carer strain may be becoming a  concern.        There is a new safeguarding issue for the  individual , their carer or other family member. There is more than one  vulnerable person in the househo ld requiring additional support.         The carer has a significant underlying physical or mental health condition that is affecting their ability to  continue to provide the level of care and support required.  
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LLR LDA Dynamic Support Pathway –�Referral Pathway





A





 clear and consistent approach to the prevention of crisis across all agencies within the LLR system 





Deterioration in well-being of individual identified





(any reason –�health or social care, family dynamics, carer breakdown, placement 





breakdown, increased anxiety, aggression, property damage, self-harm?





Need for additional support is identified by any 





individual in contact with person





(health, social care, placement provider, family, 





education)





Professional who identifies deterioration of the individual (CYP or adult)  completes DSP 





Referral Form (which can be found in the DSP folder on the Leicestershire Partnership Trust 





Internet site)





The referral form (password protected) to be sent to the appropriate DSP Generic 





e-mail address (adult or CYP) 





The referral will generate automatic addition of this individual to the Dynamic Support 





Register





DSP Referral Form will identify other professionals/





placement providers/family who need to be invited to 





the MAM.





 Level of risk and urgency is identified.





DSP Referral form will serve a dual purpose and also 





be the MAM Request Form.





The completed referral form will then transfer to the appropriate project support officer 





who will then liaise with the referrer and arrange the Multi-Agency Meeting  





The DSP referral form/MAM request form is attached 





to the invitation to ensure all attendees are aware of 





the reason for the referral, rationale for the meeting 





and brief history of the individual.





Meeting date will be in line with the level of urgency 





requested by the initial referrer to the DSP





The project support officer will send invitations to the named requested invitees 





(password protected)





Referrer and Project Support Officer will agree who is able to chair the meeting and who 





will be able to complete the notes template





The DSP Project Support Office will be responsible for 





managing the Dynamic Support Register. There will be 





limited access to this database to preserve 





confidentiality.
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LLR LDA Dynamic Support Pathway –�The Multi-Agency Meeting





A clear and consistent approach to the prevention of crisis across all agencies within the LLR system 





The notes taker will  capture the agreed actions of the meeting onto the MAM Notes 





Template (also available on the DSP web page))





MAM  –�full and open evaluation of need. 





Clear action plan is developed to provide the additional support required to meet the 





increasing needs of the individual





Follow-up MAM arranged to monitor impact 





of actions and improvement .





Escalation to the ROAR is required. 





Complete on-line referral form.





Urgent CTR arranged





Additional support remains in 





place for as long as required. 





MAM identifies further 





deterioration and significant 





increase in risk of admission/re-





admission/offending/re-offending 





since the referral was made.





MAM agree risk is such that an 





immediate referral to the ROAR is 





required and a CTR should be 





requested.





Individual removed from DSR





Follow -up MAM 





Action plan has been delivered.





Patient well-being has improved. Risk has 





reduced





Yes No





At this point the individual moves from an amber 





rating to a red rating and the referral is automatically 





escalated to the risk of admission register (ROAR) and 





the original referral form and subsequent notes are 





transferred to the CCG CTR management team





Once the individuals wellbeing has been restored the 





individual will be removed from the dynamic support 





register by the project support officer. Referral and 





MAM notes will remain in a confidential file





Notes sent to DSP Project Support Officer who will 





circulate (password protected document)





Further MAMs continue until 





group agree they are no 





longer required.





Patient well being restored





The chair of the meeting will ensure that all the key 





lines of enquiry are discussed in the meeting





Chair and notes taker will be agreed prior to the 





meeting





The chair of the meeting will ensure all actions are 





allocated to a named individual and a clear timeline 





for completion agreed
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LLR Learning Disability and Autism 









Dynamic Support Pathway Referral Form 









The Dynamic Support Pathway (DSP) is a pathway developed to provide support for individuals (all age) who are deteriorating in their health and well-being whilst living in the community. 









This DSP is for:




· Adults and children and young people with a confirmed diagnosis of a learning disability, autism or both 




· Residents of Leicester, Leicestershire and Rutland









The completion and submission of this referral form will automatically add the individual to the Dynamic Support Register and request the arrangement of a multi-agency meeting/C(E)TR.









It is important to include as much information as possible as this referral form will be circulated to all the professionals involved in the individuals care who need to be invited to attend the multi-agency meeting.




This will provide the invited attendees with the information they require to understand the reason for the meeting, the urgency of the meeting and their required contribution.









This referral information will be shared with Health, Education and Social Care system partners and services who are involved in the current care and support of the individual.









Please complete the consent form which is available on this website.









The Dynamic Support Pathway and the Multi-Agency Meetings are not designed to replace existing processes e.g. Child in Need, Safeguarding and C(E)TR processes.









It is an early intervention process designed to highlight an emerging concern to all the agencies potentially involved in the care and support of the individual. The MAMs primary function is to bring all agencies together, to agree a joint action plan to prevent further deterioration in health and well-being and to ensure effective co-ordination of these actions.














Once complete, please password protect the referral form.  The password will need to be emailed in a separate email to the referral form.









Please email completed referral forms and passwords to the following:









For children’s referrals:     	lpt.childrens-lda-dsp@nhs.net




	




For adults referrals:		lpt.adult-lda-dsp@nhs.net 
























					Referrer Information









					Name 









					




					Date of Referral




					









					Role 




					









					Team




					









					E-mail address




					









					Tel. No




					









					Consent









					Does the person have capacity to consent (under the MCA 2005) to be added to the Dynamic Support Pathway?









					









					If no – has consent been received from parent/carer/person with legal responsibility/lasting power of attorney









					









					Has consent been given?









					









					Is this consent documented on the DSP Consent Form?









					









					Is a best interest decision required?









					









					If required, has the best interest meeting been completed and outcome recorded?









					









					Details of Individual being referred









					Name 




					









					Date of Birth




					









					Adult/Child or Young Person (CYP)




					









					NHS Number




					









					Registered GP Practice




					









					Address and post code of GP Practice




					









					Gender




					









					Current residence




					









					Current residence type




					









					Current care provider (if applicable)




					









					Contact details for current care provider




					









					School/college attending




					









					Contact details for school/college




					









					Looked After Child status (LAC)




					









					Commisioner Responsibility









					Responsible CCG




					









					Responsible Local Authority




					









					Who is currently responsible for the current placement funding (if applicable)




					









					Parent/Carer Information









					Name




					









					Address




					









					Contact details




					









					Current Care Team









					Advocate




					









					Named Healthcare Worker 




					









					Responsible Clinician




					









					Social Worker




					









					Communication









					Method of communication




					









					First language spoken




					









					Support required




					









					Diagnosis









					Does the individual have a confirmed diagnosis of a Learning Disability, Autism or both?









					Please provide evidence of confirmation e.g. assessments/evaluations completed









					Does the individual have a confirmed diagnosis of a Learning Difficulty?




e.g. Dyslexia, Dyspraxia, ADHD









					









					Please provide a brief history (last 12 months)









					Please include information regarding previous in-patient admissions (physical or psychiatric), previous placements, forensic history (if applicable).




Has the individual previously been “Sectioned”? If “Yes” please provide details of the location of where individual was detained and what Section was applied (e.g. S3/S37/49):


































					Date of last Care (Education) & Treatment Review/LAEP Meeting (if applicable).









					



















					Overview of the current situation:









					Please outline the concerns that have prompted this referral and the dates of key events. Why are professionals/family/carers concerned about the current situation? What care and support, education (EHCP), occupation and treatment does the person currently receive?






















































					Risk (Yes/No)









					Significant life events and/or change such as bereavement or abuse




					









					Unstable/untreated mental illness




					









					Poor concordance with medication




					









					Presenting significant behavioural challenges




					









					Presenting significant risk of physical harm to others




					









					Self-injurious behaviours




					









					Being supported in an unstable environment or by a changing staff team




					









					Having no fixed address




					









					Being in contact with the Criminal Justice System




					









					Having no family carers/advocates




					









					Having drug and alcohol addiction problems




					









					Having recently been discharged from a mental health hospital bed




					









					Having no effectively planned transition from Child to Adult learning disability services




					









					Recently diagnosed with or not coping with a physical health condition




					









					Presenting 'in crisis' at Accident & Emergency Departments




					









					Other




					









					Safeguarding









					Please provide information about any safeguarding referrals or concerns







































					Additional Support









					What additional support has already been put in place following identification of deterioration in health and well being


































					Meeting Attendees 









					Please list the names and contact details of the individuals who you believe need to be invited to the meeting









					Name




					Role




					Contact Details









					




					




					









					




					




					









					




					




					









					




					




					









					




					




					









					




					




					









					




					




					









					




					




					









					




					




					









					




					




					









					




					




					





























					Other Information









					Please include any other information that you think is important that has not been included elsewhere on the referral form.
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[bookmark: _Toc88139592]Dynamic Support Pathway (DSP) and Care Education and Treatment Review (CETR)



The transforming care programme is inclusive of all ages, of children and young people, and with LD and/or Autism Spectrum Disorder (ASD).



The Dynamic Support Pathway (DSP) is a system wide pathway developed to provide support for individuals (all age) with a learning disability, autism or both who are deteriorating in their health and well-being whilst living in the community. The goal is to identify concerns early and to be able to take steps to provide additional support in order to prevent further deterioration and any escalation, which may lead to a crisis. The DSP is also for patients stepping down into the community from an in-patient unit. An effective DSP can reduce the need for C(E)TRs and escalation to the Risk of Admission Register.



Information and documentation regarding the DSP can be found on the public website page, please follow the link and can also be found below



 https://www.leicspart.nhs.uk/services/dynamic-support-pathway/
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All referral forms and consent forms must be password protected, with passwords emailed in a separate email to the forms.  Completed forms and passwords need to be emailed to the following email address:



lpt.childrens-lda-dsp@nhs.net



When a professional is concerned that a person with a learning disability and or autism is a risk of admission there is a formal process to follow.



A Multi Agency Meeting (MAM) needs to be held with all agencies involved in their care, including families and carers, to focus on:



· what is not working so well



· what is working well



· what are the risks



· how can we mitigate the risks in the least restrictive option?



If the mitigations are unsuccessful and/ or the residual risk remains high the clinician must refer to the Risk Of Admission Register (ROAR) by completing the form below, 



https://llrldadmissionavoidancetool.leicestershire.nhs.uk/



The CCG will then get in touch to discuss the persons journey and arrange an Admission Avoidance CETR meeting or LEAP (Local Emergency Area Protocol- if risk of admission is immediate)  Following the CETR, if the decision is made to admit then the Lead professional must complete the Form 1.  A follow-up CETR meeting will be arranged by the inpatient unit.



https://www.england.nhs.uk/wp-content/uploads/2017/03/children-young-people-cetr-code-toolkit.pdf
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1. Introduction




In May 2021 Leicester, Leicestershire and Rutland Learning Disability and Autism programme submitted to NHS England/Improvement their first draft of a 3 year road map to design and implement a programme of projects to improve the quality of life and on addressing health, education and social care inequalities for people living with a learning disability and/or autism.  




As a system, community mapping exercises to understand the local unmet need, gaps in care and local health inequalities were completed. The plan sets out how LLR will ensure all local services work in partnership to make reasonable adjustments for people with learning disabilities, autism or both to achieve the best quality of care, support and treatment at the right time.




Currently there are twenty-eight initiatives in progress within year 1 of this programme.




The design, development and implementation of this dynamic support pathway is one of these twenty-eight initiatives.









2.  What is the Dynamic Support Pathway









The Dynamic Support Pathway (DSP) is a pathway developed to provide support for individuals (all age) with a learning disability, autism or both who are deteriorating in their health and well-being whilst living in the community.









The goal is to identify concerns early and to be able to take steps to provide additional support in order to prevent further deterioration and any escalation, which may lead to a crisis.









The DSP is also for patients stepping down into the community from an in-patient unit. The multi-agency meeting can be used for post discharge follow up to monitor the delivery and suitability of the discharge plan.









This is not a replacement pathway for your other referrals to other services e.g. Early Help, Specialist Autism Team (SAT), Safeguarding, LD Access etc. Please continue to make these referrals.









The DSP will work alongside the Childrens and Young People (CYP) Key Worker scheme in ensuring the on-going health and well-being of children and young people.









3. Aims of the Dynamic Support Pathway









· To provide a more robust early intervention process









· To develop consistent processes to deliver crisis avoidance and crisis management activities across the whole of the LLR system 









· To implement an effective DSP that will reduce the need for C(E)TRs and escalation to the Risk of Admission Register 









· To promote the early identification of concerns in health and wellbeing so you have a chance of avoiding further deterioration which will lead to crisis









· To facilitate enhanced collaborative joint working between services









· To promote the development of bespoke action plans that will meet the person/child or young person’s needs in the community









· To develop an approach where all stakeholders are equally committed to delivering a rapid response









4. Long Term Benefits of the Dynamic Support Pathway









· LLR will have in place an inclusive, person-centred, proactive and preventative approach that supports the individual’s needs and preferences.









· When support is required all individuals will have access to the right support at the right time, in the right place and be delivered by the right person.









· Adults, children and young people with a learning disability, autism or both are able to thrive in the community in their own homes in the least restrictive environment possible, develop independence, make their own choices, be able to integrate into society, maintain family and friend relationships, take part in hobbies and activities and lead a life of 'beautiful ordinariness'.









· Families remain together.









· Inappropriate admission and re-admission prevention.









· If admission is required appropriate beds are available close to home and family









5. Every Voice Counts




Workshops have been held regularly over the last nine months to design and develop all aspects of the dynamic support pathway.  The task and finish group reached out to all system services and very many of these sent representatives to the workshops in order to share any concerns in the current system and ideas for improvement.




Many representatives from the local parent carer forums attended and provided input into the pathway processes referral criteria and documentation.









6. The Dynamic Support Register




The dynamic support register is a simple spreadsheet which holds confidential information about the referral and the outcomes of the referral. Once an individual is placed onto the register they will be given a unique and anonymous identifier which can be used on future documentation.




This database of information will be stored in a confidential clinical folder hosted by Leicestershire Partnership Trust and this folder will have very limited access. 




This data will be invaluable for tasks such as identifying the sources of demand for this pathway and for understanding reasons for referral.









7. Consent




A person’s consent must be given to allow their data to be saved onto the dynamic support register and to be placed on the dynamic support pathway.  The consent form, guidance notes and an easy read version are all available on the DSP web page which is hosted by Leicestershire Partnership Trust.  This web page is accessible to all.




Web address as follows:




 https://www.leicspart.nhs.uk/services/dynamic-support-pathway/









8. Confidentiality




All documentation and data pertaining to the dynamic support pathway is stored in confidential clinical folders with limited access to these folders.




The generic e-mail addresses and folders are also secure and have limited access.




All documentation and data is stored according to regulations within the Data Protection Act (2018) and general Data Protection Regulations (GDPR).




All individuals accessing this data will follow the ‘data protection principles’ outlined within this guidance.




All documents forwarded to the DSP generic e-mail addresses should always be password protected and the passwords forwarded in a separate e-mail.




Please do not include any person identifiable information on the subject line or in the main body of the e-mail.




9. Referral Criteria




The dynamic support pathway is for adults and children and young people with a confirmed diagnosis of a learning disability or both. 




This diagnosis must be confirmed and evidence of this confirmation should be included within the referral form. 




Unfortunately at this time the pathway will not be able to accept referrals for individuals without this diagnosis.




The person being referred should also be living within Leicestershire and have either a GP surgery that falls within the responsibility of a Leicestershire CCG or a home address that falls within the responsibility of a Leicestershire local authority i.e.




Leicester City Council




Leicestershire County Council




West Leicestershire & Rutland County Council




Leicester City CCG




Leicestershire County CCG




West Leicestershire and Rutland CCG




The referral criteria for adults and the referral criteria for children and young people can be found at appendix 1 and 2.




The concerns described within these criteria are only examples of circumstances where you may wish to refer to the pathway and these should not be regarded as inclusion criteria.  Other circumstances may also require a referral to be considered.









10. The Referral Process




The dynamic support pathway referral form is also located on the Leicestershire Partnership Trust website. 




https://www.leicspart.nhs.uk/services/dynamic-support-pathway/




This web page is found within the Leicestershire Partnership Trust NHS Trust internet website and is accessible to all. 









A simple process map outlining the referral steps is available at appendix 3.




Once the referral form and consent form have been completed please forward to the appropriate generic e-mail address below.









For Adults  				Email:  lpt.adult-lda-dsp@nhs.net









 For Children and Young People	Email: lpt.childrens-lda-dsp@nhs.net









All documents forwarded to the DSP generic e-mail addresses should always be password protected and the passwords forwarded in a separate e-mail.




Please do not include any person identifiable information on the subject line of the e-mail or in the main body of the e-mail.




It is important to indicate the level of urgency of this referral on the referral form. Once received the DSP project support officer will make contact with the referrer and agree next steps. The urgency of the multi-agency meeting will then need to be confirmed and the multi-agency meeting date agreed accordingly.




The referrer and the project support officer will agree who is best to chair this meeting and who will be able to complete the notes template.




Following this discussion the DSP project support officer will send out an invitation to attend the meeting to the people identified by the referrer as the people who it would be beneficial to have at the meeting. The referral form will be attached to the invitation and again will be a password protected document.




It is hoped that by attaching this referral form all invited people will have an understanding of why this meeting is being requested and why they are being invited to attend. The information will also allow the invitees to be more prepared to attend the meeting and to have the ability to share any relevant information.




11. The Referral Form




The referral form is a standard referral form and requests the following information.




· Patient ID information




· Demographic information




· Commissioner information




· Patient/carer information




· Current care team




· Current location/home/provider




· Communication needs




· Brief History




· Overview of the Current Situation/Current Concerns




· Risk Details




· Safeguarding Information




· Additional support that may already have been put in place.




It is important to capture on the referral form the details of the reasons for the referral i.e. what is happening that is causing concern and what impact on health and well-being this is creating. Please include as much information regarding potential future risks to ongoing health and well-being.




Referrals will be accepted from all professionals across health, social care and education within the Leicester, Leicestershire and Rutland geographical area.














12. The Multi-Agency Meeting




The multi-agency meeting will bring together the key people involved in the care of the person being referred.




If there are currently very few people involved in care and this is one of the reasons for the referral then the DSP project support officer will support in identifying the teams who may be able to support and representative from these teams will be invited.




Advice may be given at this stage regarding referrals to other teams which could be beneficial. The DSP is not a replacement pathway for referrals to other services e.g. Early Help, Specialist Autism team (SAT), Safeguarding, LD Access etc.  Please continue to make these referrals.




Representatives from other teams may be more able to attend the multi-agency meeting if a referral to the team has already been made.




If there is not an open referral then attendance may be more difficult for the team involved.




If it has not been possible to identify and agree other appropriate teams to be invited then this will be an action for the first multi-agency meeting group and these individuals/team representatives can be invited to subsequent meetings.









A flow map for the multi-agency meeting process is available at appendix 4.




This process is flexible. The number of multi-agency meetings needed is agreed within the group. The process can continue until the group are confident that the deterioration in well-being has been halted and any associated risks have decreased. At this stage the process can be stood down and the person will be removed from the dynamic support register.




If at any time during this process risks increase, a referral to the risk of admission register (ROAR) can be made and a formal independently chaired care (education) and treatment review requested. The referral to the ROAR process has not changed and this pathway remains in place.














13. The MAM Notes Template




It is hoped that the template designed and developed by the DSP workshop group will be adopted across the LLR system and becomes a very familiar document to all.




It has been designed to prompt the key lines of enquiry and provide guidance regarding what needs to be discussed and agreed at the meeting. Other relevant aspects of care can be added if not already on the template.




· All sections of this template should be discussed at the multi-agency meeting. Some sections may not be relevant and may not be completed. Please indicate with not applicable (N/A).




· The template is here to provide guidance and information as to what will be asked and discussed during the meeting




· The template addresses the Key Lines of Enquiry




· Captures the names and contact details of all attendees




· Captures the action plan, key tasks, who will complete them and timelines required 




· Key questions regarding what happens next




This template can also be used as an update template for subsequent multi-agency meetings. In this instance any changes in circumstances or presentation can be recorded as an update with a new date indicated and the original action plan further developed.




Outcomes from the tasks identified at prior meetings can be captured on the same action plan. One on-going action plan will able to show continuity of actions and outcomes throughout several multi-agency meetings.




Key questions are also to be found at the end of the template. These are to prompt decisions about the next steps required.




These include:




1. Is a follow up MAM required?




2. If yes, agree the date as it will be very difficult to find a time to suit by e-mail post the meeting




3. If a follow up MAM is not required can the person now be removed from the dynamic support register?




4. Is escalation to the ROAR required?




5. Is a C(E)TR required?




Appendix 1.




DSP Referral Criteria for Children and Young People
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Appendix 2. DSP Criteria for Adults
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The Dynamic S upport  Pathway (DSP ) is a  pathway   developed to  provide support for  children and young people   with a learning disability , autism or both   who are  deteriorating in   their  health  and  well - being whilst living in the community. The goal is to  identify concerns   early and to be able to take steps to provide additional support in o rder to prevent further deterioration   and  any escalation, which may lead to a crisis.   This DSP   is for:      Children and  young people  (CYP   <18)   with a learning disability , autism or both        R eferral to the Dynamic Support Register   for   all children and young people living within   Leicester, Leicestershire and Rutland       Referral to the Risk of Admission Register/request for a community CETR  also includes children and young people living out of   Leicester, Leicestershire and Rutland   if  comm unity placement is  fully or partially  health funded     Below is the agreed criteria for  referring  a child/young person   to the Dynamic Support Pathway.    





R ating  Action Required  Guidance notes  regarding  when  to apply  this  rag  rating.   





Red  R equest for an urgent   C E TR.   Referral to the    Risk of  Admission R egister  (ROAR)     The  child/ young   person   continu es to deteriorate in well - being and risk of admission has increased. There is no  improvement following the MAM. Additional support put in place has not been sufficient to meet the needs of the  child or  young person /family/carer/community placement provider.        A second MAM is not required in these circumstances. Access to immediate addit ional support is  required via a C E TR.    





                    Amber  Referral to  the Dynamic   Support  Pathway.     Inclusion o n the  Dynamic Support  Register/R eque st for a  mu lti - agency meeting is  automatic once the  referral  form has been  forwarded.     The action plan  detailing the additional  support required will  be developed at the  first MAM. Agreed  actions will be followed There is a  significant concern for the   health and  well - being of the  child or young person   (any cause) .   Concerns may include:        There is a significant increase in behaviours that challenge .   Support is required   in order to prevent further deterioration  in well - being, wh ich may result in a future increased risk of referral to other services and/or hospital admission.          Deterioration in physical/mental health and wellbeing may include but is not limited to social withdrawal, self - neglect,  anxiety, increased verbal or  physical aggression towards self and/or others, damage to property, self - harm, suicidal  thoughts, escalating anxiety, increased ritualistic behaviours or internal expe riences such as hearing  voices  which are  having a significant impact on well - being.        The   family/carer is finding the situation difficult to manage. Carer strain may be becoming a concern.        There is a  new  safeguarding issue   for   the child/young person, their carer or  other family member . There is more than  one vulnerable person in the household   requiring additional support.         The carer  has  a  significant underlying  physical or mental  health condition that is affecting their abilit y to continue to  provide the level of care and support required.  
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The Dynamic S upport  Pathway (DSP ) is a  pathway   developed to  provide support for individuals   with a learning disability , autism or both   who are  deteriorating in   their  health and  well - being  whilst living in the community. The goal is to  identify concerns   early and to be able to take steps to provide additional support in order to prevent further d eterioration   and any escalation,  which may lead to a crisis.   This DSP   is for:      Adults   with a learning disability , autism or both        Residents   of Leicester, Leicestershire and Rutland .        Individuals   fully or partially health funded in out of area placement   can still be referred to the ROAR for a request for a CTR     Below is the agreed criteria for  referring an individual to the Dynamic Support Pathway.  





Rating Action Required  Guidance notes  regarding  when  to apply  this  rag  rating.   





Red R equest for an urgent  CTR.   Placement on Risk of  admission register  (ROAR)     The i ndividual continu es to deteriorate in well - being and risk of admission has increased. There is no  improvement  following the MAM. Additional support put in place has not been sufficient to meet the ne eds of the  individual/family/carer/community placement provider.        A second MAM is not required in these circumstances. Access to immediate additional support is  required via a CTR.        An individual may be referred directly to the ROAR if admission avoidance  is urgent and a CTR is being requested.    





          Amber Referral to  the Dynamic   Support  Pathway.     Inclusion on the  Dynamic Support  Register/Request for a  multi - agency meeting is  automatic once the  referral has been  completed.     The action plan  detailing the additional  support required will  be developed at the  first MAM. Agreed  actions will be followed There is a  significant concern for the health and well - being of the individual (any cause ). Concerns may include:        There is a significant increase in behaviours that challenge. Support is required in order to prevent further  deterioration in well - being, which may res ult in a future increased risk of referral to other services and/or  hospital admission.         Deterioration in physical/mental health and wellbeing may include but is not limited to social withdrawal, self - neglect, anxiety, increased verbal or physical  aggression towards self and/or others, damage to property, self - harm, suicidal thoughts, escalating anxiety, increased ritualistic behaviours or internal experiences such as  hearing  voices which are having a significant impact on well - being.        The family/c arer /placement provider   is finding the situation difficult to manage. Carer strain may be becoming a  concern.        There is a new safeguarding issue for the  individual , their carer or other family member. There is more than one  vulnerable person in the househo ld requiring additional support.         The carer has a significant underlying physical or mental health condition that is affecting their ability to  continue to provide the level of care and support required.  
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LLR LDA Dynamic Support Pathway –�Referral Pathway





A





 clear and consistent approach to the prevention of crisis across all agencies within the LLR system 





Deterioration in well-being of individual identified





(any reason –�health or social care, family dynamics, carer breakdown, placement 





breakdown, increased anxiety, aggression, property damage, self-harm?





Need for additional support is identified by any 





individual in contact with person





(health, social care, placement provider, family, 





education)





Professional who identifies deterioration of the individual (CYP or adult)  completes DSP 





Referral Form (which can be found in the DSP folder on the Leicestershire Partnership Trust 





Internet site)





The referral form (password protected) to be sent to the appropriate DSP Generic 





e-mail address (adult or CYP) 





The referral will generate automatic addition of this individual to the Dynamic Support 





Register





DSP Referral Form will identify other professionals/





placement providers/family who need to be invited to 





the MAM.





 Level of risk and urgency is identified.





DSP Referral form will serve a dual purpose and also 





be the MAM Request Form.





The completed referral form will then transfer to the appropriate project support officer 





who will then liaise with the referrer and arrange the Multi-Agency Meeting  





The DSP referral form/MAM request form is attached 





to the invitation to ensure all attendees are aware of 





the reason for the referral, rationale for the meeting 





and brief history of the individual.





Meeting date will be in line with the level of urgency 





requested by the initial referrer to the DSP





The project support officer will send invitations to the named requested invitees 





(password protected)





Referrer and Project Support Officer will agree who is able to chair the meeting and who 





will be able to complete the notes template





The DSP Project Support Office will be responsible for 





managing the Dynamic Support Register. There will be 





limited access to this database to preserve 





confidentiality.
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LLR LDA Dynamic Support Pathway –�The Multi-Agency Meeting





A clear and consistent approach to the prevention of crisis across all agencies within the LLR system 





The notes taker will  capture the agreed actions of the meeting onto the MAM Notes 





Template (also available on the DSP web page)





MAM  –�full and open evaluation of need. 





Clear action plan is developed to provide the additional support required to meet the 





increasing needs of the individual





Follow-up MAM arranged to monitor impact 





of actions and improvement .





Escalation to the ROAR is required. 





Complete on-line referral form.





Urgent CTR arranged





Additional support remains in 





place for as long as required. 





MAM identifies further 





deterioration and significant 





increase in risk of admission/re-





admission/offending/re-offending 





since the referral was made.





MAM agree risk is such that an 





immediate referral to the ROAR is 





required and a CTR should be 





requested.





Individual removed from DSR





Follow -up MAM 





Action plan has been delivered.





Patient well-being has improved. Risk has 





reduced





Yes No





At this point the individual moves from an amber 





rating to a red rating and the referral is automatically 





escalated to the risk of admission register (ROAR) and 





the original referral form and subsequent notes are 





transferred to the CCG CTR management team





Once the individuals wellbeing has been restored the 





individual will be removed from the dynamic support 





register by the project support officer. Referral and 





MAM notes will remain in a confidential file





Notes sent to DSP Project Support Officer who will 





circulate (password protected document)





Further MAMs continue until 





group agree they are no 





longer required.





Patient well being restored





The chair of the meeting will ensure that all the key 





lines of enquiry are discussed in the meeting





Chair and notes taker will be agreed prior to the 





meeting





The chair of the meeting will ensure all actions are 





allocated to a named individual and a clear timeline 





for completion agreed
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Consent Form for Dynamic Support Pathway Easy Read Format
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					This is a Consent form for the Dynamic Support Pathway.



















A consent form is for you to say something is OK.
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The Dynamic Support Pathway is to make sure you get the right care when you need it.
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The NHS will keep your details on a list.   









The list for the Dynamic Support Pathway is called the Dynamic Support Register.
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There is a leaflet that goes with this form.









The leaflet is called ‘Information about joining the Dynamic Support Pathway’.
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It is important that you and your carer read the leaflet.









					    









       




					




If you are happy to be on the Dynamic Support Pathway you will need to sign this form.
























I am happy to be on the Dynamic Support Pathway




Date:……………………………………………………………………………………………




Full Name:…………………………………………………………………………………..









Signature:.………………………………………………………………………………….









Date of Birth:……………………………………………………………………………..









NHS Number:……………………………………………………………………………..









Address:……………………………………………………………………………………..




……………………………………………………………………………………………………














Details of professional consenting person:









Print Name:…………………………………………………………………………………









Signature:……………………………………………………………………………………









Designation:………………………………………………………………………………..




Date/Time:………………………………………………………………………………….
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Dynamic Support Pathway 
(DSP) 





 
Consent Form Guidance 





 
The Dynamic Support Pathway is only for people who have been diagnosed with a 
learning disability, or Autism, or both. 





This leaflet explains what the Dynamic Support Pathway consent form is and why it is 
important. 





The person may be at risk because of a mental health problem, or behaviour that 
challenges. The consent form is to ensure people have a say in decisions about them going 
into hospital. 





What is the Dynamic Support Pathway? 





The Dynamic Support Pathway holds information about the person and the reasons why 
they might need additional support to remain safe in the community and avoid an 
admission to hospital.  The information helps services to work more closely together to 
manage a person's support effectively.    





When someone is placed on the Dynamic Support Pathway a Multi-Agency Meeting will 
be held to put in place any necessary support to allow the person to remain in the 
community.  





If that extra support is not successful, then the person can be said to be at risk of hospital 
admission. At this point a community Care and Treatment Review (CTR) will be arranged.   





Where the person at risk is a child, Education services are involved too, and the meeting is 
called a Care Education and Treatment Review C(E)TR. 





This is a face to face meeting, chaired by the CCG, where all services who work with that 
person are represented, as well as the person themselves and their family carers. 





The C(E)TR looks at the reasons why the person is at risk of admission to hospital and has 
the power to agree further, extra support that it thinks will help the person stay in the 
community. 





What is consent and why do we ask for it? 





It is important that people are able to have a say in their care and this includes being added 
to the Dynamic Support Pathway.  A person’s details will only be added if they have given 
their consent. 





In line with the Mental Capacity Act if the person is an adult and does not have the capacity 
to consent, a best interest decision to add them can be taken by the people involved in 
their care. If the person is under the age of 16, a parent or guardian must give their consent 
on the person's behalf. 



















Can the person change their mind? 





If the person has given their consent, 





• they can change their mind at any time 





• they will receive a copy of the consent form 





• they can find out what information is being held about them 





• A new consent form will be required every time a person is referred to the pathway 
 





What information is needed? 





The information will depend on the person and their care and support needs. Usually it will 
include information about: 





• the care and treatment they are receiving 





• their health, including mental health 





• any health and care plans that have been developed for them 





• where they live and who they live with 





• things that can make them upset and what helps them feel well 





• anything that people involved in providing their care and support should know, to 
keep them and the person safe 





What happens to the information? 





The person's information will be kept in a safe place by the CCGs (Clinical Commissioning 
Groups), Leicestershire Partnership NHS Trust (LPT) and Barnardo’s and it will only be 
shared with services involved in your care and education.  All services comply fully with the 
Data Protection Act 2018 and the General Data Protection Regulations (GDPR).  





This information helps health, social care teams and other partners understand what 
difference the pathway is making to people’s lives and provide the right kind of services. 





Next steps – giving consent 





If the person at risk has understood everything in this leaflet, they can fill in the consent 
form. A care co-ordinator or someone involved in their care can help them fill it in. 
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Information about Joining the 
Dynamic Support Pathway 





 





This easy read leaflet is about the Dynamic Support Pathway 
and deciding if you give your consent to join it. 





 





 
This leaflet is for people diagnosed with a   





learning disability and/or ASD, including  





Asperger Syndrome who might be at risk  





of going into a specialist hospital because  





of a mental health problem or behaviour  





which is seen as challenging. 





 
It is also for family carers and other people 





who can support you to understand what 





the pathway is about and if it’s right for 





you. 





 
The Dynamic Support Pathway is about 





helping you get the right care and 





treatment in your community whenever 





possible, by working with you and those 





who care for and support you. 
 
 





Most people with mental health problems 





or challenging behaviour can live well in 





the community and may never need to 





go into a specialist hospital for assessment 





or treatment. 





Dynamic 





Support 





Pathway 
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But if you do experience a difficult time 





and your current care is not meeting 





your needs, you and people who support 





you will need to think about what extra 





support you will need. 





 
 





Often this support can be given locally in 





your community but sometimes people 





need to go into a specialist hospital to get 





better. This form is about making sure you 





are included in decisions. 





 
 





What is the Dynamic Support 
Pathway?  





 





The Dynamic Support Pathway is about 





checking if someone’s care isn’t meeting 





their needs and what changes can be 





made to help with this and to stop 





people reaching crisis point. It helps 





services work with you to decide what 





support you may need. 





 





 
 





This leaflet gives you information so you  





can decide if you want to be on the  





pathway.  This is called consent. 
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Specialist hospitals are often a long way 





from your family and friends. Sometimes 





you may need to spend a long time in 





hospital. 





 
 





The Dynamic Support Pathway is one of 





the local changes that is happening to 





help more people get the support they 





need to stay in their community. 





 





 





What are the good things about 
joining the pathway? 





 





The Dynamic Support Pathway is about 





helping you get the right support as fast 





as possible, if you ever need it. 





 
 





This is because services will know what 





extra help and support you might need 





and can plan their support around this. 





You will be involved in planning your care 





and support. 





 
Dynamic  





Support 





Pathway 
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What if I don’t want to join it? 





 
You will still get support if you need it, but 





if services do not already know about 





you, this may affect how much support 





you get at the time. 





 
 





 





This is because services need more time 





to plan urgent care. 





 
 





Is it right for me? 
 





It is a good idea to talk to people who 





understand your support needs. They will 





help you understand what the 





Pathway is about and help you decide if 





it’s right for you. 





 
 





What happens if I am on the pathway? 
 





If you are on the pathway this means the 





people who pay for your care can work 





together to think about the support they 





can offer you should your needs increase. 



















 5  





If you are at risk of going into hospital, 





we will invite you to have a Care and 





Treatment Review, called a Community 





CTR. This should happen before any 





decisions are made about whether 





hospital care is right for you. 





 
 





This looks at why you might need to go 





into hospital and whether extra support 





can be given in the community instead. 





It helps you and your care team plan for 





the support you need in the place you 





need it. 





 





How your care co-ordinator can 
help 
 





                                                         You can talk to your care co-ordinator if      





                                          you aren’t sure about anything, or if you    





                                          want to change your mind about being  





                                          on the register. You can add the care   





                                          co-ordinator’s details in the table below. 
 





 





 
The Care                
co-ordinator is: 





 





 





 





Mobile phone number: 





 





 





 
 
 





 





 





Office telephone 
number: 
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What is consent and why do we 
need it? 





 
Consent is about giving your permission 





for something.  





You will only be put on the pathway if you 





have given consent. 





 
 





If you are an adult and do not have the 





capacity to decide, people involved in 





your care will follow the Mental Capacity 





Act to decide if it is in your best interests 





to join the pathway. 





 
 





If you are under the age of 16, a parent 





or guardian must give their consent for 





you. 





 





About your consent: 





 
• you can change your mind at any time 





 
• you will receive a copy of the consent 





form 





 
• you can find out what information is 





being held about you 
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What will happen to my information? 





 





 





 
Your personal information will be kept 





in a safe place and it will only be 





shared with you and the people who 





provide your care. 





 





 
 
 





 
Information from the pathway is  





sometimes shared with other parts of the  





NHS. This information does not include  





people’s names or any other personal  





information which could identify anyone. 





 
 
 
 





 





This information helps health and social 





care teams understand what difference 





the pathway is making in people’s lives 





and provide the right kind of services. 





 
 





 





 





 





 





 





 





Dynamic 





Support 





Pathway 
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What sort of information will it include? 
 





The information will depend on you and 
your care and support needs. But usually 
it will include information about: 





 





• the care and treatment you are 
receiving 





 





• your health, including your mental 
health 





• any health and care plans that have 
been developed for you 





 





• where you live and who you live with 
 





• things that can make you upset and 
what helps you feel well 





 





• anything that people involved in 
providing your care and support should 
know to keep them and you safe. 
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Next steps – giving your consent 





Have you understood the information in 
this document? 





 
 
 





 
If so, you are ready to fill in the Consent 
Form to say whether or not you give your 
consent. 





 
 





 
 
 





Your care co-ordinator or someone 
involved in supporting you can help you 
fill it in. 


















image7.emf



CYP DSP Referral &  RAG Rating Criteria.docx








CYP DSP Referral & RAG Rating Criteria.docx



      Dynamic Support Pathway (DSP) for Children and Young People 




Learning Disability and Autism Services









The Dynamic Support Pathway (DSP) is a pathway developed to provide support for children and young people with a learning disability, autism or both who are deteriorating in their health and well-being whilst living in the community. The goal is to identify concerns early and to be able to take steps to provide additional support in order to prevent further deterioration and any escalation, which may lead to a crisis.




This DSP is for:




· Children and young people (CYP <18) with a learning disability, autism or both 




· Referral to the Dynamic Support Register for all children and young people living within Leicester, Leicestershire and Rutland 




· Referral to the Risk of Admission Register/request for a community CETR also includes children and young people living out of Leicester, Leicestershire and Rutland if community placement is fully or partially health funded









Below is the agreed criteria for referring a child/young person to the Dynamic Support Pathway.









					Rating




					Action Required




					Guidance notes regarding when to apply this rag rating









					









Red




					Request for an urgent CETR.




Referral to the Risk of Admission Register (ROAR)




					· The child/ young person continues to deteriorate in well-being and risk of admission has increased. There is no improvement following the MAM. Additional support put in place has not been sufficient to meet the needs of the child or young person/family/carer/community placement provider.









· A second MAM is not required in these circumstances. Access to immediate additional support is required via a CETR.














					


































Amber



















					Referral to the Dynamic Support Pathway.









Inclusion on the Dynamic Support Register/Request for a multi-agency meeting is automatic once the referral form has been forwarded.









The action plan detailing the additional support required will be developed at the first MAM. Agreed actions will be followed to ensure completion. 




					There is a significant concern for the health and well-being of the child or young person (any cause). Concerns may include:









· There is a significant increase in behaviours that challenge. Support is required in order to prevent further deterioration in well-being, which may result in a future increased risk of referral to other services and/or hospital admission. 









· Deterioration in physical/mental health and wellbeing may include but is not limited to social withdrawal, self-neglect, anxiety, increased verbal or physical aggression towards self and/or others, damage to property, self-harm, suicidal thoughts, escalating anxiety, increased ritualistic behaviours or internal experiences such as hearing voices which are having a significant impact on well-being.









· The family/carer is finding the situation difficult to manage. Carer strain may be becoming a concern.









· There is a new safeguarding issue for the child/young person, their carer or other family member. There is more than one vulnerable person in the household requiring additional support. 









· The carer has a significant underlying physical or mental health condition that is affecting their ability to continue to provide the level of care and support required.
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Multi-Agency Meeting Notes Template









This is to be completed at the first multi-agency meeting and not at the point of referral.




All sections of this template should be discussed at the multi-agency meeting.









This template can also be used as an update template for subsequent multi-agency meetings. In this instance any changes in circumstances or presentation can be recorded and a new action plan developed.









This is not a C(E)TR notes template.









					Multi-Agency Meeting









					Date and time of meeting




					









					Chair




					









					Notes taken by




					









					 Attendees









					Name




					  Role









					




					









					




					 









					




					









					




					









					




					 









					




					









					




					









					




					









					




					









					




					









					




					









					




					









					




					









					




					









					




					









					




					









					Update on Current Situation (since referral or last MAM)









					Please provide details of the individuals well-being since the referral took place. Please include any key events of changes in presentation.









Free text














					Physical Health









					Are there any physical health needs contributing to the increased risk? (If yes please provide details)









Free text














					Appropriate Care and Support









					Is individual receiving appropriate care, education and treatment? Are they involved in decisions regarding their package of care and medication? 









Free text














					Parent, Family and Carer involvement









					Please include details of relevant parent, family and carer involvement. Please include the views of the parent, family and carer (if involved in care and support).









Free text














					Aspirations of the Individual









					What is the individual expecting and hoping for as an outcome of this process? What are the longer term hopes and goals of the individual?














Free text



















					Rights and Legal Frameworks









					Please provide details of any legal framework currently in place. Are the rights of the individual being respected?














Free text



















					Education (if applicable)









					Attendance? Is an EHCP Plan in place?  If “yes” when was this last reviewed? What are the plans for future education?









Free text



















					Impact of Covid-19









					




Free text



















					Safe









					Is the individual ‘safe’ in their current environment and with this level of care? Are all risks being managed and care and support meeting the needs of the individual?









Free text



















					Least Restrictive Environment









					What is the least restrictive environment where the individual can receive the care and support that they require? Is a hospital admission required or can the individual be supported in the community with additional support?









Free text



















					In-Patient Treatment Recommendations (If applicable)









					Please include the treatment goals of any recommended admission














Free text



















					Action Plan









					Task




					Responsibility




					Timeline




					Outcome









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					




					




					




					









					Aspirations of the Individual









					Can the aspirations of the individual/family/carer be met by this action plan?




If not, please provide a short rationale as to why this is not possible.





























					Next Steps









					Is a follow-up MAM required?




					Yes/No









					Agreed date of next MAM?




					









					Can the individual be removed from the Dynamic Support Register?




					Yes/No









					Is escalation to the ROAR required?




					Yes/No









					Is a C(E)TR required?




					Yes/No









					Questions for the Next MAM









					Have the actions from the first MAM been completed?









					Have the actions from the first MAM been successful in addressing the concerns identified?









					Have the aspirations of the individual and family been achieved?









					What additional support can be put in place to further support the individual, family/carer?









					What needs to remain or be put in place to ensure this deterioration in health and well-being/increase in risk does not happen again?
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The DSP Proect Support Office wil be responsible for
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[tne MAM.
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Individuals 
not known 
to services 





 





Individuals 
already 





known to 
services 





 





Risk of Admission Register (ROAR) Flowchart 





9 August 2019 





Community C(E)TR: 
Agree additional 
interventions, 
support to remain 
safely in the 
community. 





After 2 weeks, person is 
safely supported in the 
community, no longer at risk 
of admission 





ROAR status 
GREEN 





YES 





YES 





Relevant team will review and 
remove when appropriate 





Person is admitted and 
removed from ROAR  





Person is discharged: 
ROAR status  





AMBER  





YES 





YES 





Person is diagnosed 
with a Learning 
Disability and/or ASD, 
including Asperger 
Syndrome 





Do not add to 
ROAR 





NO 





YES 





Person has escalating 
risks and/or unmet 
needs  





Multi-agency meeting 
within 48 hours; assess 
the person’s risks, agree 
any extra support  





YES 





Do not add to ROAR  





YES 





After 2 weeks, person is 
safely supported in the 
community; no longer at 
risk of admission 





Check: recently 
discharged, currently on 





ROAR at AMBER? 





YES 





NO 





YES 





NO 





Consent  obtained  
OR  best interest 
decision made  & 





documented 





ROAR status 
AMBER 





YES 





Hospital admission 
is being actively 
considered  





ROAR status 
changed to 





RED 





YES 





YES 





Urgent C(E)TR or LAEP 
(if no time):  
Agree additional 
interventions, support 
to remain safely in the 
community. 





YES 





NO 





YES 





After 2 weeks, 
person is safely 
supported in the 
community, no 
longer at risk of 
admission 





NO 





YES 





After 2 weeks, person 
is safely supported in 
the community, no 
longer at risk of 
admission 





YES 





YES 





NO 





Person is diagnosed 
with a Learning 
Disability and/or ASD, 
including Asperger 
Syndrome 





No previous 
knowledge of 
escalating risks; 
person at risk of 
hospital admission 
within 24-48 hours 





Consent  obtained  
OR  best interest 
decision made  & 





documented 





NO 





YES YES YES 
ROAR 





status RED 





YES 





Go to 
Multi-Agency 
Meeting stage 





NO 
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What is the DSP




The Dynamic Support Pathway (DSP) is a pathway developed to provide support for individuals (all age) with a learning disability, autism or both who are deteriorating in their health and well-being whilst living in the community.




The goal is to identify concerns early and to be able to take steps to provide additional support in order to prevent further deterioration and any escalation, which may lead to a crisis.




The DSP is also for patients stepping down into the community from an in-patient unit. The Multi-agency meeting can be used for post discharge follow up to monitor the delivery and suitability of the Discharge Plan.




This is not a replacement pathway for your other referrals to other services e.g. Early Help, Specialist Autism team (SAT), Safeguarding, LD Access etc. Please continue to make these referrals.







































Aims




A more robust early intervention process




System wide community services that use a consistent processes to deliver crisis avoidance and crisis management activities. 




An effective DSP that will reduce the need for C(E)TRs and escalation to the Risk of Admission Register 




Early identification of concerns in health and wellbeing so you have a chance of avoiding further deterioration which will lead to crisis.




Facilitated collaborative joint working 




Bespoke action plans that will meet the individuals needs in the community




All stakeholders equally committed to deliver rapid responses




Processes that are responsive and able to be deployed quickly




The DSP will work alongside the CYP key Worker scheme in ensuring on-going health and well being of children and young people
























Long Term Benefits




LLR will have in place an inclusive, person-centred, proactive and preventative approach that supports the individual’s needs and preferences




When support is required all individuals will have access to the right support at the right time, in the right place and be delivered by the right person




Adults, children and young people with a learning disability, autism or both are able to  thrive in the community in their own homes  in the least restrictive environment possible, develop independence, make their own choices, be able to integrate into society, maintain family and friend relationships, take part in hobbies and activities and lead a life of 'beautiful ordinariness'




Families remain together




Inappropriate admission and re-admission prevention




If admission is required appropriate beds are available close to home and family
























Co-production




“It’s great for parents’ voices to be heard in developing referral forms. Previously we have never been able to see these, but they have affected us. Parents are left to carry the load of the process”




“We are enjoying the conversations we are having across the board. As parents we love coming on board with your projects so parents’ voices come through…”














Referral Criteria - CYP



















Referral Criteria - Adult



















Referral Process



















The Referral Form




Will be available on the Leicestershire Partnership Trust  Internet website




Will be forwarded to a generic CYP DSP mail box 




Will be accessible to health, social care and education teams




Consent is required




Consent form will be available on the same page




Multi-agency notes template will also be available on the same page




Guidance Notes will also be available 














Contents of the  Referral Form




Patient ID information




Demographic information




Commissioner information




Patient/carer information




Current care team




Current location/home/provider




Communication needs




Brief History




Overview of the Current Situation/Current Concerns




Risk Details




Safeguarding Information




Additional support already in place?



















The Multi-Agency Meeting



















The MAM Notes Template




All sections of this template should be discussed at the multi-agency meeting.




Simply here to provide guidance and information as to what will be asked and discussed during the meeting




Addresses the Key Lines of Enquiry




This template can also be used  as an update template for subsequent multi-agency meetings. In this instance any changes in circumstances or presentation can be recorded and a new action plan developed.




Captures the names and contact details of all attendees




Captures the action plan, key tasks, who will complete them and timelines required 




Key questions regarding what happens next
























Key Lines of Enquiry




Update on Current Situation (since referral or last MAM)




Physical Health




Appropriate Care and Support




Parent, Family and Carer involvement




Aspirations of the Individual




Rights and Legal Frameworks




Education (if applicable)




Impact of Covid-19




Safe




Least Restrictive Environment




In-Patient Treatment Recommendations (If applicable)



















Action Plan




					Action Plan										




					Action 					Responsibility					Timeline Required




					 
 
 					 					 




					 
 
 					 					 




					 
 
 					 					 




					 
 
 					 					 




					 
 
 					 					 




					 
 
 					 					 









					Aspirations of the Individual




					Can the aspirations of the individual/family/carer be met by this action plan?
If not, please provide a short rationale as to why this is not possible.
 
 
 
 



















Key Questions




					Next Steps					




					Is a follow-up MAM required?					Yes/No




					Agreed date of next MAM?					 




					Can the individual be removed from the Dynamic Support Register?					Yes/No




					Is escalation to the ROAR required?					Yes/No




					Is a C(E)TR required?					Yes/No




					 					



















Key Questions




					Questions for the Next MAM




					Have the actions from the first MAM been completed?




					Have the actions from the first MAM been successful in addressing the concerns identified?




					Have the aspirations of the individual and family been achieved?




					What additional support can be put in place to further support the individual, family/carer?




					What needs to remain or be put in place to ensure this deterioration in health and well-being/increase in risk does not happen again?
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The Dynamic S upport  Pathway (DSP ) is a  pathway   developed to  provide support for  children and young people   with a learning disability , autism or both   who are  deteriorating in   their  health  and  well - being whilst living in the community. The goal is to  identify concerns   early and to be able to take steps to provide additional support in o rder to prevent further deterioration   and  any escalation, which may lead to a crisis.   This DSP   is for:      Children and  young people  (CYP   <18)   with a learning disability , autism or both        R eferral to the Dynamic Support Register   for   all children and young people living within   Leicester, Leicestershire and Rutland       Referral to the Risk of Admission Register/request for a community CETR  also includes children and young people living out of   Leicester, Leicestershire and Rutland   if  comm unity placement is  fully or partially  health funded     Below is the agreed criteria for  referring  a child/young person   to the Dynamic Support Pathway.    





R ating  Action Required  Guidance notes  regarding  when  to apply  this  rag  rating.   





Red  R equest for an urgent   C E TR.   Referral to the    Risk of  Admission R egister  (ROAR)     The  child/ young   person   continu es to deteriorate in well - being and risk of admission has increased. There is no  improvement following the MAM. Additional support put in place has not been sufficient to meet the needs of the  child or  young person /family/carer/community placement provider.        A second MAM is not required in these circumstances. Access to immediate addit ional support is  required via a C E TR.    





                    Amber  Referral to  the Dynamic   Support  Pathway.     Inclusion o n the  Dynamic Support  Register/R eque st for a  mu lti - agency meeting is  automatic once the  referral  form has been  forwarded.     The action plan  detailing the additional  support required will  be developed at the  first MAM. Agreed  actions will be followed There is a  significant concern for the   health and  well - being of the  child or young person   (any cause) .   Concerns may include:        There is a significant increase in behaviours that challenge .   Support is required   in order to prevent further deterioration  in well - being, wh ich may result in a future increased risk of referral to other services and/or hospital admission.          Deterioration in physical/mental health and wellbeing may include but is not limited to social withdrawal, self - neglect,  anxiety, increased verbal or  physical aggression towards self and/or others, damage to property, self - harm, suicidal  thoughts, escalating anxiety, increased ritualistic behaviours or internal expe riences such as hearing  voices  which are  having a significant impact on well - being.        The   family/carer is finding the situation difficult to manage. Carer strain may be becoming a concern.        There is a  new  safeguarding issue   for   the child/young person, their carer or  other family member . There is more than  one vulnerable person in the household   requiring additional support.         The carer  has  a  significant underlying  physical or mental  health condition that is affecting their abilit y to continue to  provide the level of care and support required.  
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The Dynamic S upport  Pathway (DSP ) is a  pathway   developed to  provide support for individuals   with a learning disability , autism or both   who are  deteriorating in   their  health and  well - being  whilst living in the community. The goal is to  identify concerns   early and to be able to take steps to provide additional support in order to prevent further d eterioration   and any escalation,  which may lead to a crisis.   This DSP   is for:      Adults   with a learning disability , autism or both        Residents   of Leicester, Leicestershire and Rutland .        Individuals   fully or partially health funded in out of area placement   can still be referred to the ROAR for a request for a CTR     Below is the agreed criteria for  referring an individual to the Dynamic Support Pathway.  





Rating Action Required  Guidance notes  regarding  when  to apply  this  rag  rating.   





Red R equest for an urgent  CTR.   Placement on Risk of  admission register  (ROAR)     The i ndividual continu es to deteriorate in well - being and risk of admission has increased. There is no  improvement  following the MAM. Additional support put in place has not been sufficient to meet the ne eds of the  individual/family/carer/community placement provider.        A second MAM is not required in these circumstances. Access to immediate additional support is  required via a CTR.        An individual may be referred directly to the ROAR if admission avoidance  is urgent and a CTR is being requested.    





          Amber Referral to  the Dynamic   Support  Pathway.     Inclusion on the  Dynamic Support  Register/Request for a  multi - agency meeting is  automatic once the  referral has been  completed.     The action plan  detailing the additional  support required will  be developed at the  first MAM. Agreed  actions will be followed There is a  significant concern for the health and well - being of the individual (any cause ). Concerns may include:        There is a significant increase in behaviours that challenge. Support is required in order to prevent further  deterioration in well - being, which may res ult in a future increased risk of referral to other services and/or  hospital admission.         Deterioration in physical/mental health and wellbeing may include but is not limited to social withdrawal, self - neglect, anxiety, increased verbal or physical  aggression towards self and/or others, damage to property, self - harm, suicidal thoughts, escalating anxiety, increased ritualistic behaviours or internal experiences such as  hearing  voices which are having a significant impact on well - being.        The family/c arer /placement provider   is finding the situation difficult to manage. Carer strain may be becoming a  concern.        There is a new safeguarding issue for the  individual , their carer or other family member. There is more than one  vulnerable person in the househo ld requiring additional support.         The carer has a significant underlying physical or mental health condition that is affecting their ability to  continue to provide the level of care and support required.  
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LLR LDA Dynamic Support Pathway –�Referral Pathway





A





 clear and consistent approach to the prevention of crisis across all agencies within the LLR system 





Deterioration in well-being of individual identified





(any reason –�health or social care, family dynamics, carer breakdown, placement 





breakdown, increased anxiety, aggression, property damage, self-harm?





Need for additional support is identified by any 





individual in contact with person





(health, social care, placement provider, family, 





education)





Professional who identifies deterioration of the individual (CYP or adult)  completes DSP 





Referral Form (which can be found in the DSP folder on the Leicestershire Partnership Trust 





Internet site)





The referral form (password protected) to be sent to the appropriate DSP Generic 





e-mail address (adult or CYP) 





The referral will generate automatic addition of this individual to the Dynamic Support 





Register





DSP Referral Form will identify other professionals/





placement providers/family who need to be invited to 





the MAM.





 Level of risk and urgency is identified.





DSP Referral form will serve a dual purpose and also 





be the MAM Request Form.





The completed referral form will then transfer to the appropriate project support officer 





who will then liaise with the referrer and arrange the Multi-Agency Meeting  





The DSP referral form/MAM request form is attached 





to the invitation to ensure all attendees are aware of 





the reason for the referral, rationale for the meeting 





and brief history of the individual.





Meeting date will be in line with the level of urgency 





requested by the initial referrer to the DSP





The project support officer will send invitations to the named requested invitees 





(password protected)





Referrer and Project Support Officer will agree who is able to chair the meeting and who 





will be able to complete the notes template





The DSP Project Support Office will be responsible for 





managing the Dynamic Support Register. There will be 





limited access to this database to preserve 





confidentiality.
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LLR LDA Dynamic Support Pathway –�The Multi-Agency Meeting





A clear and consistent approach to the prevention of crisis across all agencies within the LLR system 





The notes taker will  capture the agreed actions of the meeting onto the MAM Notes 





Template (also available on the DSP web page))





MAM  –�full and open evaluation of need. 





Clear action plan is developed to provide the additional support required to meet the 





increasing needs of the individual





Follow-up MAM arranged to monitor impact 





of actions and improvement .





Escalation to the ROAR is required. 





Complete on-line referral form.





Urgent CTR arranged





Additional support remains in 





place for as long as required. 





MAM identifies further 





deterioration and significant 





increase in risk of admission/re-





admission/offending/re-offending 





since the referral was made.





MAM agree risk is such that an 





immediate referral to the ROAR is 





required and a CTR should be 





requested.





Individual removed from DSR





Follow -up MAM 





Action plan has been delivered.





Patient well-being has improved. Risk has 





reduced





Yes No





At this point the individual moves from an amber 





rating to a red rating and the referral is automatically 





escalated to the risk of admission register (ROAR) and 





the original referral form and subsequent notes are 





transferred to the CCG CTR management team





Once the individuals wellbeing has been restored the 





individual will be removed from the dynamic support 





register by the project support officer. Referral and 





MAM notes will remain in a confidential file





Notes sent to DSP Project Support Officer who will 





circulate (password protected document)





Further MAMs continue until 





group agree they are no 





longer required.





Patient well being restored





The chair of the meeting will ensure that all the key 





lines of enquiry are discussed in the meeting





Chair and notes taker will be agreed prior to the 





meeting





The chair of the meeting will ensure all actions are 





allocated to a named individual and a clear timeline 





for completion agreed
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LLR Dynamic  Support Pathway Referral Form.docx








LLR Dynamic Support Pathway Referral Form.docx



    














LLR Learning Disability and Autism 









Dynamic Support Pathway Referral Form 









The Dynamic Support Pathway (DSP) is a pathway developed to provide support for individuals (all age) who are deteriorating in their health and well-being whilst living in the community. 









This DSP is for:




· Adults and children and young people with a confirmed diagnosis of a learning disability, autism or both 




· Residents of Leicester, Leicestershire and Rutland









The completion and submission of this referral form will automatically add the individual to the Dynamic Support Register and request the arrangement of a multi-agency meeting/C(E)TR.









It is important to include as much information as possible as this referral form will be circulated to all the professionals involved in the individuals care who need to be invited to attend the multi-agency meeting.




This will provide the invited attendees with the information they require to understand the reason for the meeting, the urgency of the meeting and their required contribution.









This referral information will be shared with Health, Education and Social Care system partners and services who are involved in the current care and support of the individual.









Please complete the consent form which is available on this website.









The Dynamic Support Pathway and the Multi-Agency Meetings are not designed to replace existing processes e.g. Child in Need, Safeguarding and C(E)TR processes.









It is an early intervention process designed to highlight an emerging concern to all the agencies potentially involved in the care and support of the individual. The MAMs primary function is to bring all agencies together, to agree a joint action plan to prevent further deterioration in health and well-being and to ensure effective co-ordination of these actions.














Once complete, please password protect the referral form.  The password will need to be emailed in a separate email to the referral form.









Please email completed referral forms and passwords to the following:









For children’s referrals:     	lpt.childrens-lda-dsp@nhs.net




	




For adults referrals:		lpt.adult-lda-dsp@nhs.net 
























					Referrer Information









					Name 









					




					Date of Referral




					









					Role 




					









					Team




					









					E-mail address




					









					Tel. No




					









					Consent









					Does the person have capacity to consent (under the MCA 2005) to be added to the Dynamic Support Pathway?









					









					If no – has consent been received from parent/carer/person with legal responsibility/lasting power of attorney









					









					Has consent been given?









					









					Is this consent documented on the DSP Consent Form?









					









					Is a best interest decision required?









					









					If required, has the best interest meeting been completed and outcome recorded?









					









					Details of Individual being referred









					Name 




					









					Date of Birth




					









					Adult/Child or Young Person (CYP)




					









					NHS Number




					









					Registered GP Practice




					









					Address and post code of GP Practice




					









					Gender




					









					Current residence




					









					Current residence type




					









					Current care provider (if applicable)




					









					Contact details for current care provider




					









					School/college attending




					









					Contact details for school/college




					









					Looked After Child status (LAC)




					









					Commisioner Responsibility









					Responsible CCG




					









					Responsible Local Authority




					









					Who is currently responsible for the current placement funding (if applicable)




					









					Parent/Carer Information









					Name




					









					Address




					









					Contact details




					









					Current Care Team









					Advocate




					









					Named Healthcare Worker 




					









					Responsible Clinician




					









					Social Worker




					









					Communication









					Method of communication




					









					First language spoken




					









					Support required




					









					Diagnosis









					Does the individual have a confirmed diagnosis of a Learning Disability, Autism or both?









					Please provide evidence of confirmation e.g. assessments/evaluations completed









					Does the individual have a confirmed diagnosis of a Learning Difficulty?




e.g. Dyslexia, Dyspraxia, ADHD









					









					Please provide a brief history (last 12 months)









					Please include information regarding previous in-patient admissions (physical or psychiatric), previous placements, forensic history (if applicable).




Has the individual previously been “Sectioned”? If “Yes” please provide details of the location of where individual was detained and what Section was applied (e.g. S3/S37/49):


































					Date of last Care (Education) & Treatment Review/LAEP Meeting (if applicable).









					



















					Overview of the current situation:









					Please outline the concerns that have prompted this referral and the dates of key events. Why are professionals/family/carers concerned about the current situation? What care and support, education (EHCP), occupation and treatment does the person currently receive?






















































					Risk (Yes/No)









					Significant life events and/or change such as bereavement or abuse




					









					Unstable/untreated mental illness




					









					Poor concordance with medication




					









					Presenting significant behavioural challenges




					









					Presenting significant risk of physical harm to others




					









					Self-injurious behaviours




					









					Being supported in an unstable environment or by a changing staff team




					









					Having no fixed address




					









					Being in contact with the Criminal Justice System




					









					Having no family carers/advocates




					









					Having drug and alcohol addiction problems




					









					Having recently been discharged from a mental health hospital bed




					









					Having no effectively planned transition from Child to Adult learning disability services




					









					Recently diagnosed with or not coping with a physical health condition




					









					Presenting 'in crisis' at Accident & Emergency Departments




					









					Other




					









					Safeguarding









					Please provide information about any safeguarding referrals or concerns







































					Additional Support









					What additional support has already been put in place following identification of deterioration in health and well being


































					Meeting Attendees 









					Please list the names and contact details of the individuals who you believe need to be invited to the meeting









					Name




					Role




					Contact Details









					




					




					









					




					




					









					




					




					









					




					




					









					




					




					









					




					




					









					




					




					









					




					




					









					




					




					









					




					




					









					




					




					





























					Other Information









					Please include any other information that you think is important that has not been included elsewhere on the referral form.
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Lincolnshire, Leicestershire & Northants SPoR and ECRT Referral Process



Form 1 received	











Form 1 approved by SPoR Co-ordinator using referral checklist



















Completed incorrectly



Completed correctly











SPoR sends form to ECRT, adds referral to Tracker, NCMS and sends to Case Managers.  SPoR informs referrer of progress



Form sent back to referrer for completion















Referrer completes additional information and re-submits Form 1



Referral form completed







Practitioner completes proforma



Practitioner feeds back assessment with referrer. Together they decide how to best inform family/young person



Practitioner completes tabletop access assessment 



Young person does not requires admission



Young person requires admission



Proforma including decision is embedded in Section 17 of Form 1. SPoR updates Tracker, NCMS, etc



Practitioner supports SPoR in sending referral to appropriate units in region. If appropriate bed unavailable in region – discussion with Case Manager about referral OOA



Further information required to make assessment. Referral sent back to referrer requesting additional information



Practitioner contacts referrer to confirm goals of admission



ECRT Manager allocates referral to ERCT practitioner
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Form 1 received	 out of hours



Out of hours referral and access assessment process for EMCC  











Form 1 received by senior clinician on inpatient unit using referral checklist



















Completed incorrectly



Completed correctly











Inpatient clinician decides if access assessment can wait until normal working hours



Inpatient clinician sends Form 1 to SPoR inbox and Case Manager



Form sent back to referrer for completion















Inpatient clinician reviews Form 1 and completes tabletop access assessment



Referral form completed







Access assessment cannot wait



Access assessment can wait to be processed by SPoR and access assessed by ECRT



Access assessment completed by inpatient clinician. Proforma completed and embedded into Section 17 of the Form 1.  Form 1 sent to SPoR inbox and Case Manager



Inpatient clinician feeds back to referrer with recommendations. Together they decide how to best liaise with family/young person



Young person does not require admission



Inpatient clinician and referrer liaise to find an inpatient bed 



Inpatient clinician contacts referrer to clarify missing information



Further information required to proceed with access assessment. 



Young person requires admission










Microsoft_Word_Document4.docx


Lincolnshire, Leicestershire & Northants SPoR and ECRT Referral Process



Form 1 received	











Form 1 approved by SPoR Co-ordinator using referral checklist



















Completed incorrectly



Completed correctly











SPoR sends form to ECRT, adds referral to Tracker, NCMS and sends to Case Managers.  SPoR informs referrer of progress



Form sent back to referrer for completion















Referrer completes additional information and re-submits Form 1



Referral form completed







Practitioner completes proforma



Practitioner feeds back assessment with referrer. Together they decide how to best inform family/young person



Practitioner completes tabletop access assessment 



Young person does not requires admission



Young person requires admission



Proforma including decision is embedded in Section 17 of Form 1. SPoR updates Tracker, NCMS, etc



Practitioner supports SPoR in sending referral to appropriate units in region. If appropriate bed unavailable in region – discussion with Case Manager about referral OOA



Further information required to make assessment. Referral sent back to referrer requesting additional information



Practitioner contacts referrer to confirm goals of admission



ECRT Manager allocates referral to ERCT practitioner










Microsoft_Word_Document5.docx


Form 1 received	 out of hours



Out of hours referral and access assessment process for EMCC  











Form 1 received by senior clinician on inpatient unit using referral checklist



















Completed incorrectly



Completed correctly











Inpatient clinician decides if access assessment can wait until normal working hours



Inpatient clinician sends Form 1 to SPoR inbox and Case Manager



Form sent back to referrer for completion















Inpatient clinician reviews Form 1 and completes tabletop access assessment



Referral form completed







Access assessment cannot wait



Access assessment can wait to be processed by SPoR and access assessed by ECRT



Access assessment completed by inpatient clinician. Proforma completed and embedded into Section 17 of the Form 1.  Form 1 sent to SPoR inbox and Case Manager



Inpatient clinician feeds back to referrer with recommendations. Together they decide how to best liaise with family/young person



Young person does not require admission



Inpatient clinician and referrer liaise to find an inpatient bed 



Inpatient clinician contacts referrer to clarify missing information



Further information required to proceed with access assessment. 



Young person requires admission
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