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1. PURPOSE AND SCOPE

The purpose of this document is to set out policy on admission to, transfer from and
discharge from in-patient mental health services in Dumfries & Galloway.

The service offers choice and flexibility whenever possible, taking a person-centred
approach. Most mental health services are delivered in the community. However,
there will be times when admission to hospital is the least restrictive alternative
appropriate for an individual patient’s care and treatment.

In developing this policy, relevant legislation has been taken into account. This
includes the Mental Health (Care & Treatment) (Scotland) Act 2003, the Adults with
Incapacity (Scotland) Act 2000 and the Adult Support & Protection (Scotland) Act
2007.

The policy takes account of current national and local strategy, and best practice
guidance. It supports the 2020 vision www.gov.scot/Topics/Health/Policy/2020-Vision
for integrated health and social care, and is aligned with the Scottish Government’s
nine health and wellbeing outcomes www.gov.scot/Topics/archive/Adult-Health-
SocialCare-Integration/Outcomes with a focus on prevention, anticipation and
supported self-management.

2. DOCUMENT AIMS

This policy defines arrangements for people who require inpatient mental health
services. It describes their journey through admission, transitions of care and
discharge from hospital.

3. RESPONSIBILITIES AND ORGANISATIONAL ARRANGEMENTS

The Mental Health Services Directorate senior management team oversees all
elements of mental iliness, specialist drug and alcohol issues, psychiatry of learning
disability, and clinical psychology, excluding young people. The service uses a
multidisciplinary (MDT), multiagency approach that aims to provide safe, effective,
person-centred care and treatment to all patients. This includes ensuring that every
patient receiving care and treatment from Mental Health Services has an identified
lead professional, a written plan of care and arrangements for regular review. The
service encourages active involvement of family and carers where appropriate within
the context of consent and confidentiality.

Mental Health Services staff will follow this policy when hospital care is required for a
patient. Implementation will be overseen by the Mental Health Services Operational
Management Group. The Mental Health In-patient Services Manager is the
responsible lead.
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4. ADMISSION, DISCHARGE AND TRANSFER POLICY DETAILS
4.1 GATE-KEEPING AND DECISION TO ADMIT

The Crisis Assessment & Treatment Service (CATS Teams) in Dumfries and
Wigtownshire are the primary Gatekeepers for Midpark Hospital admissions. CATS
will ensure that any reasonable alternatives to hospital admission are explored
before deciding to admit. Decisions to admit an individual to hospital in an
emergency or unscheduled manner are based on clinical need and safety, and not
based on the availability of admission beds. However, it is important that CATS staff
remain in communication with Midpark’s Nominated Hospital Lead / Senior Nursing
team about bed state, and potential admissions and discharges. While CATS is
identified as gatekeeper, this is largely a collaborative approach to encourage good
communication between patient, community staff and Midpark Hospital.

4.1.1 Unscheduled (emergency) Admissions

Crisis Assessment & Treatment Service (CATS) based in Dumfries and
Wigtownshire are the Gatekeepers for all unscheduled psychiatric admissions.

All such admissions should be discussed with the appropriate CATS Team prior to
taking the decision to admit. This opens up a discussion about possible alternatives
to hospital admission and supports the principle of offering the least restrictive option
to patients.

This discussion will result in one of the following outcomes:

e CATS Team can assess the patient to explore alternatives to hospital
admission;

e Alternative strategies can be implemented - for example Home Based
Treatment from CATS or provision from other services (Social Work, general
hospital, etc.);

e No appropriate, safe alternative to admission can be identified, so admission
proceeds.

Once the decision to admit is made, this will be communicated to the receiving ward
and the relevant medical staff.

4.1.2 Unscheduled Admissions - Organic Wards

In some localities, during working hours, medical staff rather than CATS are
gatekeepers for unscheduled admissions for dementia; but CATS will extend to
cover this in due course.
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4.1.3 Compulsory Admissions (subject to Mental Health legislation)

Patients admitted to Midpark under the Mental Health (Care & Treatment) (Scotland)
Act 2003 may already have involvement from CMHTs/CLDTs and/or CATS. In other
cases, Medical Practitioners and Mental Health Officers should follow the above
principles, and discuss the clinical situation with CATS as early in the process as
possible, and preferably before implementing a detention. The Psychiatric
Emergency Plan for Dumfries & Galloway gives more detail for these situations (see
appendix).

4.1.4 Self-presentations

People are expected not to attend unannounced at Midpark. If they do, and they are
accompanied, they will normally be re-directed to A&E for initial assessment (which
may lead to a request for CATS assessment). If they present at Midpark Hospital
unannounced and alone, redirecting them may not be safe; in this situation, relevant
ward staff will remain with the patient, and contact CATS or the Duty Doctor to
assess the patient.

4.1.5 Out of Area Patients

The Guideline for Admissions Received From Out of Area (see appendix) addresses
situations involving patient who reside outwith Dumfries & Galloway.

These patients will not normally be admitted to Midpark Hospital unless they present
within Dumfries & Galloway. Although desirable for patients to be managed by their
home locality service, arrangements for transfer should not be made until the clinical
situation and risk have been fully assessed.

4.1.6 Scheduled (planned) Admissions — Functional, Organic, Detoxification

Where people are being offered admission to Midpark on a scheduled basis, as part
of an agreed plan of assessment and treatment, gate-keeping is through the
multidisciplinary team overseeing the care plan. The MDT decision-making process
must include senior nursing staff from the relevant ward, and where appropriate may
include CATS also. See section 4.2.5.

4.2 SPECIAL SITUATIONS
4.2.1 Eating Disorders

Management of Eating Disorders should be guided by the Eating Disorder Integrated
Care Pathway. The Specialist Eating Disorder Service (SEDS), based at Nithsdale
CMHT, Crichton Hall, will be involved in moderate to severe cases.
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If admission is necessary, this should be arranged within MDT care planning
process, involving locality CMHT, SEDS and the Eating Disorder In-patient Team
(EDIT) from the relevant ward. Treatment goals will be established prior to
admission.

Discharge will need careful planning, with active involvement of SEDS and
CMHT/CLDT.

4.2.2 Drug and Alcohol Detoxification

Currently, patients who require inpatient detoxification are admitted to the
appropriate functional acute ward at Midpark Hospital. Following a decision that
inpatient detoxification is necessary, the Specialist Drug & Alcohol Service will
provide senior ward nursing staff with relevant patient information and a proposed
plan for in patient care. A bed will be arranged at the earliest opportunity.

4.2.3 Mother and Baby

A woman with an infant less than 12 months old, who requires psychiatric admission,
should be offered the option of a specialist mother and baby unit. When admission
is unscheduled, Midpark Hospital will need to admit initially, pending arrangements
for transfer to mother and baby unit. The inpatient consultant and the nursing team
will seek to arrange admission to the specialist mother and baby service in Glasgow
at the earliest opportunity.

Where a woman opts for Midpark rather than a remote specialist unit, or while
waiting for transfer to a specialist unit, alternative arrangements should be made by
Children and Family Social Work for care of the baby, as Midpark Hospital cannot
provide relevant care.

Further detail is available in the Perinatal Policy (Perinatal Mental Health Integrated
Care Pathway 2012) (see appendix).

4.2.4 Young People

In most cases, children under the age of 16 will not be admitted to Midpark Hospital.
In the event that a young person requires inpatient mental health care, Child &
Adolescent Mental Health Service (CAMHS) will arrange for admission to a specialist
unit.

Admissions to Midpark Hospital may be required in exceptional circumstances, when
there is a primary mental health need and increased risk. Any admission of a young
person would be for a place of safety until a suitable alternative is sourced at the
earliest opportunity. Staff should refer to the exceptional pathway for admission of a
young person to aid clinical decision making and risk management.

There is an Exceptional Pathway document to guide this area of practice (see
appendix).
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4.2.5 Scheduled (planned) Admission

Some patients may require planned admission to hospital, although this should only
be used where it is considered the least restrictive appropriate alternative. The plan
to admit will be developed within an MDT (CMHT / CLDT / CATS) process and this
will also include senior nursing staff from the relevant ward.

In all cases, effective communication is vital in promoting a positive experience for
patients. Therefore, an up to date risk assessment and clinical transfer summary
must be provided prior to admission. Any legal or other relevant documentation will
need to be highlighted to ward staff.

4.2.5.1 Crisis Avoidance (Management Plan) Admissions

Some patients with personality disorder have crisis avoidance admissions included
in their care plan agreed at MDT review (including ward senior nursing staff and
Borderline Personality Disorder team representation). Such admissions aim to
support through periods of distress. Individual plans of care should be consulted to
determine specific provisions for the individual patient. Crisis Avoidance admissions
are not expected to last longer than 72 hours.

4.25.2 Planned admission for assessment / treatment

It may be appropriate for an individual to be admitted for a specific clinical purpose
which cannot be completed safely in the community. In such cases, the plan for
admission shall be agreed within MDT review including senior nursing staff from the
relevant ward.

4.2.6 Criminal Procedure

There will usually be discussion with senior medical staff and senior nursing staff in
regard to people involved in the criminal justice system who may have significant
mental disorder. Sometimes admission is necessary to clarify diagnosis, treatment,
capacity to participate in legal processes and criminal responsibility. In such cases,
patients may be admitted on an Assessment Order under section 52D of the
Criminal Procedure (Scotland) Act 1995 (as amended). These patients will be
admitted to Balcary (IPCU) ward. Such patients are legally Restricted (unable to
leave the ward without specific permission from the Scottish Government).

4.3 ASSESSMENT, CARE PLANNING & REVIEW

Patients should be requested to bring their usual medication into hospital with them n
admission. Throughout the inpatient stay, there will be ongoing mental health
assessment (including risk assessment, in keeping with Directorate policy, see
appendix) through therapeutic engagement and clinical interviews with MDT.
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4.3.1 Initial Assessment

On admission, an initial (assessment) care plan (including risk assessment) will be
devised as part of the nursing admission paperwork. Initial medical assessment will
include physical assessment and relevant investigations. The initial management
plan will be discussed with an appropriate senior medical staff member within 24
hours.

4.3.2 72 Hour Assessment and Care Planning

Mental health assessments are carried out over the first 72 hours of the patient’s
stay. Care and management of every patient admitted to Midpark Hospital will be
subject to comprehensive planning, including appropriate senior medical staff, within
72 hours of admission. The “72 hour assessment” may include, or identify the need
for, input from other disciplines (e.g. Occupational Therapy, Clinical Psychology,
Clinical Pharmacy) or specialist services (e.g. Forensic Mental Health, Specialist
Drug & Alcohol Service).

Following the 72 hour assessment period, the agreed plan for management will be
written into a care plan document by nursing staff, in partnership with the patient
where appropriate, specifying person-centred goals and interventions. Delivery of
the care plan will be co-ordinated through the nursing team.

4.3.3 MDT Review

There will be a regular MDT clinical meeting to review clinical progress, reassess risk
and develop plans of care. Nursing staff prepare for these meetings by ensuring all
relevant information is gathered, including from the patient, family/carers and other
relevant sources. CMHT / CLDT and CATS should be included in these meetings.
Patients will be invited to take part in the meeting, and family/carers and relevant
others may be included where appropriate. In some cases, a separate family
meeting, outwith the multidisciplinary review, may be preferable.

4.4  PASS (or LEAVE)

Pass means to have leave from hospital for a specified purpose or period of time.
This requires agreement of medical staff and will normally be agreed in the MDT
review meeting and documented within the patient’s plan of care.

Prior to a patient leaving for an episode of pass, nursing staff will consider individual
circumstances and risk assessment in case there has been any change which
means pass should be withheld.

Relevant other parties such as families and carers should be informed. The decision
to give this information should take into account patient’'s consent to information
sharing and an up to date risk assessment.
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Pass arrangements should be communicated with relevant community services,
including CMHT/CLDT, CATS and GP. Any requirement for a care package to be in
place has to be agreed by social services with sufficient notice given for a care
provider to ensure arrangements are in place before pass.

For patient’s subject to mental health legislation, nursing and medical staff must
ensure relevant approval and documentation are in place.

45 TRANSITION WITHIN THE HOSPITAL

Sometimes, a patient’s clinical presentation may mean that their needs can be met
more appropriately or safely in a different clinical area (e.g. acute admission ward,
IPCU, rehabilitation unit, intermediate care). In urgent cases, such as to address
significant clinical risk, the decision to move to another ward would be nurse-led. In
non-urgent cases, MDT discussion, including both clinical areas, would be required
to agree this change in care plan.

4.6 DISCHARGE
4.6.1 Discharge Planning

Preparation for discharge starts as soon as the 72 hour assessment is complete.
This will include identifying an estimated date for discharge.

Most plans for discharge are agreed within the regular ward MDT review meeting.
For patients with more complex needs, a separate discharge planning MDT meeting
may be appropriate. Nursing staff would coordinate this meeting, and include all
relevant parties. Care Programme Approach may be warranted (see CPA Policy,
appendix).

The discharge plan will identify discharge date and follow-up arrangements.
4.6.2 Unplanned Discharges (Discharge Against Medical Advice)

Where a patient asks for discharge out of keeping with discharge planning, nursing
staff will try to understand and resolve (if possible) any issues that may contribute to
the desire to leave the ward. Medical input will be needed. Assessments of risk and
capacity will inform clinical decisions.

The patient may then agree to remain in hospital. Detention under mental health
legislation may be warranted. In some cases, the patient may be allowed to leave
hospital.
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4.6.3 Discharge from Hospital

There is a discharge checklist specifying nursing tasks at the time of discharge, to
ensure smooth transition of care and robust communication, especially with
community services involved in follow-up.

Medical staff will complete an electronic Immediate Discharge Document (e-IDD)
which includes discharge medication prescription and updates the patient’'s GP.

4.6.4 Discharge Due to Unreasonable Behaviour

Expectations of behaviour will be made clear at all points within Mental Health
Services, in line with the Zero Tolerance Policy. Where a patient has capacity,
situations which may lead to discharge from in patient care include the misuse of
drugs or alcohol in hospital, or threatening or abusive behaviour which is not directly
related to mental illness.

The decision to discharge in these circumstances will be made in discussion with
medical staff and the MDT.

4.6.5 Delayed Discharge

In some cases, there may be a delay in discharge taking place due to services in the
community being unable to meet identified needs. Patients will be designated as
“delayed discharge” only after the MDT assessment determines that the patient no
longer requires inpatient care and treatment.

Nursing teams will report this to the Delayed Discharge Co-ordinator. Midpark
Hospital follows Scottish Government standards in relation to delayed discharges.

4.7  CLINICAL NOTES AND COMMUNICATIONS

Clear and concise communication between hospital and community teams is central
to good patient care, facilitating joint decision making, and understanding roles and
responsibilities. The MDT process supports this approach, with CMHT / CLDT staff
maintaining contact with patients during admission.

During a patient’s stay in hospital, clinical information (case notes and electronic
records) will be accurately and timeously documented. All those involved in the
patient's care have responsibility to ensure they keep themselves up to date and
share relevant information. Local information sharing protocols will be followed.
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5 MONITORING

This policy will be monitored within the Governance structures of the Mental Health
Services Directorate, and will be subject to periodic review and revision.

6 EQUALITY AND DIVERSITY

NHS Dumfries & Galloway is committed to observing equality and diversity
requirements, defined by the Equality Act 2010 in terms of nine protected
characteristics: age, disability, transgender identity, marriage and civil partnership,
pregnancy and maternity, race, religion and belief, gender, and sexual orientation.
Care and treatment will be tailored to an individual patient's needs and
circumstances, and will take account of all the protected characteristics.

This policy has been subjected to Equality Impact Assessment.
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1. PURPOSE OF THIS DOCUMENT

The purpose of the Psychiatric Emergency Plan (PEP) is to provide
“procedures which would manage the transfer and detention process in a
manner which minimises distress, disturbance and risk for the patient and
others and which ensures as smooth and safe a transition as possible from
the site of the emergency to the appropriate treatment setting” Scottish
Executive - Mental Health (Care and Treatment) (Scotland) Act 2003
(hereafter referred to as “the Act”) - Code of Practice 2005.

This document aims to provide guidance for individuals and services on what
to do when dealing with a psychiatric emergency situation.

For the purposes of this plan, a definition needs to be clear and relevant in
both legal and layman’s terms. Therefore, the term “Psychiatric Emergency”
should be applied to any situation where someone is known (or thought) to be
experiencing an “emergency” associated with apparent Mental Disorder,
defined in the Act as “Mental Iliness (including Dementia), Personality
Disorder or Learning Disability, however caused or manifest”.

The “Emergency” element of the situation will be defined by the immediate
nature of the distress or disruption caused, and the need to secure care and/
or treatment for the person.

An individual patient, their carer, a member of staff from any agency or a
member of the public may identify a situation as a potential Psychiatric
Emergency and so refer to this plan for guidance on how to seek assessment
and support.

The PEP has been written in general terms with a “broad-brush” approach, to
be applicable to Dumfries and Galloway as a whole, however, adaptation may
be needed in some localities.

There is evidence that proactive care reduces crisis. Emphasis on
preventative approaches and robust accessible services to reduce the
likelihood of emergencies arising must be at the forefront of mental health
service provision.

Where alternatives to hospital admission are available, these must always be
considered, and practitioners should work with patients and carers to draw up
plans to help deal with crisis situations if they arise. However, there are times
when hospital admission is the safest and most appropriate option.

Admission to hospital is a rare event, but a stressful one. Many admissions
take place without incident, though in remote areas several agencies may
have to co-operate to ensure this. On occasions however, individual patients
present management problems which can threaten to overwhelm the
resources available within health and related services. This situation may
present risks to the patient, relatives, carers, staff and the community.
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Acutely distressed mentally ill people have access to good quality, prompt
community-based help. However, given the remote and rural nature of
Dumfries and Galloway, the available infrastructure may not enable the whole
journey to specialist care to be smooth in every case.

For further guidance on admission procedures, including young people under

the age of 16, or under the age of 18, please refer to the weblinks in the
additional resources section.
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2. PROCESS

This section sets out the basic processes and steps to be followed in the
event of a psychiatric emergency, where the patient requires admission to
Midpark Hospital.

The first section deals with patients from Accident & Emergency, and adult
general hospital wards.

2.1  Mental Health Liaison - Dumfries & Galloway Royal Infirmary

Mental Health Liaison is a shared responsibility between the Crisis
Assessment and Treatment Service (CATS Team) and the Sector/Duty
Psychiatric teams.

Liaison referrals fall into three main categories, which are outlined below:
2.2 Referrals from DGRI Accident & Emergency Department

During CATS Team operates 24 hours per day, 7 days per week, requests for
psychiatric assessment from A&E should be made by A&E staff directly to the
CATS Team. CATS staff on duty can be contacted via the hospital
switchboard, and referrals can be made verbally, followed by a fax to the
CATS Team base.

2.3 Referrals from DGRI Wards (1)

For people who have been admitted to one of the DGRI wards following an
episode of self harm or attempted suicide, and who are assessed as being
medically fit for discharge, request for psychiatric assessment will go directly
to the CATS Team as detailed above. CATS will aim to assess on the day of
referral, however, this may not always be possible, depending on clinical
priorities and demands on the service. .

It is important to note that people will usually be deemed appropriate for
psychiatric assessment once all other assessment, investigation and
treatment is complete, and the individual is deemed medically fit for
discharge, pending psychiatric assessment.

2.4  Referrals from DGRI Wards (2)

For people who have been admitted to DGRI wards for a medical or surgical
condition, and who subsequently present with mental health issues which may
require input from psychiatric services, DGRI staff should either refer the
mental health issue to the patient’'s GP to pursue after discharge or, if more
pressing, DGRI should refer in writing to the Sector Psychiatric Team, via
Midpark Hospital.
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Referral to the Sector Psychiatric team is usually done by completing the
referral template and faxing to (01387) 257 735 during office hours only. In
urgent situations, the Duty Psychiatrist may be contacted via DGRI
switchboard. It would be unusual for the CATS Team to become involved in
such cases, and if needed, the Duty/Sector Psychiatrist would request it.

2.5 Transfer to Midpark Hospital from DGRI

If, following assessment, it is agreed that transfer to Midpark Hospital is
indicated, DGRI staff will arrange that transfer according to current practice.
Where risks indicate the need for a nurse escort, this will be provided from the
nurse escort team at Midpark Hospital.

2.6  Psychiatric Place of Safety

A place of safety is defined in the Act to mean:

e A hospital.
e Premises which are used for the purpose of providing a care home
service.

e Other suitable place (other than a police station) the occupier of which
is willing temporarily to receive a mentally disordered person.

A comprehensive risk assessment will be carried out to ascertain the most
appropriate place for the assessment to be completed.

In some situations, it may be necessary to move the person from their current
location to an alternative “safe place” or designated place of safety until
hospital admission can be arranged.

The designated places of safety for Dumfries and Galloway are:

Dumfries / Nithsdale / Stewartry / Annandale & Eskdale —
A&E Department, DGRI, Bankend Road, Dumfries, Tel: 01387 244000

Wigtownshire —
A&E Department, Galloway Community Hospital, Tel: 01776 707707

There may be exceptional circumstances where the above places of safety
are deemed inappropriate (for example a patient who is violent or known to
have a history of significant violence) in which case advice should be sought
from medical staff and the police, as appropriate.

In any situation where the police are involved, police officers may exercise
their own powers according to the situation, and may decide that removal to a
police station for assessment by a medical practitioner is the most appropriate
option.
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To avoid delays in psychiatric assessment, the psychiatric team should be
involved as early as possible when someone with significant mental health
problems is brought to A&E by the police.

In such cases, whilst notifying A&E that someone requires a place of safety
for assessment, the police will contact the CATS Team during CATS working
hours or duty psychiatrist at other times. This call is not a referral but allows
CATS or duty psychiatrist to attend A&E as soon as possible after the
patient’s referral by A&E staff. A&E staff will notify the psychiatric team when
they have completed their initial assessment when they believe referral for
psychiatric assessment is warranted.

There will be times when A&E carries out its initial assessment and this is
itself sufficient. In such cases, A&E staff can notify CATS or duty psychiatrist
that their involvement is not required.

2.7 Assessment (including risk assessment)

Whenever possible, attempts to access the person’s records will be made, to
ascertain whether they are known to the service, and if a recent assessment
is recorded.

This may be available electronically if the person is known to local Mental
Health Service. Community Mental Health Teams (CMHTS) can access this
information during office hours and the Admission Wards at Midpark and
CATS have additional access outwith these hours.

In many situations the Police, Criminal Justice, NHS24 and West of Scotland
Social Work Standby may be able to provide additional information around the
issues of risk.

In all situations, the following points should be considered in identifying
potential risk, but this list is not exhaustive:

Does the person appear to be under the influence of drink or drugs?
Do the person and/or his/her family have a history of violence?
Does the person have a history of carrying weapons?

Is the person expressing intent to harm you or others?

Are there signs of anger or frustration?

Is the person displaying sexually inappropriate behaviour?

Does the person have a history of dangerous impulsive acts?
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Does the person have any physical illness that could be contributing to their
presentation?

In all cases, staff should refer to their own agency’s policies and guidelines
relating to risk management and personal safety.

Where admission to Midpark Hospital is required, the sector psychiatrist or the
local CMHT/CATS team will be contacted. Ward staff will advise on the
availability of admission beds.

2.8 Contacting the receiving ward

When contact is made with the receiving ward, a series of questions will be
asked. The information will help inform the nurse escort of the patient’s
immediate needs and what the escort should expect and prepare for.

For example, you may be asked:

Name & Locus of patient, including postcode.

Specify that request is for the admission of patient.

Details of any medication that has been administered by CPN / Medical Staff.

Relevant details in patient’s risk assessment e.g. history of violence.

Whether patient has been subject to detention under the Act or other forms of
compulsion.

Where appropriate, the identification of the named person or advance
statement.

2.9 Transport

Where a decision is made to admit an individual as a matter of urgency, in
most cases, it is highly likely that a nurse escort will be required. Risk
assessments will include consideration of the risks associated with transport
of that person to hospital.

In most cases, where someone is assessed as requiring immediate admission
to Midpark Hospital, this is likely to be under detention of the Act. Risks must
also take cogniscence of journey times, the individual's ability to give consent
to admission, and the possibility that they may well withdraw that consent at
any point in the admission process.

Having said that, in exceptional cases, when an urgent, informal admission to
Midpark is being arranged, and when the assessed risk identify no need for a
nurse escort, or ambulance ,the following alternative means of transport
should be considered:
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Ask the person’s nearest relative/named person/appropriate other to provide
transport.

Taxi firm (firm will have existing contract with Health Board).

Community staff vehicles.

Request Ambulance Transport (see section 2.11 for further detail)

2.10 The Nurse Escort (Under Review)

The nurse in charge of coordinating the escort will contact the staff
responsible for providing a nurse escort for that day / evening. He/she will
also ensure that appropriate information has been shared, all appropriate
documentation and equipment are available and, once the escort team has
arrived, contact the appointed taxi firm to transport the team to the agreed
rendezvous point.

2.11 Organising an Ambulance

When the nurse escort arrives at the rendezvous point and when the nurse
escort is satisfied that the patient is ready for transport, escort nurses will
contact the Scottish Ambulance Service by telephoning either of these
numbers:

0845 602 3999 / 999
The Ambulance Control Centre (ACC) will ask a series of questions.

If the patient has been detained under the Mental Health Act and needs an
ambulance immediately, staff should ask for an “emergency response”. This
should ensure an ambulance within a 19 minute time frame (Category B)

If the patient is voluntary and requires an urgent admission to hospital, this
must be explained to the control room. This will be dealt with as an urgent
response and an ambulance will be available in 1-2 hours. If the patient’s
condition deteriorates, and the risks increase, the nurse should call 999 to
escalate the required response from the Scottish Ambulance Service.

It is recognised that psychiatric emergencies can change rapidly, and the
patient’'s condition may deteriorate in a short period of time. If the patient’s
legal status has to change from voluntary to compulsory, ACC should be
contacted and the ambulance status will be escalated to Category B.

An ambulance response may change if a Category A call comes into the
control room. This response is likely if there has been a major incident or a
serious Road Traffic Crash in the region. All requests for ambulances will be
revised and re-arranged when this happens, and ACC will contact the nurse
escort if this occurs.

This arrangement has been agreed with ACC.
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2.12 Named Person or Advance Statement

Details of the Named Person should be held by several agencies/people to
ensure that if the patient is ever in a situation of being unable to consent to
care and treatment, then all those involved will know how to find details of the
Named Person.

If the patient has not nominated a Named Person, the Act states that the role
of Named Person will fall to the primary carer, provided they are over 16 years
of age. If they are unwilling to take on the role, then it will fall to the nearest
relative.

Access to details of any Advance Statement and Named Person information
can be obtained from:

Mental Health Act Administrator, Midpark Hospital, Dumfries 01387
244 101 or found in eCasenote (under patient preferences)

The generic mental health integrated care pathway aims to provide a
consistent evidence based approach to all people who receive support form
specialist mental health services. This includes ensuring that every person in
contact with CMHTs has an identified key worker, a written plan of care and
arrangements in place to review their plan of care on a regular basis. Part of
the ICP requires key workers to discuss and document, when appropriate,
what steps should be taken when an emergency arises. This is done with the
agreement of the patient or carer when appropriate.

For practitioners who have access to CMHT records at the time of dealing
with an emergency situation, reference should be made to crisis plans
whenever possible and where available

2.13 Mental Health (Care & Treatment) (Scotland) Act 2003

It may be necessary to detain an individual under the Act. In

situations of urgency, this will normally be in the form of an Emergency
Detention Certificate, to detain the patient in either DGRI or Midpark Hospital,
or to transfer them to hospital.

For further information, please refer to Mental Health Act Guidelines for
Ward Staff (weblink)

2.14 Physical Interventions
Any form of physical intervention / restraint must be carried out only by those
staff who have undergone conflict management training. Staff are also

required to familiarise themselves with Conflict Management Policy and
Procedures for further information.
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2.15 Sedative Medication Use in Mental Health

Psychiatric Medical Staff from the Mental Health Directorate will complete a
prescription for the use of sedative medication, on the agreed prescribing
kardex. The detaining GP will be asked to provide their assessment and
recommendations to Psychiatric Medical Staff, this discussion will inform
prescribing decisions, and will be recorded appropriately. Prescription sheets
should be kept with both the community teams, and the nurse escort.Further
advice on sedation can be provided via the Lead Clinical Pharmacist

2.16 Information Sharing

Effective communication is vital when dealing with high risk situations such as
psychiatric emergencies. However, staff must always balance the need to
share information with the expectation of confidentiality for patients.

For the purposes of the PEP, the 7 Caldicott (2) Principles should be adhered
to. These are:

Justify the purpose for using confidential information.

Only use when absolutely necessary.

Use the minimum that is required.

Access should be on a strict need to know basis.

Everyone must understand his or her responsibilities.

Understand and comply with the law.

The duty to share as well as the need to protect.

The joint information sharing protocol and practitioner guide between NHS
Dumfries & Galloway, Police Scotland, and Dumfries & Galloway Council
(September 2009) gives further guidance on good practice.

3. ROLES AND RESPONSIBILITIES

The following outlines the role of individuals / services with regard to
emergency situations.

3.1  General Practitioners (GPs)
The GP will normally be the first point of contact in emergency

situations and will be responsible for carrying out the initial assessment.
The GP in attendance is also responsible for:
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Where possible coordinating the time and place of the assessment with
the necessary parties.

Requesting police presence if that is necessary, and supplying the
police with details that enable them to assess the level of response that
will be necessary to ensure the safety of all concerned.

Examining the patient, to assess the nature and seriousness of any
mental disorder, and to ascertain the need for further assessment or
treatment in hospital.

Confirming transport arrangements.

Ensuring that all parties are briefed before and after the assessment.
Liaising with others involved in the assessment and making a medical
recommendation where appropriate.

Completing the necessary Mental Health Act forms.

Making arrangements for the patient to be escorted if required, and
handing over forms to the escort.

Arranging a hospital bed where needed.

GPs are responsible for discussing the assessment and
recommendations with Psychiatric Medical Staff to inform prescribing
decisions (see under sedative medication, Sec 2.15).

3.2  Psychiatrists - Approved Medical Practitioners / Responsible
Medical Officers

Approved Medical Practitioners (AMPs) are specially trained doctors with
experience in the diagnosis and management of mental disorder, and have
specific powers under the Act. They will usually be consultant psychiatrists,
although higher trainees in psychiatry will usually be approved, as will some
other doctors with specific training.

Responsible Medical Officers (RMOs) are appointed by hospital managers for
patients who are subject to the Act, and will be AMPs. Following admission
under an emergency detention, it is the duty of the hospital managers to
appoint an RMO and to arrange for AMP assessment as soon as practicable.
3.3 Community Mental Health Teams

During office hours, the CMHTSs are responsible for:

Acting as an access point for referrals to psychiatric services.

This includes urgent referrals where admission to psychiatric hospital may be
requested.
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Arranging appropriate assessment by a member of the team (including
nursing, medical and MHO assessments).

Arranging hospital admission if deemed necessary following assessment.

Liaising with other personnel regarding transport and nurse escort
arrangements when necessary.

The IN OFFICE HOURS contact numbers for CMHTs in Dumfries and
Galloway are:

Annandale and Eskdale CMHT (Adult), 01461 633 291

Annandale and Eskdale CMHT (Older People), 01461 633 291

Dumfries and Nithsdale CMHT (Adult), 01387 244 442/3

Dumfries and Nithsdale CMHT (Older People), 01387 244 428

Stewartry CMHT (Adult), 01556 505 721

Stewartry CMHT (Older People), 01556 505 721

Wigtownshire CMHT, Stranraer, (Adult), 01776 889 300

Wigtownshire CMHT, Stranraer, (Older People), 01776 889 300

3.3 Crisis Assessment and Treatment Service (CATS)

The CATS team provides crisis assessments and home based treatment for
patients in psychiatric “crisis” situations, offering intensive home-based
treatment as an alternative to hospital admission. Intervention by the CATS
team should always be considered in crisis situations as this may provide the
least restrictive alternative appropriate to manage the clinical situation safely,
and alleviate the crisis to the point that hospital admission is no longer
necessary.

CATS team 01387 246 246

In-hours in Wigtownshire, the CATS team can be contacted via Wigtownshire
CMHT on 01776 889 300

Out of Hours 01387 246246

3.4  Mental Health Officers (MHOs)

Considering the medical assessment, ensuring detention is lawful, and
making sure that appropriate forms are completed correctly.

Seeking the least restrictive viable and available care plan that is safe in
the clinical situation.

Ensuring the welfare of the patient, whether detained or not.
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Ensuring the welfare of any carer / dependent.

In discussion with, and with consent of, the patient, ensuring that their
Carer or Named Person / Nearest Relative has been informed.

Security and protection of property and premises.
Arranging short term care of any children or pets.

In emergency situations, where detention is required, the MHO should be
contacted to assess whether detention is lawful and appropriate, and to give
consent where relevant. Unless impracticable, the consent of an MHO must
be sought in the granting of an Emergency Detention Certificate. Without
MHO consent, a Short Term Detention certificate cannot be granted.
During office hours, access to an MHO should be via the local CMHT in the
first instance. If an MHO is not available from the CMHT, the Duty MHO
manager should be contacted via:

Adult Social Work contact line, 030 33 33 3001
who will connect onto the duty MHO

The CMHTs will hold a list of duty MHOs and Duty Manager.

Outwith office hours an MHO can be accessed via the West of Scotland
Social Work Stand-by Service, 0141 305 6706 / 305 6930

3.5 Police
Police Scotland are responsible for:
Taking details of the call from the detaining doctor or MHO.

Ensuring that a supervising officer, preferably the Duty Inspector, is
made aware of the incident.

Ensuring that where at all possible, an appropriate officer attends, or
participates in, any joint risk assessment and / or briefing.

Ensuring that an appropriate police presence is allocated to arrive at the
requested address, or briefing location, if at all possible, at the
requested time.

Taking necessary action, including the use of physical restraint, with a
view to effecting the admission in as peaceful a way as possible whilst
striving to ensure the safety of all concerned - in doing so, will liaise with
the ambulance crew, the detaining doctor or MHO over the method and
timing of assistance, particularly where violence is expected.
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In certain circumstances, travelling as an escort (to the patient) in the
ambulance, and where it is considered necessary, transporting the
patient in a police vehicle.

At the conclusion of any such incident, discussing with other
professionals involved in the incident, any concerns of the police.
Negotiation with staff coordinating the situation, to transport the patient
directly to IPCU if required.

3.6  Scottish Ambulance Service

Scottish  Ambulance Service Qualified Ambulance Technicians
Paramedics in Attendance are responsible for:

Co-operating with the request of the detaining doctor or MHO over the
method and timing of assistance.

Co-operating with others present at the assessment, including the
MHO, doctors and the police.

Contributing to the care and physical well-being of the patient (and
others present) by conducting an assessment of any other relevant or
significant illness or injury.

Making a record of the call to the patient, including information given by
the MHO regarding any medication the patient is using.

Passing information to the hospital on their arrival.

Requesting police assistance if required.

and

Currently, mental health is one of the NHS Priority Clinical conditions and
therefore takes priority over other ambulance requests, other than those
deemed to be life threatening. Calls from the Mental Health Service will be

dealt with as described under Section 2.6 of this document.
3.7 Nurse Escort (Currently Under Review)

- Planning and co-ordination of the safe uplift of patient.

- Ensuring all documentation is correct before leaving the scene.

- Contacting Ambulance control to arrange ambulance.

- Accompanying the patient to hospital.

- Ensuring that detention papers are given to hospital staff.

- Assisting the patient and explaining events to him or her.

- Ensuring sedative medication given/monitored, where applicable.
- Passing all relevant information to the ward staff on arrival.

Currently the nurse escort service is provided from Midpark Hospital in
Dumfries. To arrange a nurse escort team, contact the receiving admission

ward:
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Nithsdale Ward, 01387 244 162

Ettrick Ward, 01387 244 156

Glencairn Ward, 01387 244 160

Cree Ward, 01387 244 151

Hospital telephonist on 01387 244 000

4. GOVERNANCE ARRANGEMENTS
4.1  Audit / Monitoring

The PEP will require ongoing development and update in accordance with
local service changes as well as central guidance or legislative requirements.

Any issues arising from implementation of the PEP and related guidance
should be directed to the General Manager for appropriate action. Relevant
operational issues will be dealt with via the appropriate business route.

The Mental Health Clinical Governance Group will have overall responsibility
for ongoing monitoring and analysis of critical incidents arising from
implementation of the PEP.

Any adverse incidents should be documented on the electronic DATIX system
on the NHS D&G Intranet Homepage. For Health staff, if there are issues
around transportation, these will be discussed at the quarterly Ambulance
Liaison Committee meetings.

4.2  Staff Governance

The arrangements regarding working time considerations and payments have
been negotiated and agreed within the local teams and these are compliant
with current pay and conditions.

4.3 Training / Awareness

All staff involved in escorting detained patients will be able to demonstrate
competence in (or will undertake training in) the following:

Mandatory training is highlighted as 'M'

Management of aggression and violence, including control and restraint ('M’).
Use of appropriate medication in a psychiatric emergency.

Anaphylaxis.

CPR ('M").

First Aid.
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Safe escort of detained patients.

Significant Event Analysis.

Mental Health legislation.

A register of training will be kept and updated accordingly by the appropriate
line managers.

4.4 Flowcharts

These flowcharts are not intended to cover every eventuality and act purely as
a guide to the main steps that should be taken.

Individual situations will vary in practice, and professional judgment and
decision making according to the immediate circumstance and assessment of
risk will be crucial.

Flowchart 1 - Mentally Disordered Person: Entry To Premises Where Access
Has Been Denied

Flowchart 2 — Removal From Public Place To A Place Of Safety
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Mentally Disordered Person: Entry To Premises where access has been denied

Individual causing disturbance and refusing police entry, and
believed to have mental disorder

A 4

Police contact mental health services for information and
guidance

A 4

If entry to premises is required. MHO will apply to Justice of the
Peace or Sheriff for Warrant

Warrant granted and executed

A 4

Person found to be mentally disordered and requiring admission

to Midpark
v v
Voluntary Compulsory
admission admission

A 4

Detained. Warrant
required to remove
from private
premises to Midpark
Hospital

Arrange transport: Refer to
PEP. Transport
arrangements will be
based on assessed levels
of risk

\ 4
A

A

Admit to
Midpark
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Removal From A Public Place To Place of Safety

Person appears to be mentally disordered and in need of
care and treatment

4

In the interest of person or protection of others-place of
safety required

4

Police invoke Sec297/298 (Mental Health Act) to place of
safety for assessment. Police alert CATS to possible
CATS intervention

A

Accident & Emergency assess for any medical issues that
may be contributing to presentation

4

Decision between police and A&E made regarding next
steps. Agreement made which agency is responsible for
next steps

A

If Crisis and Assessment Service/Liaison assessment
required, Accident&Emergency will arrange

A

Crisis Assessment Service/Liaison identify need for
Midpark admission or ongoing community follow up
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Appendix 1 - Demographics
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Dumfries and Galloway is the third largest region in Scotland, covering 2,380
square miles. In the 2001 Census the population was 147,765.

The region is divided into 4 main localities — Nithsdale (Upper and Lower),
Annandale & Eskdale, Stewartry, and Wigtownshire.

Each locality has its own individual characteristics in terms of geography,
clusters of population, service provision, and availability of resources.

With regard to the Psychiatric Emergency Plan, Wigtownshire has

particular individual requirements due to its

remote and rural location, and its geographical distance from psychiatric
inpatient services in particular. For these reasons, specific reference is made
to Wigtownshire in some sections of this document.

The largest town in the region is Dumfries with a population of 32,136, next is
Stranraer with 11,348 people and then Annan with 8,930. All other villages
and towns have a population of 4,000 or less. There are about 60 people for
every square mile, which is significantly lower than the Scottish average of
168 people for every square mile and reflects the sparsely populated rural
areas of the region.

About 60,000 people in Dumfries and Galloway are employed, either full time
or part time, with around 15,000 people employed by the local authority and
health board. Industries like agriculture, forestry and fishing are highly
represented in the region’s total workforce. Unemployment levels in the
region are the lowest for 20 years and are now 0.5% below the Scottish
average although there are still pockets of high unemployment in some areas
of the region.
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The number of young people in the region is falling as many people move out
of the area to find work, and the number of elderly people is increasing. This
means that there are fewer people of working age in the area. Dumfries and
Galloway has a low-wage economy: 9% below the Scottish average and 17%
below the UK national average. Many people who live in the region depend
on benefits, and we need to tackle poverty wherever it exists. .

Health improvement and health care are delivered to high standards in
Dumfries and Galloway, but changing demands on the service mean that we
will need to develop new approaches to maintain and improve the health of
our communities.

Acute mental health in-patient services are provided at Midpark Hospital in
Dumfries, and intermediate and longer term care for older people is provided
in various units across the region. There are two in-patient rehabilitation units
based in Dumfries and adult and older people’s day hospitals, also in
Dumfries.

There are 5 community mental health teams for adults and 4 community
mental health teams for older people. These CMHTSs are based in Dumfries,
Castle Douglas, Annan and Stranraer. A Crisis Assessment

and Treatment Service (CATS) works across Dumfries & Galloway, with its
Wigtownshire element focused on GP working hours, but extended days and
weekends at the main Dumfries base.

In addition to the statutory services described above, a range of non-statutory
vocational and day services is provided in various parts of the region.

Wigtownshire

Wigtownshire is the most westerly part of Dumfries and Galloway, with
Stranraer 75 miles from Dumfries where Midpark Hospital is situated.
Wigtownshire is mainly rural but with larger settlements at Stranraer and
Newton Stewart. It is characterised by geographical isolation from other
centres of population. The locality has a population of under 29,000 and
accounts for 20% of the total population of Dumfries and Galloway.

Stranraer is the largest town in the locality with a population of 11,348 and

has pockets of multiple deprivation similar in severity to inner city areas.

There is a transient population of holiday-makers and travellers which results
in the population of Wigtownshire increasing significantly during summer.
Occasionally these visitors require input from Mental Health Services.

In Wigtownshire, mental health care is delivered by specialist Community

Mental Health Teams, Primary Care services and a range of community
based statutory and non-statutory agencies.
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Appendix 2 — Abbreviations & Definitions

A&E

Accident and Emergency

ACC

Ambulance Control Centre
The Scottish Ambulance Service control room at which
all emergency and urgent calls are received.

Advance Statement

Section 275 (Mental Health (Care & Treatment)
(Scotland) Act 2003. A written, witnessed document
made when the patient is well, setting out how he or
she would prefer to be treated (or not treated) if they
were to become ill in the future. The Tribunal and any
doctor treating the patient must have regard to the
advance statement. They must send the Commission
a written record of the ways they have worked with
these instructions and, if the advance statement is not
followed, the reasons why.

Ambulance Calls

Emergency - require an immediate response. The vast
majority of these calls result from 999 calls. Calls
received from the control rooms of other emergency
services are also included in this category.

Urgent - require a response within a specific time.
These normally come from the detaining doctor or
other professionals who have arranged admission for
their patient and the time arranged is normally the time
of admission into hospital.

AMP

Approved Medical Practitioner

Section 22 (Mental Health (Care & Treatment)
(Scotland) Act 2003). A medical practitioner who has
been approved by an NHS Board or by the State
Hospitals Board for Scotland as having special
experience in the diagnosis and treatment of mental
disorder. An approved medical practitioner will often
be a consultant psychiatrist. Only an approved
medical practitioner can grant a short-term detention
certificate, and at least one of the two mental health
reports forming part of a compulsory treatment order
application must be provided by an approved medical
practitioner.

Carer

A person, perhaps a partner, relative, friend or
neighbour who is looking after another individual who
has care needs because of illness or frailty.

CATS

Crisis Assessment & Treatment Service

A local service providing crisis assessment and
intensive home based treatment as an alternative to
hospital admission.

CMHT

Community Mental Health Team

A multi-disciplinary team providing care, treatment and
support to the patient while he/she is in receipt of
mental health services. It would be expected that the
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team would be made up of, where appropriate and
relevant, medical practitioners, a Mental Health Officer
and other social workers, community psychiatric
nurses, psychologists, occupational therapists etc.

CPA

Care Programme Approach

CPN

Community Psychiatric Nurse

A registered mental health nurse who contributes to
the care and treatment of individuals with mental
health difficulties in a community setting. Their primary
role is the assessment, planning and implementation of
individualised support programmes to meet the mental
healthcare needs of those individuals within their
allocated caseload. Central to their work is liaison with
other health and social care professionals and other
relevant agencies involved with the individuals within
their caseload.

CPR

Cardio Pulmonary Resuscitation

CTO

Compulsory Treatment Order

Designated Medical
Practitioner

Section 233 (Mental Health (Care & Treatment)
(Scotland) Act 2003). An appropriately qualified and
experienced medical practitioner who is appointed by
the Mental Welfare Commission to provide a second
medical opinion with respect to certain medical
treatments being given under Part 16 of the Act.

Detaining Doctor

Doctor taking responsibility for determining that a
patient requires detention under the Mental Health
(Care & Treatment) (Scotland) Act 2003. This can be
any registered medical practitioner for an Emergency
Detention Certificate, but must be an Approved
Medical Practitioner (AMP) for other forms of
compulsion (including short-term detention certificate).

DGRI Dumfries & Galloway Royal Infirmary
EDC Emergency Detention Certificate
Section 36(1) (Mental Health (Care & Treatment)
(Scotland) Act 2003). A certificate that allows transfer
to hospital within 72 hours, and then detention in
hospital for up to 72 hours from the time of admission.
EMI Elderly Mentally IlI
ETA Expected Time of Arrival
Framework-i Social Services information system
GP General Practitioner
A fully registered medical practitioner providing primary
care services within a community-based practice.
Independent Section 259 (Mental Health (Care & Treatment)
Advocacy Worker (Scotland) Act 2003). Person who enables the patient

to express their views about the decisions being made
about their care and treatment by being a voice for the
patient and encouraging them to speak out for
themselves (advocating for the patient). An
independent advocacy worker is employed by an
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advocacy organisation which is not directly funded or
run by the NHS Board or local authority. All people
with mental disorder have a right to independent
advocacy, not only those subject to compulsory
measures.

ICPathways Mental Health information system
ICPP Integrated Care Planning Process
A local policy outlining a process for care planning and
review of all specialist mental health service users
IPCU Intensive Psychiatric Care Unit

Mental Disorder

Any mental iliness, personality disorder or learning
disability however caused or manifest; and cognate
expressions shall be construed accordingly. A person
is not mentally disordered by reason only of any of the
following: sexual orientation, sexual deviancy, trans-
sexualism, transvestism, dependence on or use of
alcohol or drugs, behaviour that causes or is likely to
cause harassment, alarm or distress to another
person, or acting as no prudent person would act.

MAPPA Multi Agency Public Protection Arrangements

MH Mental Health

MHA Mental Health Act
[Mental Health (Care & Treatment) (Scotland) Act
2003]

MHA Mental Health Association

MHMG Mental Health Management Group

MHO Mental Health Officer

Section 32 (Mental Health (Care & Treatment)
(Scotland) Act 2003). Officers of the local authority
(Social Workers) who meet certain requirements on
qualifications, training, experience and competence
with respect to persons with mental disorder.

Named Person

Section 250 (Mental Health (Care & Treatment)
(Scotland) Act 2003). A named person is someone
nominated by a person in accordance with the
provisions of the Act to support them and protect their
interests. The named person is entitled to receive
certain information about the person and to act on
behalf of the person in certain circumstances and at
certain times set out in the Act.

Nearest Relative

There are occasions in the Act where the nearest
relative is given information about a person coming
under the provision of the Act such as when a person
is removed to a place of safety. Section 254 (Mental
Health (Care & Treatment) (Scotland) Act 2003) sets
out a list of the people who will be considered in
identifying a person's nearest relative.

NHS

National Health Service

SIM

Support in Mind
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A national mental health voluntary organisation and
charity (formerly known as the National Schizophrenia
Fellowship).

Nurses’ Holding
Power

Section 299 (Mental Health (Care & Treatment)
(Scotland) Act 2003). A power that can be exercised
by nurses 'of a prescribed class' to detain a patient for
up to two hours, while awaiting a medical examination,
and for up to one hour to allow medical examination.

Patient

In this document the term 'patient’ is used as
equivalent to client, user, or other term which may be
used to describe the person who is being assessed as
possibly requiring detention.

Place of Safety

Section 300 (Mental Health (Care & Treatment)
(Scotland) Act 2003) defines a place of safety as a
hospital, premises which are used to provide a care
home service, or any other suitable place (other than a
police station) where the occupier is willing to
temporarily receive a person with mental disorder.
However, if no place of safety is available, a police
officer may remove a person to a police station, which
should then be treated as a place of safety for the
purposes of the person's detention.

PEP

Psychiatric Emergency Plan

RMN

Registered Mental Nurse

A qualified nurse, under part 3 of the register of the
Nursing and Midwifery Council, who specialises in the
provision of care for people with mental health
problems.

Removal Order

Section 293(1) (Mental Health (Care & Treatment)
(Scotland) Act 2003). An order granted by a Sheriff or
a Justice of the Peace. It authorises certain persons to
enter the premises of an individual at risk in order to
remove them to a place of safety.

RMO

Responsible Medical Officer

Section 230 (Mental Health (Care & Treatment)
(Scotland) Act 2003). A fully registered medical
practitioner who must be an Approved Medical
Practitioner who is appointed by hospital managers.

SAS

Scottish Ambulance Service

Specialty Registrar

A fully registered medical practitioner working within a
medical speciality as part of their ongoing training.

SSA

Single Shared Assessment

STDC

Short Term Detention Certificate

Section 44(1) (Mental Health (Care & Treatment)
(Scotland) Act 2003). This is a certificate subject to
strict criteria. It authorises the detention of a person in
hospital for a period of up to 28 days.

Social Worker

An officer of the local authority who has achieved
appropriate qualifications and experience in the
assessment and delivery of social care needs.
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SwW Social Work
SWS Social Work Services
the Act Mental Health (Care & Treatment) (Scotland) Act 2003

the Mental Health
Act

Mental Health (Care & Treatment) (Scotland) Act 2003
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Managing Acutely disturbed or violent

Monitoring

After parenteral drugs administration monitor:

Management of problems occurring during rapid tranquillisation:

Problem

Remedial Measures:

Acute dystonias (including
oculogyric crises)

Give procyclidine 5-10mg IM or IV

Temperature
Pulse
Blood pressure
Respiratory rate

Every 10 minutes for 1 hour,
then half-hourly until patient is
ambulatory

If patient is comatose also monitor:

Reduced respiratory rate
<10/ minute
or oxygen saturation <90%

Give flumazenil if benzodiazepine-induced

Initially 200mcg IV over 15 seconds — if required level of
consciousness not achieved after 60 seconds then:

Subsequent dose: 100mcg over 10 seconds, repeated
after 60 seconds if necessary.

Maximum dose: 1mg in 24 hours
(one initial dose and eight subsequent doses)

Monitor respiration until rate returns to baseline level.

If induced by other agent patient will require mechanical
ventilation — arrange transfer to ITU D&GRI immediately.

Oxygen saturation
(By pulse oximetry if available)
continuously until ambulatory.

Irregular or slow (<50 /
min) pulse

Refer to specialist medical care immediately

27

Fall in blood pressure
(Orthostatic or <50mmHg
diastolic)

Lie patient flat, raise legs if possible
Monitor closely

Increased temperature

Withhold antipsychotics
- Risk of NMS and perhaps arrhythmias
- Monitor closely
- Cool patient
- Refer to ITU if continued or any other signs of NMS:

Sweating
Hypertension or fluctuating BP
Tachycardia
Incontinence / retention / obstruction
Muscular rigidity (may be confined to head and neck)
Confusion, agitation / altered consciousness




Consider non-drug measures:
talking down, distraction, time
out, seclusion.

Management of acutely disturbed patients ||

See written guidelines

y

Is patient
accepting

medication?

Yes

lNo

\ 4

Offer ORAL lorazepam 2mg &/or
Haloperidol 10mg

Or if patient accepts and clinically
indicated IM doses as below

Consider starting or

AIM: to reduce suffering for the patient
psychological

self harm

Reduce harm to others by
maintaining a safe environment

Do no harm.

increasing regular oral
—x medication.

From this point onwards consider:

Review diagnosis

Reviewing patients legal status
Consulting a senior colleague

Patient refuses and non-voluntary treatment required

Follow Trust guidance on

Starting / increasing regular

v

!

Patient antipsychotic naive
or medication unknown, or
know cardiac disease.

benzodiazepines

Patient taking regular

detention &/or restraint antipsychotics
. . . \ 4
Patient on antipsychotics Sationt

&/or benzodiazepines

|

il

!

Haloperidol 10mg IM

before use

Lorazepam 2mg IM
Give over 2-3 minutes
Dilute 1:1 with water for
injection or 0.9%NacCl

Give over 2-3 minutes

Haloperidol 10mg IM
&

Lorazepam 2mg IM

v

Take care injecting a
struggling patient: IV bolus
may be the result

Administer at the same time in

different syringes over 2-3
minutes.

A 4

y

e NOT ANTIPSYCHOTIC NAIVE
Detained under MH(S)A
Not already receiving adequate

regular antipsychotics

!

Clopixol acuphase deep IM

50 — 150mg
Repeat if necessary after 2-3 days.

Reassess every 30 minutes — If still in need of urgent tranquilisation after 3-4 hours repeat doses if necessary
to maximum 3 times.
If lorazepam used alone initially, consider adding haloperidol if insufficient sedation achieved.
Ensure patient is assessed when medications reach peak levels:

Haloperidol (im) onset of action 1-2 hours peak at approx. 4 hours

Lorazepam (im) onset of action 10 - 30 min. peak at 60-90 mins

SEE MONITORING
GUIDELINES.

A

y

|

No response

JResponse

A

y

(Re)commence oral antipsychotics
Or
Clopixol Acuphase as above

Seek advice from Consultant or Specialist Registrar

NB: Elderly and
physically ill should
receive reduced
doses: Y2 to Y4 of those
noted here.




Additional Resources

Child And Adolescent Mental Health Service Operational Policy On The
Admission Of Young People Under 18 To Adult Mental Health Wards In
Midpark

S:\Community Mental Health Shared Area\Mental Health
Development\Community Mental Health Nurse Manager\policies\Child and
Adolescent Mental Health Service Admission of Young People to Midpark.doc

ICP Flowchart For Under 16s Presenting At DGRI With Mental lliness,
Deliberate Self Harm Or Overdose

Mental Health Act: Guidelines For DGRI Ward Staff

S:\Community Mental Health Shared Area\Mental Health
Development\Community Mental Health Nurse Manager\Mental Health Act
Guidelines\MHA GUIDELINES FOR DGRI WARD STAFF.pdf

Joint Information Sharing Protocol
Joint Information Sharing Practitioner Guidance

DATIX (NHS Adverse Incident Reporting System)
http://hippo.citrix.dghealth.scot.nhs.uk/sorce/Pages2013/landing-datix-

New.asp

Management of Aggression and Violence Policy
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1. Scope and Aim

1.1 In order to provide person centred care and treatment to individuals who are admitted
to Midpark Hospital who reside outwith Dumfries and Galloway, this guideline was developed
to advise healthcare professionals on standards of care and treatment, responsibilities and
expected timescales for assessment and treatment. It will also provide a framework to assist
healthcare professionals in planning care and, if applicable, transfer to the patient’s home
area service.

1.2  Anout of area patient is a patient who resides (i.e. has a permanent address or
tenancy, or has no address but until recently had a permanent address or tenancy) in a
location outwith Dumfries and Galloway.

1.3  Each case should be explored on an individual basis to identify the patient’s wishes
(including their preferred care provider) and reasons for them. These wishes or requests will
be taken account of in planning care of the individual. There may be situations which make
treatment of an out of area patient in Dumfries and Galloway appropriate.

1.4  For the purpose of this guideline, patients will be classed as “sector” (i.e. Dumfries
and Galloway resident) and “non-sector” (i.e. residing out of area) patients.

1.5 Best practice statements advise that patients should be treated in their home locality
wherever possible. This allows patients to retain networks of social support, and facilitates
coordination of in-patient and community care planning and provision. Out of area care can
disadvantage patients by isolating them from family and friends, and complicating access to
their local community support. Provision of care and treatment by the patient’s sector
service is likely to be less restrictive, encourage carer participation, and allow patients to be
considered for pass with relatively easy access back to in-patient care if needed.

2. Principles

2.1  Ensure patients have a positive experience during their stay in hospital.

2.2  Provide a person-centred, safe and effective approach to care and treatment.
2.3  Reduce risk to patient and organisation

2.4  Maximise adherence to the Millan principles which form the basis of the Mental Health
(Care & Treatment) (Scotland) Act 2003.

3. Legal Framework

3.1 This guideline takes account of legal frameworks such as the Mental Health (Care &
Treatment) (Scotland) Act 2003 and its Regulations and Codes of Practice, and other
relevant legislation. Within this framework, the guideline supports general guidance on best
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practice and local standards, and encourages reflective, collaborative decision-making in the
planning patient care.

4. Referrals

4.1  As Midpark Hospital covers a large geographical area with a dispersed population,
demand for beds within the sector can be high at times. The distance from other services
within Scottish Jurisdiction is substantial and makes accessing other hospitals difficult for our
service and our patients. In addition, Dumfries and Galloway is a tourist destination leading
to significant seasonal fluctuations in temporary residents. Therefore, Midpark Hospital will
not normally accept non-sector patients unless there are exceptional circumstances.

4.2 Bed Request (non-sector patient)

Requests for bed availability from other services to accommodate patients who do not
reside in Dumfries and Galloway should be passed to the In-patient Service Manager, or a
Senior Charge Nurse or Charge Nurse. Out of hours, the senior nurse on call should
respond to these requests. Appendix B demonstrates the process.

4.3 Bed Request (sector patient presenting in another catchment area)

Requests for bed availability for patients normally resident in Dumfries and Galloway who
have presented to services elsewhere should be handled as follows:

e Ensure the patient’'s catchment ward staff handle the call initially.

¢ Nurse in charge of ward to establish current location of patient (ensure place of
safety), current mental state and risk assessment.

e Nurse in charge to communicate any relevant information relating to patient including
previous risk.

¢ Nurse in Charge to book a bed within Midpark as soon as practicable, but not agree to
transfer at this stage.

e Nurse in charge to update appropriate local consultant psychiatrist as soon as
practicable (and not later than the next working day).

e Once discussion has taken place between sector consultant and medical staff from
referring hospital, and appropriateness of transfer is agreed, then transfer to Midpark
can be arranged.

¢ In planning transfer, consider patient’s legal status and consent to transfer; secure
agreement with referring hospital about transport and escort arrangements. The
referring hospital would normally be responsible for transport.

Where the patient is outwith Scotland and is subject to Mental Health legislation, transfer
cannot happen until legal processes have been completed. Refer to section 6, below, and
ensure the appropriate sector consultant psychiatrist is involved in planning.
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5. Admission

5.1  Any admission to Midpark will be managed by the multidisciplinary team, including
multiagency working where required. Standards for admission will be in line with NHS best
practice statements and NHS D&G Mental Health Admission, Discharge and Transfer Policy.

5.2  When a non-sector patient is being admitted to Midpark Hospital, nursing and medical
staff should complete all the usual processes, in line with the Admission, Discharge and
Transfer Policy.

5.3 In addition, the admitting nurse should also:

e Contact the non-sector locality services at the earliest opportunity to establish
background information and risk indicators.

¢ Identify if there is an existing Advance Statement, Named Person nomination, single
shared assessment, core nursing assessment, crisis care plan, wellness & recovery
action plan, or specialist care plan (such as Care Programme Approach).

¢ All information obtained from the non-sector service should be recorded in the clinical
record.

e NHS Dumfries and Galloway mental health risk assessment must be completed.

e As for all admissions, the responsible consultant should be notified as soon as
practicable (no later than the next working day). For non-sector patients, the
consultant will be decided based on where the patient presented prior to referral for
admission.

e The patient should be advised that the initial hospital assessment takes 72 hours, and
that transfer to their home area will not normally occur during that time.

6. Transfer

6.1 To enable a multidisciplinary assessment of mental health and risk, non-sector
patients will remain in Midpark for at least 72 hours. This may be influenced by patient
consent or by use of legislation.

In exceptional circumstances, this initial assessment period may be reduced. No transfer of
patients may be agreed within the 72 hour assessment period without discussions involving
the In-patient Service Manager, Consultant Psychiatrist and the relevant Senior Charge
Nurse or Charge Nurse. Itis expected that nursing staff produce a clear mental health
assessment and risk assessment prior to these discussions taking place.

Once it has been established that patient transfer is clinically safe and appropriate, this will
be discussed with the patient home area service, to secure a bed. The responsible
consultant must discuss the patient’s case with the consultant who will take over the patient’s
care.

All transfers must be planned and agreed by the MDT prior to patient transfer.
Midpark Guideline Out of Area Patients
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6.2  Special Cases

There may be cases for which this guideline is not adequate. If there is doubt, delay any
decision to transfer the patient until the relevant consultant and senior nurses can be
consulted during the working week. Young people (under 18 years old) admitted to adult
mental health wards will be a special cases, because of additional issues such as the
requirement for parental consent, Local Authority involvement and consent, broader child
protection and welfare concerns, etc. No decision should be taken to transfer a young
person without active involvement of Child & adolescent Mental Health Service consultants
and colleagues from Social Work.

6.3 Cross Border
6.3.1 Detained and/or Hospitalised in Scotland

The Mental Health (Care and Treatment) (Scotland) Act 2003 provides the legislative
framework for:

e the transfer of patients subject to compulsory measures including detention in
hospital between Scotland and other UK nations;

¢ the transfer of patients subject to detention from Scotland to countries beyond the
UK, depending on the other country’s legislation; and

e the transfer of voluntary psychiatric in-patients from Scotland to countries outwith
the UK.

Staff can refer to the Mental Welfare Commission guidance, which includes links to statutory
regulations:

http://www.mwcscot.org.uk/media/103117/cross border transfers june 14.pdf

These arrangements are all complex. All require specific actions by the Responsible
Medical Officer and the Mental Health Officer. There should be negotiation with the service
the patient is to move to, with agreement in principle that a bed can be made available.
Patients and relevant others (e.g. Named Person) must then receive written notice of the
intention to apply for a transfer warrant, and they must have at least seven days to make
representations about this. Only then, may the RMO make the required Application to the
Scottish Government Health Department for a transfer warrant to be issued. Andy Lawson
(tel. 0131 244 5668; Andy.Lawson2@scotland.gsi.gov.uk) is currently the relevant civil
servant for these issues. Patients will be given a period (usually at least another week) to
appeal decisions before any transfer can be taken. In these cases, therefore, urgent options
are not available.
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6.3.2 Absent without leave (subject to detention) from another jurisdiction

The Mental Health (Care and Treatment) (Scotland) Act 2003 and Regulations provide the
legislative framework for situations in which a patient has absconded from compulsory care
in another UK jurisdiction and enters Scotland.

Staff can refer to the Mental Welfare Commission guidance on this:

http://www.mwcscot.org.uk/media/103117/cross border transfers june 14.pdf

In general, if it can be corroborated and confirmed that the patient is subject to an order in
Northern Ireland, England or Wales, and is absent without leave, the powers to detain and
when safe to transfer back to the usual care provider are included in management of
absconsion guidance. In these cases, this guidance on out of area admissions, and pre-
transfer assessment and decision-making should be used (para. 6.1, above). The NHS D&G
Responsible Medical Officer should be involved in making these decisions.

6.4 Transportation of Patients

Transportation of patients between services is usually the responsibility of the service where
the patient is being transferred from. This service must take the lead in making
arrangements but should do so on collaboration with the destination service. Where NHS
Dumfries and Galloway resources are used for transporting a non-sector patient, costs may
be reclaimed. The Mental Health Services Directorate General Manager (or depute) should
be consulted for approval of costs for transport before the final plan is agreed.

Medical and nursing staff in each service will discuss the clinical details of the patient’s case,
assessment of risk, and plans for safe transportation. Decision on mode of transportation
and escort will be based on mental health assessment and risk assessment.

Where patient is deemed to pose significant risk, but where transfer is still considered
appropriate, ambulance transport will be arranged.

Where assessed risks allow, staff may consider using hospital vehicles.
6.5 Escort Arrangements

Escort arrangements will be made by the relevant Senior Charge Nurse or Charge Nurse.
The Nurse Escort on call Team should not normally be called in to transfer a patient from
Midpark to a hospital outwith Dumfries and Galloway. This is to ensure that service delivery
across the region for patients detained in the community is not compromised. There may be
exceptional cases where the In-patient Service Manager or Senior Charge Nurse deems it
appropriate to call in the Escort Team, such as where delaying transportation could be
detrimental.

Medication for use in emergency during transport should be agreed between relevant
nursing and medical staff. Where appropriate, medical staff should complete a prescription;
this should be done timeously to prevent delayed departure of transport.
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7.0 Discharge
7.1  No further inpatient treatment required

Following a period of assessment, if it is determined that the patient does not require further
in-patient treatment, nursing staff will contact the patient's home area service to inform of this
assessment. Nursing staff should ensure the patient has a follow-up plan in place. The
usual discharge processes should follow (per the Admission, Discharge and Transfer Policy).

7.2  Against Medical Advice

In the event of a patient wishing to discharge themselves against medical advice during the
72 hour assessment, nursing staff must arrange an urgent medical review (ward doctor or
duty doctor). If it is agreed that the patient may take their own discharge, nursing staff will
contact the patient’s home area service to advise of this, and update as above (para. 7.1).

8.0 Payment and Cross Charging

UK residents will receive NHS care free at the point of delivery, but NHS D&G may seek to
reclaim costs from their home area health authority. Similar arrangements apply across the
European Union, the Commonwealth, and some other countries.

The In-patient Service Manager (or Directorate General Manager) and Clinical Director
should therefore be made aware of out of area patients receiving in-patient care, but the care
itself should proceed as for local patients.

Staff should complete a record of non-sector patient in-patient care (Appendix A) at the point
of transfer or discharge, to identify relevant details, and forward to the relevant Senior
Charge Nurse. This will support a claim for reimbursement of additional costs. Prior
approval is required from the Directorate General Manager for additional costs of transport of
patients to other areas (per para. 6.4).
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APPENDIX A — NOTIFICATION OF EPISODE OF NON-SECTOR IN-PATIENT CARE

Patient Name:

CHI:

Residing Address:

Ward:

Admission Date:

Discharge / Transfer Date:

Discharge / Transfer / Follow-up Plans:

Has patient been transferred to another Hospital: Yes/ No

Mode of transport:

Number of staff required to escort:

Name and Designation of staff escorting:

Receiving Hospital:

Ward:

Address:

Ward Manager

Receiving Ward costing centre (if available):

Additional info:

To be completed on staff return:

Total Journey time:

Signed

Date
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APPENDIX B

FLOW CHART FOR BED REQUEST (SECTOR AND NON-SECTOR)

SCN/CN on call receives telephone contact from health professional outwith NHS Dumfries and
Galloway seeking a mental health bed for adult /older adult

Does patient have a residing address
within DUMFRIES & GALLOWAY?

Can the patient be

supported in a place of

safety until normal

working hours? YES NO

YES: Advise referring

area that sector ward

and consultant will be C/N on call should take an SBAR Handover including

informed; they will make patient details and risk assessment, to inform

contact to discuss clinical discussion with Consultant on call and receiving

situation and bed ward.

availability, and agree

transfer at earliest

clinically appropriate C/N on call should contact ward to determine clinical

opportunity. activity, bed status and risk factors. Consideration

NO: Follow flow chart should also be given to the level of clinical activity
within Midpark and overall bed status.

Once C/N on call has all information, discuss with
Consultant on call to decide: is admission appropriate
and can patient be accommodated?

YES NO

Contact referring ward and agree transfer, offer advice on

appropriate ward area and contact details. Contact referring

area and advise of

no availability and
C/N on call to liaise with receiving ward and duty doctor, reasons why.

advising of assessment and risk factors, duty doctor to liaise

with referring hospital.
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APPENDIX C

ADMISSION / ASSESSMENT / TRANSFER BACK OF NON-SECTOR PATIENT

Patient referred for Admission to Midpark.

Assessment identifies that patient resides outwith Dumfries and Galloway.

Allocated nurse to admit patient
within appropriate ward.

Allocated Nurse must:

e  Contact non-sector locality service at earliest opportunity to establish background information and risk indicators.

° Identify if there is an existing Advance Statement, Named Person nomination, single shared assessment, core nursing assessment,
crisis care plan, wellness & recovery action plan, or specialist care plan (such as Care Programme Approach).

e Allinformation obtained from non-sector service should be recorded in the clinical record.

e NHS Dumfries and Galloway mental health risk assessment must be completed.

e  Responsible consultant should be notified as soon as practicable (no later than the next working day). The consultant will be
decided based on where the patient presented prior to referral for admission.

Patient should be advised that initial hospital assessment takes 72 hours, and
transfer to their home area will not normally occur during that time.

Following 72 hour assessment

Patient reviewed and discharged, Patient requires transfer to home Patient requires transfer to

no further treatment / assessment area service on voluntary basis home area service subject to

required I compulsory measures
-Consultant has discussed case and I

agreed transfer with sector service.

Patient’s RMO will lead the

Update locality services with follow -Nurse in Charge to liaise with sector process.
nursing services to establish a bed and

up plan. No further action
agree transfer, transport and escort

arrangements.

-Nurse in charge to plan transfer,
allocate escort staff if required, secure
appropriate transport if required, based

on risk assessment. General Manager

Once all relevant parties are
approval needed for transport costs.

in agreement and plan is in

-Nurse in charge to ensure patient is place, safe transfer of patient
fully updated of discussions and plan,

e can proceed.
and ensure good communication with all

parties involved.
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INTRODUCTION

What is an integrated care pathway (ICP)?

An ICP is a system of care that sets out clear evidence based processes of care for
a specific condition or patient group. It encompasses how care is organized,
coordinated and governed, and embodies a system of ongoing quality improvement.

In the implementation of this ICP, local services are expected to ensure a person
centred approach. This means that the care provided should be planned with the
woman on the basis of assessed needs. The woman should be provided with a
range of information about treatment options, outcomes, risks, side-effects and rights

on an ongoing basis.

Services should offer an appropriate choice of options that take into account the
woman’s values and beliefs, and meet the six strands of equality and diversity: age;
disability; gender (including transgender); race/ethnicity; religion/faith; sexual

orientation.

Services should ensure that the woman gets the best possible care and that the

child’s welfare is paramount.

Background

The Confidential Enquiries into Maternal Deaths in the United Kingdom (8" report,
BJOG 2011) and Saving Mother’s Lives: reviewing maternal deaths to make
motherhood safer ( CMACE 2006-2008) have highlighted that suicide in pregnancy

and during the first postnatal year remains a leading cause of maternal death.

Lack of recognition of risk factors, or failure to develop appropriate management
plans even when high risk has been identified, emerges as a major contributory

factor in maternal deaths from suicide.




Mental disorders are no less common in pregnancy than at other times in a woman’s
life. Anxiety and depression are common, and women with pre-existing major mental
disorders, such as psychosis, are at greater risk of compromised maternity care,
delivery complications and relapse in pregnancy and the postpartum period (RCOG
2011).

Ten to fifteen percent of women experience postnatal depression in the first year
following delivery (SIGN 127, 2012). In Dumfries & Galloway where the current birth
rate is around 1300 births per year this would equate to around 195 mothers.
Research indicates approximately one to two in every 100 postnatal women
experience postpartum psychosis and in Dumfries & Galloway this would equate to

around two mothers per year.

Raising awareness is therefore necessary among service providers as well as
service users. Women, their partners, and with consent, their families should be
active participants in plans for management of risk and current mental disorders in

pregnancy and the postpartum period (RCOG 2011).

Effective care can best be delivered when there is good communication, information
sharing and joint working between all professionals and agencies involved in caring

for childbearing women.

Accurate contemporaneous record keeping is essential; practitioners should adhere

to local information sharing protocols, and professional codes of practice.




PURPOSE AND SCOPE

This pathway aims to ensure a standardised and quality assured approach to women
who have, or are at risk of developing perinatal mental health problems. This pathway

covers the patient journey from the pre-pregnancy stage to one year following birth.

The scope of this pathway is specifically for women where there are concerns about
their mental health, and is not intended to cover the whole spectrum of care for pregnant
and post natal women. Individual operational policies and practices for each professional

group will continue to apply for women out with this pathway.

OBJECTIVES

To improve the identification, detection and care of women who have or are at risk of
developing perinatal mental health problems, whilst pregnant and up to a year after

delivery.

To ensure that women who may be vulnerable to perinatal mental health difficulties have
their needs identified before becoming pregnant or at an early stage in their pregnancy,
to allow appropriate supports to be put in place.

To support women and their families to be involved in discussions about their care and

treatment options.

To support good practice by improving identification and early intervention for children
and families who may be affected by perinatal mental health issues.

To advocate that practitioners who are supporting women and their families in the
perinatal period have the appropriate skills and expertise through training and
development to meet the needs of women who may experience mental health issues,

and also how this may impact on the welfare of the child/children.

To ensure that information is documented and shared appropriately with all relevant

practitioners providing care to the woman.




Identification of perinatal illness

Predisposing factors

Physical health

Physically unwell / physical disability
Multiple pregnancies

History of infertility

Physical/sexual abuse

Substance misuse

Social factors

Environmental problems

New to area

Lack of partner/family support
Single parent

Dominant partner/family

Socially isolated

Low income/financial difficulties
Number of children/age group
Ethnic group/language difficulties

Psychological factors

Unplanned pregnancy/unwanted pregnancy

Previous miscarriage/termination/stillbirth/neonatal death
Fear of childbirth

Traumatic birth experience/emergency caesarean section
History of congenital anomalies/fear of abnormal baby
Psychological abuse

"Precious baby syndrome"

History of previous psychological problems/recent bereavement/postnatal
depression/depression

High expectations of self

Children with health problems




Facts, symptoms and risks

Baby Blues

The facts

Baby blues is thought to affect 50-80% of new mothers and symptoms will occur and
pass within the first seven days following birth.

Symptoms include

Transient state of tearfulness and emotional lability
Severe ‘baby blues’ is a risk factor for depression

Antenatal depression

The facts

Antenatal depression is thought to affect one in ten pregnant women and peaks
around 32 weeks of pregnancy. The majority of women who experience antenatal
depression find it ceases following the birth of the baby.

Symptoms include

Inability to concentrate

Anxiety

Extreme irritability with self and others

Sleep problems

Feeling tired all of the time

Inability to enjoy anything anymore

Constant sadness or crying more than is usual

Agoraphobia — scared to leave the home or be in social situations
Obsessive compulsive tendencies




Postnatal Depression

The facts

Postnatal depression affects 10% to 15% of women postnatally during the first year
following birth (SIGN 127, 2012).

Postnatal depression may occur immediately after the birth or many months later
(NHS Health Scotland 2001).

Postnatal depression is a treatable illness. The length and type of treatment depends
on the severity and how early it is detected.

Symptoms include

Constantly feeling tired with no energy

Sleep problems

Crying a lot

Appetite increased or decreased

Feeling emotionally disconnected from or even rejected by the baby or overly
anxious and over protective of the baby

Lack of motivation

Constant anxiety

Difficulty with concentration

Report of strange, frightening thoughts or visions about harming self or baby
Sense of feeling overwhelmed and unable to cope

Feeling of guilt about everything including feeling a ‘bad’ mother

Physical aches and pains

Risks

An assessment for the presence of risk factors for postnatal depression can facilitate
targeting of interventions and support towards women at higher risk.

Risk factors may include:

Past history of psychopathology and psychological disturbance during pregnancy
Low levels of social support

Poor relationships with partner/others

Recent current or recent stressful life events

Baby blues that do not resolve

Obstetric complications or health problems with mother or baby
Domestic abuse

Social exclusion

Unplanned pregnancy

Emotional lability

Coping style




Postpartum Psychosis

The facts

Postpartum psychosis, affects one to two per thousand women. This rate represents
a significantly increased risk for psychotic illness when compared with other times in
a woman'’s life. Postpartum psychosis is largely affective in nature, although several
studies comment on atypical features in the presentation such as mixed affective
state, confusion and disturbed behaviour. It typically presents in the early postnatal
period, usually within the first month. There is a close link with bipolar affective
disorder; the risk of developing postpartum psychosis being substantially increased
in women with bipolar disorder, particularly where there is also family history of
postnatal bipolar episodes.

Symptoms include

Hallucinations or delusions

Restless, sometimes agitated behaviour, or strange movements

Irrational fearfulness and worrying often about the baby

Mood swings with inappropriate emotions. There may be manic behaviour.

Inability to sleep

Behaviour may appear out of touch with reality and mother may not respond to baby
needs such as keeping him safe, healthy, nurtured

Risks

There is significant evidence of increased risk of postpartum psychosis in women
who have:

A previous episode of postpartum psychosis

A pre existing severe psychotic illness

A family history in first or second degree relatives of an affective psychosis
compounds risk particularly if associated with personal history
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( Perinatal Mental Health Care Pathway Dumfries and Galloway )

Woman of childbearing age

Not in contact with
psychiatric services

v

Provide planned and opportunistic advice on Iif}

In contact with psychiatric
>

style and childbearing

v

services

I

> Pregnant

v

Antenatal booking clinic

Discuss effective contraception

Discuss planned conception

Review risks associated with conceiving whilst on medication
Discuss risk of relapse when off medication

Discuss alternatives to current medication including psychotherapies, less

teratogenic psychotropics and electroconvulsive therapies

v

-

Woman identified with, or at risk of mental health problems

}7

Mild

v

Women with a previous history of non severe mental illness, i.e. did
not previously require referral to secondary care mental health

v

Moderate

I

Severe

I

services

Determine nature and pattern of previous illness and input already
given. Discuss with woman and partner regarding possible increased
chance and need for awareness of recurrence of symptoms.

If current evidence of mild/moderate mental health problem discuss
treatment options dependent upon psychosocial needs.

If no evidence of current illness but the woman has a first degree
relative with bi polar disorder or postpartum psychosis consider referral

If woman has history of previous severe mental illness i.e.
bipolar disorder, schizophrenia, puerperal psychosis, or other
severe mental iliness that has required intervention or treatment
from mental health services, she should already have contact
with the local Community Mental Health Team and should have
an agreed postnatal management plan. If not in contact with
services, consider referral to CMHT for close monitoring up to

to CMHT.

six months postnatal.
Refer to Children and Families Social Work Team

v

Monitor for evidence of recurrence of symptoms during each contact.

Liaise with GP and other services involved in care or treatment
regarding management and monitoring of illness.

I

If no current contact with mental health services and evidence of

If evidence of mild mental health difficulties liaise with GP and discuss
treatment options e.g.

Direct to sources of self help

Offer non directive counselling via listening visits

Access supported self help

Consider referral to Children and Families Social Work Team

Access local resources e.g. parenting groups; parent toddler groups;
first time mothers’ group etc.

v

If HV/PHN maintains involvement and there is no improvement after a
six week period of intervention or six week trial of antidepressant
medication at an effective dose (or sooner if concerned)

Consider consultation with Community Mental Health Team if not
already involved.

Consider referral to Children and Families Social Work Team

If mental state gives cause for concern consider referral to
Community Mental Health Team

severe mental health difficulties, liaise with GP and CMHT

.

Liaise with multidisciplinary team involved in care or treatment
regarding management of illness.

( At any stage in the pathway, if there are concerns regarding the welfare of the child/children, advice must be sought from the Child Protection Team
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Table 1

Risk Assessment

Group A features

Group B features

Feeling low/sad mood

Poor concentration

Loss of interest in things previously

important

Disturbed sleep not attributed to baby’s

sleep pattern

Fatigue, loss of energy

Excessive worries/preoccupation with

health of baby or self

Reduced self esteem or self confidence

Change in appetite or weight

Lack of enjoyment

Feeling worthless (e.g. ‘bad mother’)

Somatic complaints

Pessimism/hopelessness about the

future

Agitation/slowing of movement or speech

Feelings of self-harm

Suicidal thoughts or acts for most of the

day for at least 2 wks

Mild: At least two features present from Group A.

Moderate: Two features from Group A plus at least three from Group B.

Severe: All features from Group A plus at least four from Group B.




Roles, responsibilities and organisational arrangements

Preconception

Health professionals have a responsibility to provide preconception advice within their role and
sphere of expertise. This advice may come from a range of sources such as General

Practitioner (GP), Sexual Health, Mental Health, Maternity Services, and Public Health Nurses.

Women should be asked about their and any family history of mental disorders, including
postpartum psychosis, bipolar affective disorder or schizophrenia (both following previous
childbirth and at other times).

Women should be asked about their current psychotropic medication intake as some

psychotropic drugs may have inherent risks for early fetal development.

Care is needed when prescribing to all women of childbearing potential. Women should
understand the risks associated with becoming pregnant while taking psychotropic drugs and
the risks from an untreated mental disorder and from stopping medication abruptly without

discussion with their doctor.
Advice should also be sought from mental health services, in line with local pathways and
service provision, where women are taking psychotropic medication, particularly mood-

stabilisers, anticonvulsants and lithium, where there is clear teratogenic risk.

Women identified as having serious mental disorders should be referred for pre conceptual

pregnancy advice to the Consultant Psychiatrist responsible for her care.

Good communication and documentation between all parties involved is essential (this applies

to all stages of the patient journey).

13




The Role of the General Practitioner (GP)

The GP has an important role to play in supporting the emotional health and wellbeing of the
woman as he/she holds relevant information. The GP will often be the person who initiates
referrals to specialist mental health services.

The GP has responsibility, under GIRFEC, to keep the “named professional” i.e. midwife or
PHN/HV informed, and to notify the Children and Families Social Work Team (CFSW) if there are

potential risks to the unborn child/children.

General Practitioners should ensure that midwives receive all relevant information of a woman’s

previous or current psychiatric history.

The GP retains overall medical responsibility for the woman throughout the pregnancy and
perinatal period, and is central to all decision making. Discussion should take place and advice
sought from the GP regarding any concerns or risks. It is essential that ongoing and regular

communication between the GP, maternity services and mental health takes place.

In all cases in which a possible mental health disorder or a history of significant mental health
disorder is detected, the woman’s GP should be informed.

14




The Role of Maternity Services

Antenatal booking visit

Within Dumfries & Galloway, Midwives provide antenatal care for the majority of women, sharing
care with a GP and Obstetrician as appropriate. All services should ensure that women are seen
for their antenatal booking visit before twelve completed weeks of pregnancy to identify women

with, or at high risk of, major mental illness.

Women should be asked about

e previous or current major mental illness, particularly schizophrenia, bipolar disorder, other
serious affective disorder, previous psychotic illness in the postnatal period or severe
depression in the postnatal period.

e previous treatment by mental health services, including periods of inpatient care.

o family history of bipolar disorder and of early postpartum major mental iliness (postpartum
psychosis).

e current treatment with psychotropic medication.

e any history of intimate partner violence, sexual abuse or assault, use of illegal drugs,
abuse, misuse of alcohol, misuse of prescribed medication, self-harm and lack of social
support, as this group of women are at risk of depressive illness and suicide during

pregnancy.

Good communication skills are essential to the process of developing a therapeutic relationship
that will facilitate discussion of information that is often sensitive and difficult for women to

disclose.

All information re mental health issues and medication requires to be documented in the Scottish
Women’s Hand Held Maternity Record (SWHMR). The risk assessment should also be recorded
in the special features box within the SWHMR and Maternity Summary Record within the hospital

case notes.
If women are identified as being at high risk of serious postnatal mental illness, discuss with GP

and refer woman to Community Mental Health Team (CMHT) for preventative management and

ongoing care. If CMHT are already involved continue close liaison with them.
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If a woman is on psychotropic medication discuss with GP, Obstetrician and CMHT if involved, if

not involved, refer to CMHT.

Identifying the need for early intervention is important when planning care and can often prevent
escalation or deterioration of a situation.

Consider whether referral to other agencies is relevant using the Getting it Right for Every Child

(GIRFEC) approach. Consider the well being of the unborn child and other siblings in the home

and refer to child protection guidelines if required.

Antenatal care throughout pregnancy for women identified as being at risk of perinatal

illness

An assessment of mental health and well-being in the perinatal period should be carried out at

each contact.

Should a midwife have any concerns for the woman’s mental health she should inform the
Obstetrician, GP and Health Visitor/Public Health Nurse (PHN/HV). Referral to CMHT will be
facilitated by the GP who will make a full assessment of need and work closely with the woman

and service providers to deliver an agreed plan of care.

The assessor needs to be clear that the woman understands the boundaries of confidentiality and
that in some circumstances certain information may require to be shared with others. Where
concerns are raised about the woman'’s safety to that of her unborn child/children, a full risk
assessment will be undertaken and advice will be sought from the Child Protection Team.

Although the Edinburgh Postnatal Depression Scale is not used routinely until six to eight weeks
post natally, it may assist practitioners to support clinical judgement where they have concerns re

perinatal illness. See appendix 1

Any change in mental health state throughout the patient’'s journey should result in urgent

discussion with GP and mental health services.

Women at high risk of postpartum major mental illness should be managed within the high risk
pathways of maternity care. A detailed plan for their late pregnancy and early postnatal psychiatric
management should be completed between 28 and 32 weeks gestation. This should be agreed

with the woman and shared with maternity services, the community midwifery team, GP, health
16




visitor, mental health services and the woman herself. With the woman’s agreement, a copy of the
plan should be kept in her hand held records. The plan should identify what support should be in
place and who to contact if problems arise, together with their contact details (including out of
hours), and address decisions on medication management in late pregnancy, the immediate

postnatal period and with regard to breastfeeding.

A referral should also be made to the CFSW team and a plan put in place to address the needs of
the child if required.

Missed Appointments

All those involved in providing support in the antenatal or postnatal period should ensure that all
missed appointments are communicated between services and documented in the records. Steps
require to be identified why a missed appointment has occurred. Reference should be made to the

Unseen Child Guidance.

Assessing Mental Health & Wellbeing
Should a midwife have any concerns for the woman’s mental health she should inform the
Obstetrician, GP and PHN/HV, referral to CMHT may be required who will make a full assessment

of need and work closely with the woman and service providers to deliver an agreed plan of care.

Where there are child protection concerns, the local Child Protection Guidance should be followed.

Mental illness itself need not be an indication for referral to Children and Families Social Work
Assessment and Referral Team, however if any concerns are raised by any agency that has
contact with mother, these concerns should be shared with the named midwife. The named
midwife is responsible for carrying out a risk assessment and discussing these concerns with the
NHS Child Protection Team.

Postnatal Care

Following birth the midwife should explore the mothers emotional response to her birth experience
and

e Be aware of risk factors and mental health history
e Observe the mother and baby relationship and document in the notes
e Offer support networks

17
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e Inform all involved in her care of any concerns

The team midwife will continue to assess the woman’s mental health and well-being and any risk
to the newborn child or any other children within the home, sharing information, seeking advice

and making a referral if appropriate.

At each postnatal contact the midwife should assess mental health and well being and follow the

perinatal mental health pathway on page 10.

Transition from midwife to PHN/HV should be face to face with written documentation. Clear
understanding of roles and responsibilities for follow up care has to be agreed.

The Role of Public Health Nurses/Health Visitors (PHN/HV)

Carry out assessment of maternal mental health at every contact.
Identify and support mother and family where there are mental health concerns.
When supporting the mother and family, identify statutory and non-statutory networks and refer

appropriately.

Liaise with and/or refer to other professionals, e.g. General Practitioner (GP), Community Mental

Health Team (CMHT), following Perinatal Mental Health Pathway on page 10

Responsibilities of the PHN/HV

Information from the midwives should be reviewed prior to the first visit, between 10-14 days
postnatal.

The woman’s mental health will be assessed on each postnatal visit using the guidance provided
on Table 1.

The PHN/HV will observe the mother/baby relationship for potential attachment disorders and also
observe family dynamics. Infant brain development and capacities should be discussed with the
mother/ parents. The PHN/HV must ensure that the woman has contact details for PHN/HV, Child
Health Clinics and other relevant supports.

18




Following the SIGN guidelines, the Edinburgh Postnatal Depression Scale (EPDS) (Appendix 1) is
to be completed at 6-8 weeks and 4-6 months postnatal. At 4-6 months this is combined with the
Child Assessment Report following GIRFEC principles. Use of the EPDS tool should always be
balanced with clinical judgement and expertise when deciding on the appropriate pathway and

interventions for the woman.

Liaison with the GP, PHN/HV team and others involved in the woman'’s care are essential and
accurate contemporaneous record keeping is essential. The PHN/HV will offer non directive
counselling via listening visits and offer additional family/community support with other relevant

agencies, e.g. CMHT, Home Support, mum to mum.

If there are concerns regarding the welfare of the child/children, advice should be sought or
referral made to the Child Protection Team following GIRFEC guidelines. In the case of missed

appointments, the Unseen Child Guidance should be followed.
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The Role of Mental Health Services

To help health professionals staff, particularly Public Health Nurses/Health Visitors, Midwives,
and General Practitioners, to identify women in the antenatal and postnatal period experiencing
mental health problems and to provide advice where required for women with mild to moderate

symptoms.

To be directly involved in the care of women who have previous significant mental health
issues and are currently pregnant, or women who have current involvement with the mental
health services and are requiring preconception or antenatal advice.

(Refer to the perinatal Mental Health Pathway on page 10)

If a woman is referred to mental health services, the generic care pathway will apply, with

additional perinatal mental health considerations given at each stage.
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Mental Health Services Perinatal Pathway
Follow the generic care pathway , and include the following

Referral and
screening

Suspected perinatal

mental health issues?
(refer to pathway on page
10 of ICP)

Previous significant
mental health issues and
is currently pregnant?

Currently involved with
the Community Mental
Health team?

Does the woman have an
advanced statement?

Assessment and
risk assessment

Joint visit with PHN/HV
where possible

ICP standard 12a
(NHS QIS standards for
ICPs for mental health)
(link)

Advice and explanation
of risk of becoming
pregnant during treatmen

Access to contraception
advice
Consider involvement of
partner
Previous history of
postpartum psychosis
Family history of
postpartum psychosis
Suitability of current
medication whilst

pregnant and in the
postnatal period

The effects of medication
on the foetus and the
woman

Risk of relapse if
medication needs to be
withdrawn or changed

Consider referral to CFSW

Seek advice from child
protection team

Care Planning

ICP standard 12b
(NHS QIS standards for
ICPs for mental health
(link)

Follow local treatment
algorithm

Psychological
interventions to be
considered

Other treatment options

Keep named person
(Midwife or PHN/HV) and
GP informed

Between 28 and 32
weeks pregnant -develop
plan for late pregnancy
and early postnatal
psychiatric managemen

Review

Multidisciplinary review
of care plan — to include
woman and midwife or
PHN/HV

Discharge

Joint discharge with PHN/
HV if possible

PHM/HV to be notified of
discharge if joint visit not
possible
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Admission to hospital

Where inpatient admission is required, consideration as to whether this should be:

Local - with the mother being admitted to Midpark Hospital with alternative arrangements (e.g.

extended family, kinship care, foster care etc. being made for the baby by the CFSW team.

or

Admission to the Mother and Baby Unit at the Southern General Hospital, Glasgow, which enables
mothers to stay with their babies while they undergo treatment. Maintaining this contact is critical
to the wellbeing of both mother and baby, as it not only aids the recovery process but also helps

strengthen future relationships.

Those involved in the transfer of care from one setting to another (i.e. Cresswell to Midpark;
Cresswell to Southern General; Midpark to Southern General or home to Southern General) must
make sure all relevant information is transferred to ensure continuity of care. Similarly, discharge
has to be planned, ensuring all professionals and interagency colleagues involved are aware of
what is happening and prepared to pick up the care provision whatever day of the week it is,

ensuring that appropriate services are in place to support the mother and the family.

On-going risk assessment, risk management and sharing of information are essential.

When hospital admission is required either locally or out of region, contact must be made with the

CFSW team and discussion should take place on whether referral is required.
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Appendix 1

Name:

EDINBURGH POSTNATAL DEPRESSION SCALE (EPDS)

Address:

Your Date of Birth:

Baby’s Date of Birth:

Phone;:

As you have recently had a baby, we would like to know how you are feeling. Please tick the box to the answer which
comes closest to how you have felt IN THE PAST 7 DAYS, not just how you feel today.

In the past 7 days ........
1. 1 have been able to laugh & see the funny side 6. *Things have been getting on top of me
of things O Yes, most of the time | haven't been able to cope
O As much as | always could 0 Yes, sometimes | haven't been coping as well as
O Not quite as much now usual
O Definitely not as much now 0 No, most of the time | coped quite well
O Notat all O No, | have been coping as well as ever
2. | have looked forward with enjoyment to 7. *1lhave been unhappy that | have had
things difficulty sleeping
O As much as | ever did O Yes, most of the time
O Rather less than | used to O Yes, sometimes
O Definitely less than | used to 0 Not very often
O Hardly at all O No, not at all
3. *I have blamed myself unnecessarily when 8. *Ilhave felt sad or miserable
things went wrong O Yes, most of the time
O Yes, most of the time O Yes, quite often
O Yes, some of the time O Not very often
O Not very often O No, not at all
O No, never
9. *lhave been so unhappy that | have been
4. 1have been anxious and worried for not good crying
reason O Yes, most of the time
O No, not at all O Yes, quite often
O Hardly ever O Only occasionally
O Yes, sometimes O No, never
O Yes, very often
10. * The thought of harming myself has occurred
5. *I have felt scared or panicky for no good to me
reason O Yes, quite often
O Yes, quite a lot O Sometimes
O Yes, sometimes O Hardly ever
O No, not much O Never
O No, not at all
SCORING

QUESTIONS 1, 2, & 4 (without an *)
Are scored 0, 1, 2 or 3 with top box scored as 0 and the bottom box scored as 3.

QUESTIONS 3,5 - 10 (marked with an *)
Are reverse scored, with the top box scored as a 3 and the bottom box scored as 0.

Maximum score: 30
Possible Depression: 10 or greater
Always look at item 10 (suicidal thoughts)
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Appendix 2
Treatment quidelines

There are a number of risk factors and considerations which need to be taken into
account when advising women or making clinical decisions regarding drug
treatments in pregnancy.

Each woman'’s individual circumstances will be different; therefore evidence based
guidelines, as well as patient choice should be used to guide decisions.

The focus is on balancing the risks for each woman and her child or any child she
has the care of against those of leaving the mental disorder untreated or

inadequately treated.

The adverse effects of drugs for women who are breastfeeding also need to be
considered and appropriate treatment decisions made. When making decisions,
several variables must be considered. These include the risks of medication
exposure for the baby via breast milk, the effects of untreated illness in the mother,

and the benefits of and maternal preferences for breastfeeding.

SIGN 127 (2012) provides evidence based guidelines on drug therapy for women
with post natal depression and postpartum psychosis.

SIGN 82 (2005) provided evidence based guidelines for women who have bipolar

disorder.

NICE (2007) provides evidence based guidelines of teratogenicity risk of
psychotropic medications and on the risks of their use during breastfeeding for
women with antenatal and postnatal mental health problems.

When assisting a woman in making informed decisions about medication for

her pregnancy or during breastfeeding the most up to date risk information available
should be sought. Advice may be obtained from the Specialist mental health
pharmacist and / or the National Teratology Information Service.

Contact DGRI Pharmacy department for details.

Local guidelines are currently being developed and will be included in future versions

of this pathway.
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Appendix 3

Links and resources

Centre for Maternal and Child Enquiries (CMACE). Saving Mothers’ Lives: reviewing
maternal deaths to make motherhood safer.

Dumfries and Galloway Child Concern Referral Form

Getting It Right for Every Child (GIRFEC)

Moodjuice

GIRFEC — practical tools

NICE guidance- Antenatal and postnatal mental health Clinical management and
service guidance

Perinatal mental health — key aspects and evidence base (RCN)

Sign Guideline 127 — Management of Perinatal Mood Disorders

Standards for Integrated Care Pathways (ICPs)

Children and Young Peoples Health Indicators

Children (Scotland) Act
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Policy for Handling requests for Out of Area Treatment or Investigation:

1. Purpose and Scope:

NHS Dumfries and Galloway has a responsibility to provide or make service
arrangements for the provision of a comprehensive range of health services
for the population of Dumfries and Galloway within the budget it receives. It
does this on behalf of Scottish Ministers using funds allocated for healthcare
provision in Dumfries and Galloway and has an obligation to ensure that in
using these resources it addresses issues of statute, Government policy,
equity, value for money of public funds, and openness.

The Board makes arrangements for the local provision of a comprehensive
range of services within Dumfries and Galloway and in addition has service
agreements with other NHS Boards in Scotland (and North Cumbria Hospitals
NHS Trust and Newcastle NHS Trust) for the provision of other services.

However, clinicians treating patients may consider that particular patients
could potentially benefit from assessment or treatment which is not made
available by NHS Dumfries and Galloway or covered in the service
agreements described above. The clinician, after an appropriate level of
discussion with the patient, should be able to apply to the Board on the
patient’s behalf requesting that resources be made available for the patient to
be assessed or treated in a way that is “exceptional” in that it is neither
ordinarily available locally nor available under a service level agreement
arranged with another provider.

This policy describes the management of such exceptional referral requests.

This policy covers all potential areas of medical assessment and treatment
across all specialities and treatment delivered by any discipline. This policy
does not cover exceptional prescribing requests which are dealt with by the
Exceptional Prescribing Panel, a sub-group of the Area Drug and
Therapeutics Committee.

2. Aim:

The aim of this policy is to ensure that there is a formalised, clearly
understandable, equitable and transparent process that allows the Board to
consider all requests for treatment outwith the Board boundary, where an
existing Service Agreement does not exist. It is considered essential that
there is a consistency in the handling of all requests, so that the Board can be
seen to be making the complex decisions required in a way that is fair to all
patients.
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3. Process for the Handling of Requests for Investigation or Treatment
outwith Dumfries & Galloway:

3.1 Roles and responsibilities.

All aspects of the management of out of area treatment requests will be
overseen by the Board Medical Director who will be responsible for providing
an efficient and effective service to patients and their clinicians, and providing
the Board with an assured process that is reported to the Healthcare
Governance Committee on at least an annual basis.

3.2 Process.

All requests for “exceptional treatment” should be forwarded to the Medical
Director using a standard form. The form should provide enough clinical
details of the patient’s problems and the proposed treatment for a careful
assessment of the application to be made. It is not expected that the clinician
proposing the “exceptional treatment” should provide all details of costs;
details of costs will be sought from the proposed provider.

On receipt of the request the Medical Director will acknowledge the request
and determine what information needs to be obtained to enable full and fair
consideration of the request to take place. This may include opinions from
local clinicians, evidence from published and national guidelines or policy,
evidence from authoritative peer review medical journals or information direct
from the service that the patient may potentially be referred to.

The minimum information that will be required will be :

1. Information on the patient’s clinical condition and their expected
prognosis.

2. Previous treatments and the treatment proposed.

3. An assessment of alternatives that are either provided locally or are

available through organisations that the Board has a service level
agreement with.

4, Evidence that suggests that the patient will benefit and the likely
duration of the benefit.

5. The anticipated cost of the treatment proposed will be ascertained
and verified by the Finance Department and this information will be
available prior to the consideration of the request.

The next stage will be for the information relating to the request to be
considered at an “Exceptional Referral Requests Panel”. This Panel will meet
at least once every month with the aim being to ensure that where possible
decisions are made within 4 weeks of the request being lodged. Occasionally
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a decision make take longer than 4 weeks if, for example, it depends on
information that takes a longer time to obtain.

Where the treatment request is urgent the Medical Director will be responsible
for arranging extra ad-hoc meetings to ensure a rapid response.

It is recognised that some requests need to be considered as emergency
requests in which case the Medical Director will attempt to discuss with the
Director of Public Health or his Deputy by telephone in order to provide a
response within a clinically appropriate timescale.

If an Exceptional Referral Request is received by the Medical Director that is
clearly very similar to a previously agreed request and which has a cost of
less than £1,000 the Medical Director may use his discretion to agree to the
referral without referring to the Panel but should at all times ensure that all
such requests and decisions are carefully recorded and scrutinised at the next
Panel meeting.

3.3 Treatment Request Panel.
The Panel will be made up of :

1. The Medical Director or Deputy
2. The Director of Public Health or Deputy
3. A local General Practitioner

All meetings of the Panel will be attended by an adviser from the Finance
Department who can provide information on service level agreements and
costs. All meetings of the Panel will be minuted.

The Panel will accept representation from the patient’s clinician who may
either be present at the meeting or provide written submissions to the Panel.
Patients will not be permitted to attend the Panel’s deliberation.

The Clinical Director in Mental Health Services will be in attendance as
required for consideration of mental health issues, with other Clinical Directors
attending if required or, more often, being asked to provide a written
submission to support a decision.

In the event of the Medical Director not being available one of the other
members of the Panel may chair the meeting. The Clinical Director in Mental
Health Services may be considered as a member of the Panel if required.
The Panel will be quorate with 2 members present.

Within one week of the Panel meeting to consider a request the Medical
Director or Deputy will write to the clinician concerned, with a copy for the
patient, setting out the Panel’'s decision and the reason behind the decision.
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3.4 Criteria to be considered in making decisions.

The Panel will ensure that it has enough information at its disposal to make a
full and fair decision. In the event that it feels that it does not have adequate
information for a decision on a particular application it must defer
consideration of that application to ensure that it collects appropriate
information for a subsequent meeting.

In deciding on the appropriateness of funding an Exceptional Referral
Request there are various criteria that the Panel should take into
consideration including :

1. Evidence of lack of locally available alternatives

2. Evidence of lack of available alternatives that are already covered
by service agreements entered into by the NHS Board

3. Impact of the condition on the patient’s health

4. Evidence of potential expected benefit and the duration of the
benefit

Potential harm to the patient that might result from the referral
Equity — treating patients with similar needs similarly to others
considered previously.

7. Equality and diversity issues to ensure that patients are not
discriminated against on grounds of age, gender, ethnicity, sexual
orientation, religion or disability.

8. Cost

oo

Cost will be a central determinant of the decision-making as the NHS Board
has an obligation to provide services within the limit of the resources made
available and also to ensure that there is equitable distribution of resources
amongst the population of Dumfries and Galloway. The costs of assessments
or treatments proposed will vary considerably. There is no formal method to
assess the benefit-to-cost ratio for all given individual patients. Health
economic measures such as “costs per QALY” relate to the benefits of
interventions in groups rather than individuals. However, the Panel will
attempt to make an informed assessment of the likely benefit and anticipated
cost. Ultimately the Panel will be guided by the fact that the Board seeks, in
addressing resource decisions, to provide an equitable level of care to all
patients and to have a utilitarian approach — in other words will recognise that
the Board seeks to derive the maximum good for the maximum number of
patients and thus is reasonably restrained from excessive expenditure on a
single individual.

In general social factors will not be taken into consideration in the decision
making process. Where however it is appropriate for consideration of social
factors to be made it must be understood that the decision making process
will be based primarily on clinical grounds and cost considerations and in
terms of a hierarchy of justifications for decisions, clinical grounds and cost
effectiveness will always be considered above social factors.
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3.5 Appeals Process.

The decisions that the Panel will be making are of crucial importance to the
individual patients. There therefore needs to be a right of appeal against any
decision taken by the Panel.

When the decision of the Panel not to approve a treatment request is
communicated to the clinician and the patient it must be made clear that an
Appeals Process is available. The patient and the referring clinician will be
informed that if the patient wishes to appeal against the decision the patient
must initiate the process in writing within 28 days of receiving the decision of
the panel. They should address an appeal, in writing, to the Medical Director.

The Appeal Panel will be responsible for consideration of the decision that
has been made by the initial panel. They will not be responsible for dealing
with appeals that are an appeal in respect of the process rather than the
decision itself.

The Medical Director will be responsible for setting up an Appeal Panel which
will consist of :

1. Chair of the Panel (who will be medically qualified)

2. A General Practitioner or Clinician not previously involved in the
decision making process.

3. The Nurse Director or her Deputy

Minutes of the meeting will be taken.

The Appeal Panel will review the management case which will be presented
by the Medical Director who will also be responsible for gathering relevant
information from published articles and information from clinicians involved in
the patient’s care or having acknowledged expertise in the relevant field. The
patient’s clinician will be asked to consult with the patient and provide a
written detailed justification for consideration by the panel.

The Appeal Panel will question both the Medical Director and, where
appropriate the patient’s doctor to ensure that they have satisfactory
understanding of the issues before them. The Appeal Panel will then discuss
the appeal in private and will formally announce their decision in writing to the
patient and the clinician concerned. The letter will detail the reasons for their
decision. The decision of the Appeal Panel will be final.

In the event that the patient or their representative feel that the process of
dealing with the treatment request has been inappropriate or inadequate, then
the patient or representative may appeal to the Board Chief Executive who
will make a decision which will review only the process that has been applied
in considering the patient’s request for treatment. The Chief Executive will
only arrange a further consideration of the request if there is evidence that the
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usual process has not been reasonably applied.
3.6 Healthcare in Europe

In line with CEL 22 (2013) European Directive on cross border healthcare, the
Exceptional Referral Panel will consider applications from residents seeking
treatment in other countries under the terms of the guidance. Applications will
be reviewed and decisions made based on the information provided and the
supporting evidence from a local consultant. Appeals against the decision
can be made as detailed in 3.5 above.

3.7 Monitoring and reporting.

A full record of the Exceptional Referral Requests Panel meetings will be held
and a central register of all decisions will be maintained by the Medical
Director to ensure that there is consistency of decision making.

An annual report of the work of the Panel will be submitted to the Healthcare
Governance Committee for scrutiny and monitoring.
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4. NHS DUMFRIES AND GALLOWAY POLICY APPROVAL CHECKLIST

This Checklist must be completed and forwarded with the policy to the appropriate

approval group.

POLICY TITLE - Handling of Out of Area Treatment Requests

POLICY NO.
EXECUTIVE LEAD - Angus Cameron

Why has this policy been developed?

To formalise process of handling
requests

Has the policy been developed in
accordance with or related to legislation?
Please give details of applicable
legislation.

No relevant legislation

Has a risk control plan been developed?
Who is the owner of the risk?

No

Who has been involved / consulted in the
development of the policy?

Board Management Group

Has the policy been assessed for
equality and diversity in relation to :

Has the policy been assessed for
equality and diversity not to disadvantage
the following groups:

Race/Ethnicity Yes Minority Ethnic Communities Yes
Gender Yes Women and Men Yes
Age Yes Religious and Faith Groups Yes
Religion / Faith Yes Disabled People Yes
Disability Yes Young People Yes
Sexual Orientation  Yes L, G, B and T Community Yes
Does the policy contain evidence of the Yes

Equality and Diversity Impact

Assessment Process?

Is there an implementation plan? No

When will the policy take effect?

1% September 2010

If the policy applies to partner agencies,
please explain the reasons for this and
how they will be informed of their
responsibilities.

Is any training required? No
If yes, has any been arranged.
Are there any cost implications? No

If yes, please detail costs and note
source of funding.

If the policy has to be reviewed other
than bi-annually please state the reasons
for this.

Who will review the policy? (please give
designation)

Medical Director
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11

INTRODUCTION

Throughout this document, the Mental Health, Learning Disability, Specialist
Drug and Alcohol Service and Psychology Service is referred to as ‘the
Service’. The Service aims to deliver comprehensive mental health

care, treatment and support.

The Service is a specialist service that provides assessment and ongoing
care for people with mental disorders and mental health needs associated
with increased risks; significant impairment to functioning and/or complex
problems and who may have significant difficulties engaging in support and
treatment.

The Service has developed taking into account legislation, national policy and
strategy and is in line with the Millan® principles.

This operational policy describes how the Service works with patients, their
families and carers, primary care, acute care, social care, and the third and
independent sector.

The Service is made up of a number of specialist teams. All Team
Operational Policies dovetail and are designed to complement and support
each other’s performance and the overall Service performance, all of which
ultimately contribute to achieving the performance objectives of the
organisation.

! Millan Principles -
http://www.nes.scot.nhs.uk/media/846015/interactive_mh_act resource apr 11 .pdf
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2.1

3.1

STRUCTURE OF SERVICE

The Service comprises professionals from a range of disciplines who work
together to deliver comprehensive care that addresses individual needs.
These professionals work within a range of teams. Each of these teams share
the same NHS values, working to service objectives, and promoting
collaborative, coordinated, person centered care. These teams are listed
below:

Community Mental Health Nursing Teams
Learning Disability Teams

Occupational Therapy Teams

Psychology Teams

In Patient Teams

Psychiatry Teams (Consultant Psychiatrist)
Crisis and Assessment Teams (CATS)
Psychiatric Liaison Teams

Specialist Drug and Alcohol Team

In addition to this, there are also tertiary services that provide specialist
assessment and advice to the teams:

Eating Disorder Service
Personality Disorder Service
Interventions in Dementia Education Assessment Service (IDEAS)

SERVICE VISION

We aim to provide high quality, safe, effective, recovery focussed and person
centred care and to make our communities the best place to live active, safe
and healthy lives by promoting independence, choice and control.

The Service provides a comprehensive specialist service for patients in a way
that promotes respect and dignity and will keep patients at the centre of their
care.

We aspire to high standards of excellence and professionalism that reflect the
needs and preferences of patients, their families and their carers.

We will be open and honest, working responsibly across organisational
boundaries with other organisations in the interests of patients, communities
and the wider population.

We are committed to providing the best value for making the most effective
and fair use of resources.
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4. USER AND CARER INVOLVEMENT

We will work with patients and carers to ensure that we take into account the
contribution carers make to achieving positive outcomes for people and
actively seek to involve carers as partners in the delivery of care.

S. KEY OBJECTIVES OF THE SERVICE

5.1  The strategic plan identifies eight high level objectives that the Service will
focus, report, develop and evaluate over the next 3 years.

1. We will continue to develop a bed model that is proportionate by
strengthening community services that prevent unnecessary hospital
admission, and facilitate early and safe discharge.

2. We will manage out of region placements efficiently and safely.

3. We will test ways in which we provide stronger liaison within Primary Care
settings, and ways in which we strengthen transition with between hospitals
(both in and out with Dumfries and Galloway).

4. We will, in conjunction with primary care and other partners tackle health
inequalities, particularly in relation to the poor physical health outcomes for
many of the individuals who use the Service.

5. We will measure and improve person centred patient care, and Carer and
families experience by identifying or developing outcome-based measures
that are co-produced with people who use services.

6. We will improve the quality of life for people with learning disabilities in line
with the recommendations in the Keys to Life.

7. We will improve patient safety, by reducing harm, waste and variation in
treatment.

8. We will develop eHealth and Technology Enabled Care throughout the
Service.

In addition to this we will attend to 3 mandated performance measures, identified by
Scottish Government, that the service currently reports on, and have a suite of
management plans to support these.

1. 90 per cent of Clients will wait no longer than three weeks from referral
received to appropriate drug or alcohol treatment that supports their recovery

2. 90 per cent of patients to commence Psychological therapy based treatment
within 18 weeks of referral

People newly diagnosed with dementia will have a minimum of one year’s post-
diagnostic support.
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7.1

CORE PRINCIPLES

The Service provides a comprehensive specialist service for patients in a way
that promotes respect and dignity and will keep patients at the centre of their
care.

We aspire to high standards of excellence and professionalism that reflect the
needs and preferences of patients, their families and their carers.

We will be open and honest, working responsibly across organisational
boundaries with other organisations in the interests of patients, communities
and the wider population

We are committed to providing the best value for making the most effective
and fair use of resources.

MODEL OF SERVICE DELIVERY

A biopsychosocial model is used to provide a comprehensive assessment,
care plan and treatment.

Wherever possible, we will provide services as close to the patient's own
community. When admission to inpatient services is unavoidable, we will
ensure smooth transition for patients, and will begin discussing discharge
planning once assessments are completed.
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8.1

HEALTHCARE GOVERNANCE

SERVICE GOVERNANCE

There are a number of governance frameworks, policies and standards used
in the Service to ensure that processes support performance (information,
financial, research, staff and clinical) and in which all components of quality
including safe, effective and patient and public involvement are brought
together. These ensure that staff are skilled and confident to carry out their
work, appropriate resources are provided, quality is developed, clinical and
executive leadership is strong, and all of these support the Service’'s

performance.

Diagram 1 provides an easy visual interpretation of the way in which
decisions are made and escalated through the Service. For more detail

around Health Board and 1JB committees, please see Appendix 2

Diagram 1
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8.2

8.3

EQUALITY AND DIVERSITY

The service will promote equal opportunities, recognise and respond
sensitively to the individual needs, background and circumstances of people’s
lives, subject to EQIA.

RISK MANAGEMENT

We will proactively reduce identified risks to an acceptable level by creating a
culture founded upon assessment and prevention. Our risk management
processes will play a vital role supporting and informing decision-making in
providing a safe and secure environment for patients, carers and will be
embedded into all organisational processes and involve everyone in the
organisation.

WORKFORCE

Following the cultural diagnostic questionnaire last year, the views on staff's
experiences at work has been gathered. We will regularly review team action
plans, and will share best practice and assist in areas where further support
may be of benefit.

Reinforcing the Staff Governance Standards throughout the Directorate will
remain a key objective of managers and staff. Monitoring of compliance
levels in relation to annual development review conversations, attendance
management information, and mandatory training will continue to be
monitored.

As iMatter continues to be rolled out, all staff will have the opportunity to take
part in developing plans in their individual teams which promote a working
environment that strengthens innovation and learning and is seen by all staff
as something which improves the staff experience in some way.

A Workforce Plan will be developed for the Directorate, working with
members of the Workforce team, managers and staff side which will describe
future workforce roles and service delivery.

We will continue to work closely with managers, staff and staff side
representatives when service change and/or redesign is being considered.

Clinical Supervision Policy for the Directorate is in place and managers will
ensure compliance.
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10.

11.

12.

RECORD KEEPING AND INFORMATION SHARING

Clear and accurate recording of information is essential in providing effective
and appropriate multi-disciplinary care. All patient information will be recorded
on the electronic records system in line with professional guidelines,
local/national policies and data protection.

Multi-agency information sharing will adhere to the Dumfries and Galloway
Partner Agencies Scottish Accord on the Sharing of Personal Information
(SASPI) framework.

PARTNERSHIP WORKING

Engaging and consulting with individuals, families, carers and communities
will be crucial in all that we do: listening to, and taking into account, their
views, experiences and ideas will ensure that the design and delivery of
services meet identified local needs and aspirations now and in the future.

The Service will also work collaboratively with other NHS teams, Social Work,
Primary Care, Third and Independent sector to ensure the effective delivery
of services.

LEADERSHIP

Leadership is central in supporting our staff to continue to improve quality and
performance, redesigning services, working in different ways and ensuring
excellent delivery of service. Investment in developing leadership skills at all
levels will be developed as will the need for shared learning and new ways of
working to be considered and adopted to ensure we are all ready to meet the
strategic objectives of the Directorate.
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1. What is the Care Programme Approach?

CPA was originally adopted in Scotland in 1992 *2 as a way of ensuring that those people who
are suffering from severe and longstanding mental illnesses with complicated health and social
care needs have care plans which reflected their needs for ongoing care, treatment and
supervision and that this is fully coordinated by the agencies and personnel involved. CPA
ensures that there are systematic arrangements for the assessment of the patient’'s health and
social care needs.

More recently the Scottish Executive stated it's commitment for the use of CPA for restricted
patients®. This became policy with the publication of Guidance for Forensic Services*in which
CPA forms the basis for the regular review of all patients subject to restriction orders. This
guidance has recently been reviewed® and has been included in the revised Memorandum of
Procedure for Restricted Patients launched in June 2010.

The important elements of CPA include:

e Patient and carer involvement in the formulation, agreement and review of the care plan.
This may require the involvement of the patients’ advocacy service and, if possible, full
patient participation.

e Itis not, however, necessary to gain “consent” from the patient for the application of
the CPA process.

e Full consideration of the assessment of risk of violence and a plan for the management of
risk. This should include matters associated with public protection, child protection and
adults at risk.

o Full participation of all members of the multidisciplinary clinical team and where
appropriate, representatives of external services, the MHO, representatives from the local
forensic team, Police and Scottish Prison Service and others.

e The production of a care plan which addresses the patient’s needs and is clear as to which
professional is responsible for which action point and when it should be reviewed. The
patient should agree to the plan and have a copy. Any objections that the patient may have
should be noted and addressed if possible.

Notes

1 Community Care in Scotland. Guidance on Care Programmes for people with a mental illness
including dementia.

2 Community care: Care Programme Approach for people with severe and enduring mental iliness

including dementia. SWSG16/96

3 Delivering for mental health. NHS Scotland 2006

4 Guidance for forensic services. CEL 13 (2007)

5 Report of the Care Programme Review Group. Forensic Network May 2010
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2. The underlying principles and the main purpose of the policy.

The principles of the Mental Health (Care and Treatment) Scotland Act 2003 provide the legal
‘building blocks’ for CPA alongside the 10 Essential Shared Capabilities and the Recovery
Model which form part of the Operational Policy which provides the vision for the new clinical
service within the Mental Health Service.

The key principles include:

e Care and treatment being focussed on the needs of the patient and not, for example, the
organisation. Patients should be as involved as much as they can (or want) in their care
and treatment.

e Encouraging patients to take more responsibility for their mental and physical health and
risk management plan.

e Respecting diversity and ensuring that staff practice in an ethical manner and challenge
inequality and discrimination.

e Ensuring that any care or treatment interventions are likely to be of benefit to the patient.

e Ensuring that all elements of the patient’'s medical, psychological and social care needs are
coordinated and considered in the care plan. These may include educational, life skills,
recreational and exercise needs.

e Enabling members of the multidisciplinary teams to communicate and work together in
such a way that patients receive the best care and treatment.

It is expected that adherence to the principles of good partnership working will lead to a
sustainable care plan which will contribute to the patient’s recovery process in an environment
which respects the need for the safety and protection of the general public.

3. Who does this policy apply to?

This policy will apply to all persons as outlined in the criteria included within this policy.
(Appendix 3)

4. RESPONSIBILITIES

4.1 Responsibility of the CPA Care Coordinator

4.1.1 The operation and management of initial CPA meetings, 6-monthly CPA reviews
and the ongoing monitoring of the effectiveness of the prescribed CPA approach
including the preparation of all documentation.

4.2 Responsibility of Health Records Department

4.2.1 Keeping a database of CPA specific patients and dates of meetings as provided via
the CPA Care Coordinator.

4.3 CPA Steering Group/Designated Manager

4.3.1 To provide a strategic overview of the process and be accountable to the Mental
Health Board reporting to the Operational Management Group.
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4.3

4.4

4.4.

.2 To be satisfied that all restricted patients and others who fit the criteria are
managed in accordance with the Care Programme Approach.

All Named Parties to CPA

1 Itis the responsibility of all named parties to a CPA to attend any meetings required
and if they are unable to do so to provide a named deputy. This particularly applies
to the CPA Care Coordinator, RMO and any MHO/Social Worker involved in a
statutory case. If the latter three or a named deputy is unable to attend, the
meeting will be cancelled and re-scheduled to a later date with the CPA Care
Coordinator informing relevant managers of the impact of cancellation.

5. Details of Policy

Operational guidance for the care and treatment planning for patients will be published and
reviewed in association with the CPA Policy. This guidance is consistent with Government
policy and should be read alongside other relevant board policies. This will ensure that:

All patients should have a care plan at the earliest opportunity after admission to a
caseload. This care plan will be reviewed continually and the need for CPA should be
identified from this.

Where CPA is identified as being required following assessment, Team members/ward
staff will arrange the initial meeting to discuss this proposal at a full multi-disciplinary team
meeting where the appropriate CPA Care Coordinator will be identified.

The CPA Care Coordinator will then draft out the initial CPA document for discussion and
also identify a Co-Worker for the case.

Once the formal CPA has been agreed and signed off, this will be enacted and the initial
review date will be set at an interval of not more than 6 months.

Thereafter reviews will be through 6-monthly CPA reviews. A transfer/discharge CPA will
be held when a patient is being considered for transfer or discharge. Appropriate partner
agencies should be invited.

All patients will have a CPA Care Coordinator. This will be the appropriate professional
who has overall responsibility for the coordination of the care of the patient and will
organise the meetings in a timely fashion; be responsible for the invitations to external
professionals and members of the clinical team; and the circulation of documentation.
CPA Care Coordinator will continually monitor and review objectives detailed within the
care plan, and should significant alterations be required, arrange a review meeting.

The management of Transfer/Discharge CPA meetings is the responsibility of the CPA
Care Coordinator in association with the RMO.

It is of paramount importance to work in partnership with the patient and the need to
encourage patient participation Consideration must be given to inviting carers to the
meeting. If they are unable to attend, it is important that their views are sought, For Named
Persons to effectively undertake their duties they must have an opportunity to attend if they
so wish.

For every CPA meeting full consideration must be given to risk assessment and
management with practical contingencies agreed in relation to risk indicators.

Following any CPA meeting, documentation which should conform to CEL 13 (2007)
requirements and will be circulated within four weeks of the meeting.

In the case of patients residing "out of area” clear responsibility and lines of communication
must be established and a transitional action plan must be in place based around the
Transfer/Discharge CPA meetings.
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6.5.1

7.1

8.1.1

9.1

10.

Equality Impact Assessment /Format

The Mental Health, Psychology and Learning Disability Directorate is committed to
ensuring that, as far as it is reasonably practicable, the way services are provided to
the public and the way patients and staff are treated reflects individual needs and does
not discriminate against individuals on grounds of their ethnic origin, physical or mental
abilities, gender, age, religious beliefs or sexual orientation. Should anybody require
access to this policy in another language or format (such as Braille or large print) they
can do so by contacting the Head of Communications

Policy Development

This policy was developed by the CPA Strategy group on behalf of the Directorate.
Involved were representatives from mental health and learning disability nursing,
forensic service, medical and health records.

Review and Revision Arrangements Including Version Control

This policy will be reviewed on an annual basis to allow for legislative/practice
changes with a more formal content review every 3 years.

Introduction and Dissemination

The roster policy will be distributed via the Board intranet. The policy author will
ensure updated versions are added and old versions removed.

Evaluation

10.1.1 The effectiveness of the Policy will be evaluated in line with the developed core

principles and by the development of an evaluation and monitoring framework
which will report to the Quality Improvement Committee.

10.1.2 An annual plan of audits will also be undertaken to measure adherence to specific

areas within the policy the scope of which will be laid out in a separate document.
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Appendix 1
Glossary and definitions.

CPA Care Coordinator

A member of the multi-disciplinary team who has responsibility for ensuring the continuity of
care. This is done through organising meetings in a timely fashion and keeping in touch with
the patient. The CPA Care Coordinator should be the most appropriate professional for the
case and this is most likely to be the Community Psychiatric/Learning Disability Nurse
allocated to the case but others may also take on the role. The CPA Care Coordinator will not
assume responsibility for other professionals. As this Policy is aimed at the ongoing care of the
patient, the best placed person to assume this role should be the same person who will carry
this responsibility in the community.

Co-Worker

A named worker who will be familiar with the patient and the content of their CPA, and who
can step in to take the role of the CPA Care Coordinator at times of leave. All cases must
have an identified Co-Worker. This will also be the role adopted by Inpatient staff whilst the
patient is in their care to work closely with the CPA Care Coordinator in ensuring continuity.

Care Plan

A care plan is mandatory for all detained patients and describes the patient’s treatment (or
proposed treatment). Treatment relates to medical treatment for the disorder and will also
include aspects of psychological interventions and rehabilitation. The plan should be SMART.
Objectives should be specific, measurable, achievable, realistic and with a review date. There
should be a named worker/identified agency responsible for each intervention.

Care Programme Approach (CPA)

A framework for the care of people with needs arising from mental disorder. It requires:

e The need to involve patients and their carers.

e Close working between all of the relevant agencies.

e A systematic assessment of an individual’s health and social care needs and risk.

¢ The formulation of a care plan to address the assessed needs within a context of victim
and public safety.

Multi-Agency Public Protection Arrangements (MAPPA)

A set of arrangements established by the Police, Local Authorities, NHS and Health Boards
and the Scottish Prison Service (known as responsible authorities) to assess and manage the
risk posed by sexual and violent offenders.

Mental Health Officer (MHO)

A local authority social worker with specific experience and training in working with people with
mental disorders. MHOs have a number of specific responsibilities associated with individuals
who are detained under the Mental Health Act. This person should also have a named deputy
for each case who can participate in discussions on behalf of the named MHO.

Multidisciplinary team (MDT)

Each MDT will consist of a range of core professions and may include representatives from
external agencies including the MHO. Members of all professional groups will retain
accountability for their own practice whilst working as a team with a view to agreeing and
implementing a care plan.
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Responsible Medical Officer (RMO)

An approved medical practitioner who has special experience and received particular
training in the diagnosis and treatment of mental disorder who is designated by hospital
managers for a particular patient. As with MHOs, the RMO has a number of specific
responsibilities associated with individuals who are detained under the Mental Health Act.

Appendix 2
Relevant Policy and Guidance

Mental Health (Care and Treatment)(Scotland) Act 2003.

NHS Scotland, The State Hospital. The Clinical Model, a framework of principles. May 2009
Sainsbury Centre for Mental Health. 2004 10 essential shared capabilities for mental health
practice. Dept of Health.

Scottish Executive (NHS Scotland)(2006) Delivering for mental health.

Scottish Executive Health Dept (2002) The Early Discharge Protocol

HDL (2002) 85

Scottish Executive Health Dept (2006) Forensic mental health services HDL (2006) 48
Scottish Government Guidance for forensic services CEL 13

Scottish Office. 1992 Community Care in Scotland. Guidance on Care Programmes for people
with a mental iliness including dementia. SWSG1/1992

Scottish Office 1996 Community Care: Care Programme Approach for people with severe and
enduring mental illness including dementia. SWSG16/96
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Appendix 3

Eligibility Criteria for inclusion in

Care Programme Approach (C.P.A)

The routine management of the care of people who receive a service from NHS
Mental Health or Learning Disability Services will have their care delivered via the
Integrated Care Planning (ICP) Processes in mental health or the individualised care

planning process in learning disability services.

For those who require a more structured and detailed approach, the following criteria

should be considered:

“People over the age of 18 years, resident in Dumfries and Galloway who have a
primary diagnosis of mental disorder i.e. mental illness, including dementia,
learning disability or personality disorder.” (In specific cases, those persons aged

between 16 — 18 years of age may also be considered for this approach.)

In addition, eligible individuals must also meet one of the following criteria:

° A history of serious suicide risk, self-harm, severe self-neglect, violence/dangerousness
towards others or vulnerability as a direct consequence of mental disorder as assessed

under the local Risk Assessment Policy.

. Subject to a Statutory Order enacted by:
- Mental Health (Care & Treatment) (Scotland) Act, 2003(All persons subject to a
CTO will be under CPA)
- Criminal Procedures (Scotland) Act, 1995 including MAPPA.

PLUS
They must require multi-disciplinary/multi-agency involvement and co-ordination.
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PRACTICE GUIDE Appendix 4
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Appendix 5
Record of Initial CPA Discussion
(To be completed as a record of all initial CPA discussions)

Patient Name: CHI Number:
Date Meeting Held:

Participants:

Summary of discussion:
(Record criteria discussed)

Outcome:
CPA To Commence  Yes/No CPA Care Coordinator Identified Yes/No
Name(lf YeS): .. e
(Once completed to be sent to MH Medical records for scanning to eCn)
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Appendix 6
(Do not use — actual form available via Intranet.)
CPA Standard Documentation
Date Care Plan Initiated: Date of this version:
Patient Name: CHI Number:

Patient Details

Date of Birth

Permanent Address

Telephone Number

Sex

QOccupation

Marital Status

Religion

Ethnic Origin (Standard Codes)

First Language

Communication Assistance
Required
(Yes/No)

Service Details

Name of Service

Date of Admission/Referral

Ward

Phone Number

Responsible Local Authority

Responsible Health Board

Relationship Details

Named Person :

Relationship to Patient

Address

Phone Number

Next of Kin:
Relationship to Patient
Address
Phone Number
Title: CPA Policy -12 -
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Date Care Plan Initiated:
Patient Name:

Date of this version:
CHI Number:

Details of those involved in CPA/Useful Contacts

Name

Contact Address

Telephone
(Office/Out of
Hours)

Consultant Psychiatrist (RMO)

CPA Care Coordinator

Social Work (MHO)

Genral Practitioner

Psychology

Advocacy

Occupational Therapy

The Scottish Government (Senior Casework
Manager)

Social Work (Other)

Co-Worker
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Date Care Plan Initiated: Date of this version:
Patient Name: CHI Number:

Legal Details

Legal Status & Section

Date of Conviction/Insanity
Acquittal (if appropriate)*

Date order began *

Date of most recent statutory review*

Next 2 month statutory review period * | From:
To:

RMO details

MHO details

For Determinate Sentences
Liberation date/ Parole Qualifying date

For Life Sentences
Punishment part

Index Offence

Details of Index Offence

Brief Statement

Subject to Requirements of other Legislation

Notifiable under part 2, Sexual
Offences Act 2003 (2) Yes/No *

If yes to above — Detail offence(s) and
period of order *

Schedule 1 Notification Yes/ No *

MAPPA Status

Is patient subject to MAPPA? (Yes/ No)

Local Office

MAPPA Coordinator Name

Contact Number

Level

Driving Licence

Does patient hold a current driving licence

If yes, have DVLA been informed of current status

Specify any restrictions in place
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Date Care Plan Initiated: Date of this version:
Patient Name: CHI Number:

Compulsory Treatment Details

Compulsory Measures authorised under
Mental Health (Care and Treatment)
(Scotland) Act 2003

Date of T2 / T3 Certificate

Description of Treatments authorised by
T2 or T3 certificates

Conditions Set for Conditional Discharge

Safeguarding Children

Is the patient likely to have contact with
own or other children?

Child Protection Name Contact
Liaison Officer No
Outcome of Child Protection Case

Review

Safeguarding Adults at Risk

Is the patient likely to have contact with
an adult at risk of harm?

Adult Protection Name Contact
Coordinator No
Outcome of Adult Protection Case

Conference

Advance Statement

Does the patient have an advance
statement?

Consent to CPA

Has the Care Programme Approach
been explained to the patient?

Has the patient signed the CPA “Patient
Views” Form?
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Date Care Plan Initiated: Date of this version:
Patient Name: CHI Number:

Dumfries & Galloway Mental Health Services
Summary Care Plan

This care plan provides a summary of your treatment and care that has been agreed with you.

If you have any questions or queries about it please contact your nurse.

SERVICE USER NAME: Letter ref:
Ref:

Phone: CHI:

Needs: Goals: Interventions:
By Whom:

Signatures:

Nurse: Service User/Carer:

Date Agreed: Review Date:
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Date Care Plan Initiated: Date of this version:
Patient Name: CHI Number:

This section sets out the signs and symptoms to look out for in relation to the patient relapsing along with what must happen should these become evident. The table is populated with an example. This is
not an exhaustive list and additional/alternative headings may be included, for example, media or victim issues

Risk Management/Contingency Plan

Category Relapse Indicators/Early Warning Signs Contingency Actions

Symptoms of
mental illness

Red

Engagement
with

treatment

Red

Substance
misuse

Red

Red
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Date Care Plan Initiated:

Patient Name:

Date of this version:
CHI Number:

RISK SUMMARY

Offending History

Index Offence

Other Offences

Strengths and protective factors

e

History of .....

Yes/No

If yes - Brief Details

Violence

Sexual Aggression

Fire Raising

Hostage Taking

Use of Weapons

Alcohol or Substance
misuse

Absconding/Escape

Self Harm

Harm to Children

Harm to Vulnerable
Adults

Other factors of

relevance
Current Risk Status
Setting Likelihood, imminence, frequency & severity of harmful behaviour
towards whom & under what circumstances
In Hospital

Escorted in Community

Unescorted in Community

Other
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Date Care Plan Initiated: Date of this version:
Patient Name: CHI Number:

RISK SUMMARY (continued)

Victim Considerations

Yes/No Details

Is/are there specific person(s)
Whom the patient poses a risk to?

Does the patient pose a potential risk to
certain types of people?
(e.g. children, women, vulnerable
adults)

Monitoring & Supervision Requirements

In Nursing observation level
Hospital

Restrictions regarding
contact with staff

Restrictions regarding
access
to indoor areas

Restrictions regarding
access
to outdoor areas

Restrictions on telephone
use and letters

Room searches

Personal searches

Alcohol/drug testing

Access to sharps &
other utensils

Visitors

Other hospital
requirements

In the Escort requirements
Community

Special considerations for
staff visiting patient

Special consideration for
out-patient appointments

Alcohol/drug testing

Other community
requirements
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Date Care Plan Initiated: Date of this version:
Patient Name: CHI Number:

Copy of details from ADVANCE STATEMENT made under the
Mental Health (Care &Treatment) (Scotland) Act 2003

Name of person making
this statement:

1. 1would like to receive the following treatments:

2. lwould not like to receive the following treatments:

3. Details of witness:

Full name of witness:

Address of withess:

Designation of witness:

The following is a list of the names of everyone who has a copy of this statement:
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Date Care Plan Initiated: Date of this version:
Patient Name: CHI Number:

Patient Views (To be completed by CPA Care Coordinator on receipt of minutes and kept in notes)

Patient Comments on Care

Plan
(If no comment made — please state)

CPA Care Coordinator signature(1):

Patient signature(1):

Date of discussion:

The Care Programme has been agreed by those concerned

Patient Signature (2)

RMO Signature

MHO Signature
(If Involved)

CPA Care Coordinator
Signature(2)

Agreed Arrangements for next CPA Review

Date

Time

Venue
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Date Care Plan Initiated: Date of this version:

Patient Name: CHI Number:

Minutes of CPA Meeting Date Meeting Held:
Attendees/Participants

Name Agency Attended Apologies Did not Attend Report Submitted

v v v v

Summary of discussion:
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