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Mental Health Crisis Concordat
Review, Action Plan and Declaration 
Bath and North East Somerset
Updated June 2016







	Multi-agency forums that support delivery of services/review crisis concordat plan

	Forum name
	Membership
	Frequency
	Discussed
	Seen plan
	Commented

	 Adult Mental Health and Learning Disability Offenders Forum
	AWP – Intensive team; CARS; Commissioners (CCG/LA/NHS England): MH, LD, substance misuse, health and justice (MH); Probation; Sirona – complex health needs/LD/adult autism services; Police; Bath MIND
DHI (criminal justice/substance misuse); and Julian House (Criminal Justice and Housing) 
	Quarterly
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	 Mental Health and Wellbeing Provider Forum
	Commissioners (CCG/LA) – MH; AWP – various; Sirona – various; St Mungos Broadway; Bath MIND; Rethink; Soundwell; New Hope (SU group); Keep Safe Keep sane (carers group); Creativity Works;
Knightstone Housing; CAB; The Care Forum; Second Step; Julian House. Commentary provided by Homeless health care team even though they are not represented at this meeting. (see action plan)
	Bi-monthly
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	 Mental Health Care Pathways Group
	GP – St Chads, St James, Catherine Cottage
AWP –  Clinical Director, Managing Director, Head of Professions
Commissioners (CCG/LA) – GP Lead and MH CSM
Sirona; MH &W Forum - rep; Practice Manager - rep
	Bi-monthly
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	 Mental Health Collaborative meeting
	RUH – Director/Assistant Director of Nursing/LD Lead/ A&E consultant;
CCG – Director of Nursing/MH SCM; AWP –  Clinical Director/managing Director/Access and liaison services lead/Liaison team manager.
	Bi-monthly
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	 Crisis Concordat Task group
	AWP –  Clinical Director/managing Director/Access and liaison services lead; RUH – A&E Consultant; Police; Commissioner (CCG/LA); AMPH Lead, SWAST clinical lead. 
	Monthly
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	Positive practice

	Service
	Background and need it addressed
	Resources 
	Impact and challenges
	Sustainability

	Mental health liaison services in the acute trust – A&E and across wards – dementia and AOWA
	The core service has been established for at least 8 years in the RUH. It has been expanded over that time to include older adults and is now joint funded with Wiltshire CCG. In addition the Intensive team in  provides overnight cover (for last two years) 
Enabled joint development of risk matrix for mental health clients.
Provided training for general staff
	NHS funding (PCT/CCG) into the specialist mental health trust. Consultant nurse, psychiatrist, psychiatric nurses, admin.
Joint working with A&E consultants.
	Impact: Has enabled the earlier identification and treatment of people with mental health problems and supported diagnosis and care of older clients with dementia (with or without co-morbidity) as well as supporting discharge.
Increased staff skills and understanding.
Challenges: the consistent implementation of processes with aligned capacity to provide care within the A&E 4 hour target.
Managing risk (and hospital capacity/flow) for those clients needing a MH Act assessment – especially out of hours.
Provision of a suitable environment for those clients waiting for a MH Act assessment.
	Continued lack of clarity nationally about how much of this function should be supported through the acute tariff. Therefore growth of service to meet demand reliant upon mental health funding stream only. Needs national clarification.
Future work around Parity of Esteem will require workforce initiatives to increase skill sets of staff. Recruitment of staff will affect sustainability.
Reciprocal arrangement for medical liaison into mental health facilities needs to be developed for true sustainability and parity of esteem.

	Community Hospital and Care Home liaison service
	Initially started with psychiatrist input into specialist dementia care home - a “ward round” every 6 weeks with GP (providing weekly “ward rounds” under LES). Supported with close relationship with MH team leader (LA social worker as part of integrated MH team).
Further development 4 years ago to increase support into the community sector – especially to improve the care of older people with dementia in order to prevent crisis and hospital admission.
Dementia challenge fund monies supported programme of training into Care Home sector on dementia and dementia care.
	Psychiatrist.
Team leader (SW qualified)
2 Bd 6 nurses.
Recurring CCG funding.
Dementia challenge money used for training element currently annual.
	Increased capacity in the care home sector to manage complex clients thereby preventing admission into or delay in hospital beds.
Prevented older adults being admitted to hospital in crisis.
 Enabled more people to end their lives in the care home.
Increased awareness in the care home sector of dementia and how to care for people.
Improved discharge form community hospitals.
	This is built into the block contract arrangements for specialist mental health services.
More support put into this service by targeted resilience monies (see action plan) for people with a secondary diagnosis of dementia with the aim of employing RGNs and social workers into the team.

	Care Home Local Enhanced Service - GP
	Provision of GP support into “attached” care homes in order to support health, manage long-term conditions, prevent admission to hospital in a crisis and enable a good death 

	Funding provided to GP practices by CCG on a fixed term basis currently 
Recurrent funding agreed for three years from April 2015. 
	Improved quality and continuity of care and interventions. Prevented people being admitted to A&E. Enabled people to die in the ‘home’ where they are residing. 
	Funding agreed for three years from April 2015. 

	Alcohol liaison team in the RUH
	Alcohol Liaison Service was set up at the Royal United Hospital (RUH) from April 2013. 
The aim of this integrated (3rd sector/specialist) service is to stem the rise in alcohol related hospital admissions by reducing bed days and frequency of attendance and admission of high impact users as well as increasing detection of alcohol misuse across the hospital and engaging people in treatment services. 


	Funded by  Clinical Commissioning Group (CCG) and Wiltshire Drug and Alcohol Team:
2 Alcohol Liaison Nurses
2 Recovery Workers
0.5 FTE Hepatology Nurse funded by RUH
An additional community detoxification bed for the sole use by the RUH is being piloted for 12 months. Within the first 6 months of operation the bed has had 60% occupancy. 
	Impact
4.4% drop in the Alcohol Specific Hospital Admissions from 765 in 12/13 to 731 in 13/14
63% reduction in client hospital spells 3 months post contact with the service compared to 3 months before contact
1,315 fewer bed day usage amongst the client group 3 months post contact with the service. 
£399,134 tariff savings from the reduction in client hospital spells
An alcohol withdrawal protocol has been introduced and training provided to staff. This has led to a reported reduction in aggression amongst patients. 
Significant rise in number of people accessing treatment. 
Challenges
Roll out the use of AUDIT tool in the emergency department
Managing capacity within RUH and in community alcohol treatment. 
The team is respected for their expertise by RUH staff.
	Recurrent CCG funding is in place. Sustainability more dependent on widening the preventative initiatives available to us and thinking nationally about how to manage the market.  

	Primary Care Mental Health liaison  service
	To build upon the recognition that the majority of people who experience mental health difficulties will have their needs met within primary care and not within secondary specialist mental health services.
PCLS Teams set up with a view to improve mental health for individuals and society as a whole and work collaboratively with others to aim to improving care in the six outcomes identified within DoH’s publication, No Health Without Mental Health” (2011).   These are:
•More people will have good mental health.
•More people with mental health problems will recover.
•More people with mental health problems will have good physical health.
•More people will have a positive experience of care and support.
•Fewer people will suffer avoidable harm.
•Fewer people will experience stigma and discrimination.
 Team work closely with other health, social care providers and third sector.
	Psychiatrist
Team leader
Band 6 mental health professionals

	Impact: 
Improved access for professional advice and support for on a spectrum of mental health issues. 
Improved communication between mental health, third sector and statutory services
Inclusion of mental health professionals within primary care pathways, e.g. community ward rounds to enable timely interventions/ identify that potential mental health issue are considered at the same time as physical health issues (parity of esteem)
Challenges:
Prescribing accountabilities
Adaptation of the model from a primarily GP referral based system to an open access model. 
Delivering sustainable service delivery within an open access model
	Review and redesign of wider mental health “access service” to streamline process to ensure that right interventions are delivered in a timely manner


	Court Assessment and Referral Service (CARS) team
	Service in situ since 2007 but expanded considerably in 2014 in the context of Lord Bradley’s report. Function is to assess the mental health and learning disability needs of those coming into contact with the criminal justice system across Avon and Wiltshire, regardless of age, with a view to diverting those appropriate for diversion, out of the criminal justice system and liaising with the criminal justice system (assuming capacitated client consent) to inform that system of service users assessed needs and arrangements in place to  meet those needs be that within or without of the criminal justice system. (We are currently working with SOMPAR to enable them to come up to Lord Bradley’s spec in Somerset also. I note some B&NES clients have been taken to Bridgwater super custody suite). 
	Across the whole service, that includes B&NES:
Team leader.
Administration.
2 children and young people nurses band 6. 
1 learning disability nurse band 6.
6 mental health nurses band 6
1 social worker band 6
7 mental health nurses band 5
1 OT band 5
1 social worker band 5
2 engagement workers band 4.

	Impact:
Improved and timelier outcomes for people with mental health and learning disability needs involved in the criminal justice system regardless of age.
Reduction in clients being remanded into custody for want of appropriate diversion. Reduction in need for mental health act transfers from prison.
Criminal Justice system (we see people in police custody, we see voluntary attenders and see people in Courts) better informed and informed in a more cost effective and timely manner about the mental health / learning disability needs of our clients (assuming capacitated consent).
As AWP also provide the mental health and learning disability provision in the 5 prisons in our cluster, timely handovers of the needs of those coming into prison and a reduction in the need to re-triage those already screened out by CARS (unless presentation changes significantly once incarcerated). 
Challenges:
The large geographical area we cover and being able to consistently provide practitioners often at short notice given PACE timeframes.
To meet the Lord Bradley Spec the Team has been required to make a significant number of developments over a short period of time although the team is now fully compliant with the spec and so can now consolidate.
Sometimes the prompt identification of Psychiatric beds for those detained under the mental health act while in police / court custody
A potential challenge maybe working out how street triage and CARS interface in a way that ensures our criminal justice partners get a clear and consistent message
	Commissioned by specialist commissioning (NHS England). 
Funding also gratefully received from B&NES CCG
NHS England contract due for review 2017. 

	
	
	
	
	

	Julian House Homeless Hospital Discharge Service, 
	The JH service will be working with people who are likely to have on-going and potentially crisis MH needs in addition to current physical health needs.
Will work alongside the Liaison Teams (alcohol, A&E and Primary Care)
	Funded by the local authority
Update June 2016: Homeless Hospital Discharge Service funded by Julian House until late 2015. Funding (and service) have ceased. 
	Challenges are to ensure the service is well integrated into local provision. 
	Funded on a 3- year basis

	Gypsy and Traveller Outreach and Engagement Pilot Service
	Pilot to find out the best ways of engaging with this client group – which include high numbers of “boaters” – in order that they can design service responses, the outcomes they want from services and how to ensure good out of hours access
	CCG funded
	To be determined with service users.
	Pilot project for 17 months until April 2016

	Mental Health adult of working age reablement team
	The Reablement service provides a pre and post crisis intervention – depending on where in the MH system service users are. It undertakes an initial assessment, develops a support plan and then implements the plan. The episode of support is normally completed within 6-8 weeks and the case is closed once the service user’s needs have been met and any onward signposting – i.e. to community networks or another provider – has been completed.
	Funded via Sirona’s main service contract
	Impacts: The service helps to prevent people escalating into acute clinical need. It also helps people who are recovering from an acute episode to reintegrate into the community.  
Challenges: In some cases support is required beyond the time-limited service – i.e. for more than 6-8 weeks. However this can be managed through signposting.
There are also occasions when a client is registered with a GP but resident in another local authority area and so pathways of care can be complicated.  
   
	The service has recently been redesigned (effective July 1) and so far it seems to be achieving its expected outcomes within the agreed timescales. Performance in relation to the redesign specification will be kept under review.     

	Respite beds pilot (Wellbeing House)
	A respite house is being developed to offer short stays.  The aim is to provide a therapeutic experience that will help people manage their mental health and keep them out of states of acute need.  The respite pilot model will be developed in conjunction with the MH service teams to ensure there is a safe staffing model focused on supporting the individual pre or post crisis. 
The service will be jointly run with Curo and will include a peer support worker and support from peers. The Wellbeing House has opened in July 2015 after extensive refurbishment. 
	Quality Innovation Productivity and Prevention (QIPP) investment funds.
	Impacts: The service will be one of the few of its kind in the country. Demand for it is expected to be high. Links to other services will be numerous. The scope for innovation is considerable. The therapeutic value of the service to the user should be substantial – which should result in reduced demand for other MH services.  
Challenges: The main challenge so far has been finding a suitable location for what is a sensitive service. However a Curo owned property was found in Bath and its previous supported living use may mitigate challenges in the reception of the new service within its host community. 
	The respite project is a pilot. Its continued funding is entirely dependent upon its performance during the pilot phase.  

	In-patient peer support worker – acute mental health services
	This is a year’s pilot with a partnership arrangement between AWP and St Mungo’s Broadway 
To improve discharge processes by using the ‘Move On ‘ methodology  
To prevent delays and preparing people for change 
	Funding Via CCG
	Impact on length of stay A more coordinated approach to discharge planning better and supported approach
This is a new way of working for both organisations and identifying pathways quickly
	One year’s pilot so request for recurring funding to be made if services appears to be cost effective.

	AMHP Service – LA 
	Need to ensure collaboration between services in situations which require a Mental Health Act assessment or related interventions.
	AMHP office co-located with AWP services with LA and AWP computer access. Dedicated AMHPs and Lead plus Rota staffing.
	Impact:  Enables close collaboration between AWP’s Intensive Service, MH Liaison Service, PCLS and Hillview Lodge Inpatient Unit. 
Challenges: The increased rates of Mental Health Act assessments and geographical barriers such as out-of-area placement for beds and location of the Place of Safety Suite at Southmead Hospital put pressure on the AMHP service and collaborative working
	AWP has agreed a move to a larger office space within HVL. These developments will help ensure sustainability.

	AMPH service

	 LA recently agreed funding for increased AMHP staffing

	 LA recently agreed funding for increased AMHP staffing.
I team leader F/T; Ix Deputy F?T. All AMPHs rota-ed on during the week
	As above. Extra capacity is in line with national indicators
	Continued funding from the local authority.

	SWASFT – South West regional Mental Health Joint protocol
	The South West Regional Mental Health Joint Protocol has been created and agreed with the 5 police forces that cover the South West region to allow for an agreed understanding with our emergency colleagues across the South West. 
 The Mental Health Clinical Guideline is also attached. 

	




	Challenges
Integrating knowledge of this police/ambulance service agreement into local practice. 
	Review in 12 months. 

	Standard Operating Procedure for Mental Health A&E Liaison response times
	There was a need to ensure that people receive mental health assessments within the urgent care quality standards of four hours in the ED department. As it was also crucial that the Royal College of Psychiatrists Guidance on Best Practice Liaison Services was followed, our local services agreed a SOP.  
	SOP to be embedded. 
	Impact
This has a positive impact in terms of ensuring a shared understanding of protocol and practice. 
	Review in 12 months. 

	Section 136 protocol facility and funding
	There was insufficient capacity for assessments under 136. The Avon Commissioners and all associated provider organisations agreed a shared protocol and the CCGs provided increased funding to operate a 4 bedded assessment suite based in Southmead. 
	135k for 0.67% occupied bed base
	Challenges
The suite is receiving many clients who are assessed as having no mental health problems where there is no further follow up and a proportion of these clients are intoxicated. (Please see action plan). Positively the numbers of assessments in police cells has reduced.  
	Recurrent funding. 

	Work force development in the RUH – mental health training. 
	The RUH and AWP recognise the need to increase competence and confidence in managing people’s mental health problems which has resulted in the training of emergency department staff, their development of a risk matrix and bespoke training for healthcare assistants across the hospital. Training was provided by the liaison team and for the HCAs gives skills for health accreditation. 
	Delivered within the funded liaison service envelope. 
	Impact
Increased awareness and skills in managing mental health problems. 
	Part of an on-going drive for workforce development (See action plan). 

	Production by service users and community staff of the Hope Guide
	It was recognised that there was no single source of information on mental health services and points of contact. The service user and carer groups alongside community organisation have developed and distributed the Hope Guide which is updated quarterly. 
	St Mungo’s Building Bridges Service, which is funded via Local Authority, supports the New Hope Group which produces the Hope Guide.  
	The impact has been huge in terms of an increased awareness of what is available. 
Challenges
The challenge is to keep it live and connected to other forms of information. 
	

	Oxford Health NHS Foundation Trust.
CAMHS paediatric liaison service to the Royal United Hospital.
	All young people up to the age of 18 who present at the Royal United Hospital following an act of deliberate self-harm and who are admitted to either the Paediatric ward or the Observation Ward are assessed the following day by a clinician from the CAMHS Team. A full assessment of their mental health needs and mental state is undertaken and follow up assessment / intervention offered as appropriate to their needs. Where a child / young person does not live in BANES a referral on is made to the most appropriate agency to support the young person.
This is in compliance with the RUH protocol.
	Liaison rota in place. Senior Mental Health Practitioner available each day to carry out assessment on the ward. Consultant Child and Adolescent Psychiatrist is available to offer consultation and joint assessment if needed
	All young people admitted to the RUH following DSH including alcohol / illicit drug poisoning are given a comprehensive mental health assessment and offered appropriate follow up / intervention.
There are some times difficulties arranging follow up care when young people live outside the catchment area for Banes CAMH Services  
	

	Oxford Health NHS Foundation Trust 
CAMHS Out Of Hours Service.
	CAMHS have a 7 day a week 24 hours a day service. Out of hours a Senior Mental Health Practitioner and Consultant Child and Adolescent Psychiatrist are available to offer advice to professionals who have urgent concerns about a child or young person’s mental health. Where necessary mental health assessments can be carried out in a place of safety.
	Senior Mental Health Practitioners, Consultant Child and Adolescent Psychiatrist, Team Manager, Service Managers, Directors.
	Professionals have access to mental health advice 24 hours a day ensuring that young people’s mental health needs are appropriately addressed.
	

	136 Diversion
	[bookmark: _Toc392086080]Work has recently begun in developing a similar agreement to that held in Wiltshire between the local police force and CAMHS.   This is a formal agreement whereby OHFT CAMHS provide front line officers with direct contact to a Duty Clinician within CAMHS.  This is available both in and out of hours whereby officers can contact the duty person for advice when a young person is picked up in a state of distress and presenting with apparent mental health issues.  
Following discussion on the phone an appropriate course of action between the Mental Health clinician and the officer can be agreed.  This may be a recommendation to take the young person to a safe place for a mental health assessment which the Duty person can arrange or may require a Place of Safety whereby a Mental Health Act Assessment will take place (if it is thought the young person needs to be detained for mental health reasons). 
A further recent development is a Standard Operating Procedure agreement between AWP, police, CAMHS and other agencies which sets out terms of provision for young people under 18 and under 16 to enable access to the 136 facilities provided at Southmead Hospital in Bristol.
This will enable young people access to a place of safety with clear protocols about their care for the duration of their stay to ensure appropriate and effective interventions are available.

	Senior Mental Health Practitioners, Consultant Child and Adolescent Psychiatrist, Team Manager, Service Managers, Police officers
	The impact of using the protocol in a neighbouring area has been to provide a supported service to the police force in the management of young people with mental health issues in an effective and appropriate way and has seen a significant reduction in the number of Section 136s in the county.  
It is anticipated that a similar working protocol being agreed in the Banes area will also support police officers and help to reduce the inappropriate use of S136 with those young people under the age of 18.




The impact will be to enable young people appropriate and safe care when they are detained on a S136 in the community with facilities that are fit for purpose.
The challenge will be to ensure adequate and appropriate resources are readily available as required and managing risk and flow for those clients needing a MH Act assessment
	











	Action plan	

	Section 1 - Commissioning to allow earlier intervention and responsive crisis services. To include:
A:  Matching local need and demand with a suitable range of services; B: Improving mental health crisis services; C: Ensuring the right numbers of high quality staff; D: Improved partnership working in 

	Scheme
	Includes
	Action
	Timescales
	Led by
	Outcomes

	Mental health commissioning – widen organisational engagement/involvement structures 


	A,B,C,D

	a) Ensure that the homeless healthcare team is involved in the mental health and wellbeing forum as well as the offenders mental health meetings.
b) In addition to the local SRG meeting ensure that local contacts are made with SWAST for the development of services. This rep will be attached to the crisis concordat task group. 
	From January 2015.





Complete

	AM

	The homeless healthcare team are more influential in shaping commissioning for this homeless and marginally housed client group who often have unstable and/or untreated mental health needs who can often slip into crisis 
That the links to the front line ambulance staff in terms of understanding and influencing local mental health service commissioning are strengthened.

	Intensive Team – AWP
Review the notion of a “virtual ward” with a capacity of 20 people in. 
	A, B, C
	Completion of review of role and function of intensive service within context of service provision and delivery
	6 months - review to inception. 
Update 15/05/2015: on-going. Waiting to recruit a Band 6 worker. 
Update 30/09/2015: Band 6 vacancy is changing to a police and homeless liaison post. 
Update 20/10/2015: 
At present the capacity of team to provide “virtual ward” is approx. 17-25 people.
Currently In the process of recruiting 2 days per week psychology dedicated to intensive. 
Also recruiting to 2 Wte band 6 equivalents.  Providing care teams to from named individuals is challenging in the context of reduced staffing levels.  
We recently recruited to a band 5 rotational post.  To develop internal training opportunities, post to commence within the intensive team.
Update 29/04/2016:
Recruitment challenges are on-going. 

Team have successfully recruited a psychologist to the team. 

Police and Homeless liaison post in situ. 
	JE
	Increase capacity of intensive team to deliver home treatment in the context of a virtual ward
Improve the quality of home treatment delivered 
To develop care teams to enable service users to have care from named individuals.
To increase access to psychological therapeutic intervention in home treatment
To review point of access to home treatment with a view to earlier intervention

	Dual Diagnosis Support
To provide a dedicated mental health nurse giving OOH advice and support to Police, Ambulance service and to 3rd sector organisations with focus on dual diagnosis and transitions. This is an ageless service which will include the Early Intervention service, Psychiatric Liaison and Intensive Services



	A, D
	Recruitment of Band 6 Nurse with substance misuse expertise to provide OOH advice and support to the Police, Ambulance and B&NES Street Homeless project (run by Julian House) also provide assistance with referrals on appropriate pathways to other services.

	Recruitment – January/February 2015
Training Implementation: February/March 2015
Full implementation and review of service: March 2015 onwards
Update 15/05/2015: Unsuccessful in targeted resilience money bid. Continuing to try and get funding. Researching and investigating how to evidence that service will pay for itself. 
Update 30/09/2015: Band 6 Intensive team vacancy being converted into a police and homeless liaison post within contracted budget as part of a local model.
Update 29/04/16:
Police and Homeless liaison role has strengthened relationships between organisations and more positive relationships are building. Need to develop role further and explore possible alternate funding streams to develop provision further. 
	JE
	Increase number of contact with services related to substance misuse. 
Increased confidence in local providers with providing advice and assisting with/ managing issues regarding dual diagnosis. 
Longer term reduction in the presentation of services users to ED/ 136 suites.
Reduction in attendance times for ambulance and police services for service users with mental health problems
Only people with mental health problems are detained in 136 suites 


	Development of workforce in RUH

	C, D
	A sub group of the RUH nursing workforce group is meeting to discuss training and skill sharing opportunities with AWP.
	January 2015 onwards
Also optimising care for physical needs of patients in Sycamore and Ward 4 without having to transfer to an acute setting. A consultant physician will be available from 8am-8pm to call and help with making decisions on pathways. Potential go live date: 1st June 2015. 
Pilot has already been carried out to give mental health training to healthcare assistants.
There has been a joint bid from RUH and AWP to the South West Education Fund for a competency framework development allowing staff training on Ward 4 and Sycamore for physical health needs. Awaiting decision.
Update 15/05/2015: RMNs to be supported with training in physical needs to allow RMNs to look after a patients’ whole needs. Supervised by AWP Mental Health Team. 
Update 30/09/2015: 7 month pilot to start once person is in post. This will allow a senior mental health practitioner to work within the senior nursing team at the RUH. This will allow mental health needs and challenging behaviour to be addressed. The mental health practitioner will also help with training, raising awareness of mental health and support staff with risk matrixes. 
A project manager is in place to look at expediting discharges. 
12 healthcare assistants and a further 12 are undertaking mental health awareness training. 
Pilot is being run with simulation training and liaison staff to target attitudes to dementia. 
Combe Ward has received the National Quality Mark for Elderly Care. 
Update 29/04/2016:
Simulation training has commenced in the RUH. 

The pilot post was working well and has been extended for a year. The previous post holder has left and we are currently recruiting for a replacement. 

The healthcare assistant training is completed. The liaison services are currently rolling out Dementia training  for healthcare assistants. 
	ML/RR 
	Increased confidence in physical healthcare staffs’ ability to manage mental health problems and vice versa. 

	Support for the Police through supervision
	B, D
	Understand and then replicate a South Gloucestershire initiative to provide mental health case supervision to the police. This would be in line with our current dual diagnosis supervision support provided by AWP to community services. 
	2015/16
Update 15/05/2015: Considering having mental health champions within the Police service and this would allow for cascade training or offering a point of contact for advice
Update 30/09/2015: AWP are looking at providing police training on rotation. There are 5 teams that can be offered training every 10 weeks. Meeting to take place in November to look at rolling this out. 
Information sharing has improved. 
Early intervention has improved. 
Sarah Treweek and Will Stephens have become local mental health champions within the Police. 
120 people have undertaken Mental Health Awareness Level 2 training. A further 40 (with a potential extra 30) people are to also undertake the training in 2016. 
A national training package is being finalised. B&NES mental health training will be supplementary to this. 
Update 29/04/16: 
Local training package has been developed in conjunction with AWP, Local Authority AMHP service and there is also the possibility to have service user involvement. 

The training has started to be delivered to local police officers. 

In addition the police liaison and homeless nurse spends time with local officers to provide specialist mental health advice, support and guidance. 
	CS/AM/Paul Bunt
	Increased confidence and competence in police to manage people presenting with mental health problems in an appropriate way. (We will enter into discussions about the possibilities of doing this for ambulance staff, although recognise their capacity to attend training is stretched).



	Section 2 - Access to support before crisis point. To include:
A: Improve access to support via primary care; B: Improve access to and experience of mental health services

	Scheme
	Includes
	Action
	Timescales
	Led by
	Outcomes

	Personality disorder community support (AWP – UJ )


	A
	Investment bid to be submitted to CCG by December 1st
Once approved staff training to be completed as per timescales opposite 

Ensure that, given the high prevalence of Borderline  and other Personality Disorders within the homeless population, the Homeless Health Care Team are involved.

	(Subject to CCG funding approval for scheme)

December 2014 on  earlier if funds are available

STEPPs training will be available January 2015.  The First course to start February 2015.
Update 15/05/2015: First cohort have started STEPPs programme. All going ahead although not all materials have been delivered by training body.
Update 30/09/15: Delivery of the programme continuing. All materials have now been delivered to deliver training.
Update 29/04/2016:
Programme continues to be delivered on a quarterly basis with all courses being fully attended. 
	Ursula James
	Increased liaison with CAMHS and children’s services for young people therefore earlier intervention. 
Increased awareness of other support the community for service users. 
Increased confidence in staff across organisations in supporting people with personality disorder. 
Reduction of repeat presentation within primary care services.

	Improving level of resilience through increasing self-management initiatives in the community 
	A
	Implement the Wellbeing College pilot in B&NES.
	January 2015-2017

Update 15/05/2015: All going ahead. 95 different learning opportunities on offer. http://wellbeingcollegebanes.co.uk/
Update 10/10/15: Continuation of an extra year to 2017 agreed in order to evaluate effectiveness. Project now linked to social prescribing initiative (local) and data integration project and funded by Innovate UK
	AM/BW
	Increased ability of the B&NES population to manage their long term conditions as well as their mental health at an earlier stage than is currently possible and before people need to use health services. 

	Mental health support in perinatal pathway
	B
	Improve the perinatal pathway
	Update 30/09/2015: Looking at developing the perinatal pathway to include mental health support. Still awaiting details of funding to support. Referrals to be accepted from midwives. Consideration to be given to how the pathway will look in a crisis situation and where would a crisis occur? To align with pathway developed in Wiltshire as shared services.

Update 29/04/2016: Local perinatal pathway has been reviewed and provisional pathway has been developed which shares many similarities with Wiltshire, but takes into account local perinatal healthcare provision. Currently there is an AWP trust-wide review of perinatal mental health. 
	AWP
	Improved services for women receiving perinatal services and support.

	CAMHS
	A, B
	Improve services for children and young people experiencing mental health problems.
	Update 30/09/2015: There is national funding available for CAMHS transformation. A ring-fenced proportion of this is to be spent on eating disorders and the rest is available for spending on other areas. Funding will be provided for 5 years. B&NES has a higher incidence of eating disorders than in neighbouring areas. Looking to develop both preventative and specialist work – including supporting children to eat in their own homes. Service will provide early intervention, including giving better advice to GPs and school education. Looking into joint commissioning a service with Swindon and Wiltshire. 

Also considering using some of the funds to facilitate training around the new assessment protocol for young people under the mental health act. 
	Margaret Fairbairn
	Improved services in line with national expectations.
Liaison and crisis services in B&NES able to provide appropriately timed and high quality response.
Improve early intervention and specialist mental health approaches in order to prevent or smooth out transition into adult services where able.




	Section 3 – Urgent and Emergency access to crisis care. To include: 
A: Improve NHS emergency response to mental health crisis; B: Social services’ contribution to mental health crisis services; C: Improved quality of response when people are detained under Section 135 and 136 of the Mental Health Act 1983; D: Improved information and advice available to front line staff to enable better response to individuals; E: Improved training and guidance for police officers; F: Improved services for those with co-existing mental health and substance misuse issues

	Scheme
	Includes
	Action
	Timescales
	Led by
	Outcomes

	Street Triage (AWP – JE)


	A, D, F
	Submit bid for investment to CCG as the request to NHS England was unsuccessful. 
Learn from the Devon Partnership/SWASFT Partnership initiative in order to improve practice. 
Continue work with other commissioners to ascertain whether a single AWP/ SWASFT initiative can be developed in the longer term. To include 111 providers
	2015/16 depending on funding agreement.
Update 15/05/2015: Did not get targeted resilience monies. Continuing to try and get funding. Researching and investigating how to evidence that service will pay for itself.
Update 30/09/2015: Found that there were no cost benefits of having a street triage service as the numbers in B&NES are small. 
Instead looking to increase training and supervision and looking at implementing control room triage. 
Also found that activity and need with s136 admissions, ED admissions and 111 calls in relation to mental health, is in OOH during weekdays. At the moment, most services are following the GP working pattern (opening 9-5pm). Rotas are being looked at by ED staff to reflect need. Services have been encouraged to think about changing their hours of working in accordance with service need. 
Update 29/04/2016: The police and homeless liaison post has highlighted that there is a demand for this service and  there is scope to  develop the service further. 

Currently the plan is to identify further areas of development within the current post and to explore alternate streams of funding to further develop service provision. 
	AM/JE/AMPH Lead/EDT Lead
	Links to rapid response service redesign.
Patient receives specialist service response at the point of presentation rather than needing further assessment (unless clinically indicated that further specialist assessment needed).
Greater partnership will reduce multiple hands-offs and improve patient experience. 
Holistic approach taken to need therefore improvement in joint care planning and outcomes. 

	Qaaqq
	A, F, D


	Although local SOP in place there remains work to be done supporting discharge especially in terms of locating appropriate placements as well as mental health acute bed provision. We want to continue the DTOC review and action plan and request regional information on mental health bed state. Consider CQUIN to support transformation
	December/Jan 2014-15

Update 15/05/2015: Improved flow through system though there are still issues with Ward 4, timescales for moving to community placements, patients being transferred out of area and placements for children and young people. 
Update 30/09/15: DTOCs have returned to under 7% for mental health service users although current issues still reside with older adult populations and the need for specialist dementia nursing home beds. Plans in place to review accommodation pathway for adults of working age. Acute care pathway work in the acute trust has improved bed management and patient flow.
	AM/BB-J/ML/DC

	Improve the experience of people with dementia and mental health problems in both mainstream and mental health urgent care pathways.
Reduce the number of delayed transfers of care. Reduce length of stay in the acute mental health wards.

	Working in collaboration with SWASFT as regular 1st point of contact for those in crisis.
	A, C, D

	SWASFT keen to involve partnership working in improving mental health care. 
We aim to develop: 
*direct referral pathways
*Access to mental health advice (see street triage project)
*Access to care plans and escalation plans (see single patient notes project)
*Access to health based places of safety
	2015-16
Update 15/05/2015: AWP have looked at documents that David had produced. Work is on-going. Mental health is included on annual mandatory training. 
Update 30/09/2015: AWP have received Trust agreement to have paramedics spend time with the mental health team if they would like to. 

	David Partlow

	Improved level of care. 
Lower the number of Emergency Department admissions. 

	AMPH service
	B
	Review arrangements for out of hours AMHP provision and ensure this is effective and meets need  
As we have combined the OOH services with children’s safeguarding and across 4 counties we need to, in consultation with the police and mental health providers, ensure that AMHPs can be available within locally agreed response times. 

Explore the potential for better integration of AMHP and EDT services with out of hours crisis provision of health and other partners. 

	2015/16
Update 30/09/2015: All 4 counties are looking at OOH AMPH provision.
At the moment there are 3 AMPH members of staff working until 1am. The team are prioritising their response as best as possible. The team find that their options are very limited OOH as there are very few services that are open or professionals that are available.
There is a growing culture of working together. The team are also working with the police on individuals and identifying any mental health issues. 
Update 01/06/2016: Service level agreement for Emergency duty service has been agreed by all four Local Authorities. There are no changes to our of hours AMHP provision from EDT. Lack of resources out of hours continue to present a challenge. 
	TL/AM/LH
	A more responsive out of hours emergency duty service so that coverage over 24 hours is equitable and efficient.

	Identify the frequent attenders at services with alcohol usage as part of their presenting features. (See Section 4, scheme 1)
	A, F
	To combine the information we have from the Blue Light data with other sources of information e.g. from community services to identify the size of client group for a revised pathway response.
	Q1 2015/16
Update 20/10/15: Cost of Blue Light clients in B&NES has been scoped. Of the total cost, 37% is attributed to mental health services. Also found that 14% of people with a mental health disorder are likely to be a dependent drinker. Currently exploring how a multiagency response to support and planning for Blue Light clients might operate locally. 
	CS/AM
	More targeted and tailored responses to the needs of clients with co-existing mental health and alcohol issues. 

	Avon and Somerset Police response to s135/136
	C, D, E
	Review of suitable places of safety and patient transport
	26/3/15 – “Think Ambulance” protocol launched force-wide to ensure that persons detained under s135/6 are conveyed to a place of safety in an Ambulance in all but the most exceptional circumstances. Since introduction Ambulance use for conveyance has increased hugely (350% increase in the first month alone), with figures continuing to improve.

11/5/15 – Police introduced a protocol that under 18’s detained under s135/6 MHA would no longer be accepted into police cells. Negotiations between partners across the force area have identified alternatives to the 136 suites should they be full/unavailable. Since that date, no children have entered the cells whilst detained under the Act. 

The Office of the Police and Crime Commissioner has arranged a meeting with force-wide acute hospital representatives on 18/9/15 to ensure Hospital involvement in negotiations around S136 use.

23/7/15 - Under 18 S136 protocol being developed for BANES in conjunction with BANES CAMHS (Oxford Health). Aide memoir and Memorandum of Understanding (MOU) has been adapted from Wiltshire Police documents, in use already by Oxford Health. Awaiting signoff by partners and then to be rolled out to officers in the BANES district. The MOU will ensure that CAMHS are consulted prior to the use of S136 MHA, with the aim of reducing unnecessary detentions that could have been diverted to a less restrictive option.

Update 30/09/2015: Criminal justice suites will have a single point of contact for partners to be identified. 

New protocol being used for u18’s which has been signed off by the assistant Chief Constable. Where young people are detained, a consultation will take place with CAMHS where possible. Training is due to be delivered and an aide memoire has been produced. 

Work is being carried out by Tom Lochhead and Fiona Beech to look at having wrap around services to give an individual response. 
CAMHS are looking at where u16s are able to go when they are detained by the police. Discussions taking place with Oxford Health taking into consideration the legislation. 

B&NES have some extra capacity with Priory beds. 

Wiltshire have declined B&NES use of their s136 suite.


	Avon and Somerset Police
	Improved quality of response and level of care for those who are detained under Section 135 and 136. 

	Mental health support in Police Control room/ Control room triage
	C,D,E
	Other areas have seen benefits from having mental health staff available in control rooms. This allows access to patient medical records and mental health expertise to give those in crisis the best possible support. 
	3/6/15 - A meeting was held between CCG senior leaders, NHS England, senior leaders from AWP and Somerset Partnership, the PCC and Chief Constable whereby unanimous support was given to exploration of a control room triage scheme within the force area.

23/6/15 – Norfolk Police gave a presentation on control room triage to local Police/NHS/Fire/Ambulance partners, proposal to create a business plan to obtain funding to introduce locally. Information being sought on possible benefits to all partners to be incorporated into a force-wide business case, for presentation to each CCG in the next funding cycle. 

Update 30/09/2015: Business case draft has been put through SRG for non-recurring funds to be used specifically for liaison purposes. Considering using the monies to implement control room triage. The liaison role will feed into PCLS. 
Update 29/04/2016: Final business case  for control room triage nearly completed with all partner agencies. 

Financial contributions from all agencies have been tentatively agreed. 

Further analysis also required as street triage schemes appear to have been successful in reducing number of s136/diverting from custody. However, there appears to have been an increase in the number of mental health attendances to emergency departments. 

	Avon and Somerset Police
	Increased support for police staff allowing for forces to respond in the most appropriate way. 
Improved quality of care received from the police when responding to crises with advice from mental health professionals.  

	Raising staff awareness of Mental Health
	D, F
	Mental health awareness training to be rolled out amongst Sirona staff. 
	Update 30/09/2015: Sirona mental health training is underway. Aiming to train 98% of staff. 100s of staff have already been through the training and training is now included in the corporate induction. 

Now starting to consider how the training will be utilised going forward. 
	
	



	Section 4 - Quality of treatment and care when in crisis. To include:
A: Review police use of places of safety under the Mental Health Act 1983 and results of local monitoring; B: Service User/Patient safety and safeguarding; C: Staff safety; D: Primary care response
	

	Scheme
	Includes
	Action
	Timescales
	Led by
	Outcomes

	Investigate new provision/ pathway for intoxicated clients. 
	A, 
	Explore need; look at existing services (s136 suite and RUH) and community; SDAS/DHI/Julian House. 
Scope for pathway, services and facilities for rapid and intensive support to address around 200 individual impact alcohol clients, on top of work that is already happening for high impact patients. Specifically addressing 20-25 people that attend ED once a month on average.
Explore the service provided by street marshals/ street pastors/ fast ambulance. Discuss potential for bidding to expand service. 
Investigate numbers for s136 suite. 
Alcohol related ED attendance = ±15% of all ED attendances. Investigate number of those intoxicated. (Piece of work being done by Wiltshire to estimate numbers). 
	Pathway for Intoxicated/Mental health clients meeting set for 22/12/2014. Complete.
Update 30/09/2015: There has been a lot of work taking place around ‘blue light’ clients. Looking at the possibility of providing blue light information and training to the police. 
Harm reduction work has also taken place and training can be provided. 
There is a ‘damp’ house provision with 4 beds to help clients who have relapsed.  
	CS/AM
	± 200 individual clients = £10m per annum cost. 
20-25 Mental Health /Alcohol patients = £3.7m cost. Averaging 1 visit to ED per month. 
Improved pathway/facilities will look to reduce number of ED visits. 

	Review ability to provide S136 suite in area in the longer term 
	A
	Scope into re-design for in-patient beds.
	December 2014
	AM/BB-J
	


	
	
	Include in impact assessment process
	December 2014
	
	

	
	
	Present to Wellbeing PDS as part of impact assessment and proposal paper
Define next steps if approval gained. Consider whether this can be part of a wider assessment suite that could also work with children and young people.
	January 2015
Update 15/05/2015: work on-going looking into having a s136 suite in B&NES and addressing issues with access for under 18s and under 16s. 
	
	

	Instigate rapid response service in existing Specialist mental health services
	D, B
	Produce paper analysing opportunities within existing service configuration- paper in draft format at this time
Currently we are near to completing the review of access service function which is likely to separate assessment and home treatment functions of intensive and more closely align the assessment functions across PCLS, intensive, with some linking to the intensive hospital liaison interface. 
Meeting timetabled for December to agree on final model. 
Pathway might look something like this:


Also work to commence in 2015 to explore if we can increase productivity of assessment functions of access service though a reduction of the “burden” of RiO system. 
	January 2015
Update 15/05/2015: Paper has been completed and this is now being piloted with PCLS. This will be reviewed in June 2015 with the intention of including the intensive team as well. 
Update 30/09/2015: Rapid access is underway and is no longer a pilot. Improvements to be made to joint working between PCLS and Recovery teams. 
Update 29/04/2016: Rapid access is now fully integrated into PCLS core business















	JE
	The model is potentially linked to street triage investment bid
Patient receives specialist service response at the point of presentation rather than needing further assessment (unless clinically indicated that further specialist assessment needed).
Greater partnership will reduce multiple hand-offs and improve patient experience. 
Holistic approach taken to need therefore improvement in joint care planning and outcomes.



	Working in collaboration with SWASFT
	B, C, D
	SWASFT want to be engaged with work in relation to conveyance of PoS. 
Have committed to 30min response time for section 136 requests. 
In addition we need to discuss with SWASFT the numbers of private transport conveyances for patients detained under section of the Mental Health Act. 
	Currently in operation as green 2 response time.
Update 15/05/2015: David Partlow has been in contact with Liz Richards at AWP. Scoping exercise is being carried out to look at demand and develop a model. 
Update 30/09/2015: Agreement is currently in place with private ambulances for conveyance. To be reviewed when contract is due for renewal. 


	SWASFT

	This needs to be assessed in light of SWASFT ability to respond to all green 2 priorities in the face of capacity demands.

	Service User Charter
	B
	Document is being developed in partnership between New Hope/St Mungos, Healthwatch and Making it Real. Providing ‘I’ statements that service users can apply to practice. 
	Document is in draft form. 
Focus groups are being held between August and October 2015. 
	New Hope/St Mungos, Healthwatch, Making It Real
	Supporting service users to gain an insight into their wellbeing.




	Section 5 - Recovery and staying well / preventing future crisis. To include:
A: Joint planning for prevention of crises

	Scheme
	Includes
	Action
	Timescales
	Led by
	Outcomes

	Liaison for older adults.


	A
	Funding approved. 
Negotiation/ exploration of roles with Sirona.
Development of job description for RN (adult)/ RGN.

	November / December
Liaison with partner organisations regarding model implementation.

December/January: Recruitment

February onwards: Full implementation and review/evaluation

Update 15/05/2015: Recurring funds received. 
Update 29/04/2016: Funding was fixed term and has now come to an end. Some aspects of this role have been developed and incorporated into the pilot project post with the RUH. 
	JE/KG
	Parity of esteem for people with physical and mental health problems. 
More people treated by services with which they are familiar. 
Reduced admission to hospitals. 

	Working in collaboration with SWASFT
	
	Plan to develop a facility to feedback into primary care and secondary mental health services with appropriate patient contacts made by SWASFT. 
This will involve presentation on the SWASFT electronic clinical record due to be rolled out in B&NES in the summer of 2015.
	Update 15/05/2015: Looking at how to link in EPCR with other systems. Implementation date: Autumn 2015
	David Partlow
	Often patients will present and not be conveyed, this may be an early indication of a degree of instability which could be managed earlier. The ability to feedback into services will allow for continuity and a higher level of care. 

	Further develop shared patient notes to join up GP, Acute, ambulance and MH services
	A
	Special patient notes project in moving forward and mental health is part of that project. Again, this could link in the future to SWASFT work with the enhanced summary care record and their ability to access this via the SWASFT electronic record. 
Already being used in some instances. 
	2015-16
Update 10/10/15: Next phase of work on special notes for people with mental health problems has begun with Katia Montella leading it in B&NES



	AM/CP/DP
	Ensure that all services have access to appropriate care plans for people who use services in an emergency or crisis situation



	Implement social prescribing project to prevent escalation of non-medical conditions
	
	The aim of this service is to redirect suitable patients away from the NHS and towards opportunities in the local community which can support their needs. People referred to the service may have mental health needs, long term conditions or other practical issues which affect their mental and physical wellbeing. 
This service will operate mainly within GP practices, as well as links to, e.g. A&E and Health visitors. 
Priority will be given to people who are identified by GPs as frequent attendees, or those identified where the involvement of the service may reduce future health service attendance. 
	The new commissioned service will start on 1 Jan 2015 and will aim to begin effective delivery by April 1st 2015. The commission initially is for 27 months to 31 March 2017 and any extension is dependent on good outcomes and continued CCG funding. 
Update 15/05/2015: Service has now been implemented on a two year pilot.
Update 20/10/15: uptake by GPs very positive. It is already clear that moving forward capacity will be an issue. Initially concentrating on high attenders at GP practices. 
	AM/BW
	Be responsive in addressing health, practical and social issues that may negatively impact on the health and wellbeing of people who frequently make use of local GP practices. 
Reduce the demand on costly health services and enable funds to be better targeted on people whose needs are purely clinical rather than practical or social. 
Improve the patient’s quality of life
Encourage and enable people to better manage their conditions, take up of prescribed health related activities and access to mainstream services and community resources. 

	Support the revised multi-organisational approach to addressing social isolation in people with mental health problems
	A
	On a general level, the Mental Health & Wellbeing Forum provides a bi-monthly opportunity for commissioners, providers, service users and carers to meet together and discuss issues and future developments. Eg, the Wellbeing College specification was developed by Forum members.

The Social Prescribing Service (above) and Sirona Community Links Service (social prescribing element) both link and support people into a wide range of local funded and unfunded groups, activities & services in order to address their holistic needs. (Eg unfunded groups like Bath City Farm and Greenlinks). 

New Hope (service user group) produce a 'Hope Guide' detailing opportunities that people can take up.

To further develop a multi-organisational approach in supporting people with mental health needs, service specifications were revised in 2014. A Building Bridges Forum was established, supporting services to work together, and meet monthly to share views and experiences, discuss issues and developments. Current members include -

Sirona Community Links -supporting networks in the community, to build resilience and help people live independently, with a strong social prescribing element. 

St Mungos Broadway - Peer Mentoring Service trains and supports peers to support people within the networks and the wider community. This service is delivered collaboratively with Sirona and Bath Mind 

Creativity Works - provide “taster sessions” in creative, supported activities. Creativity Works works with the groups to see how they can develop on a sustainable, peer led and supported basis. 

Bath Mind - work collaboratively with St Mungo's to develop peer mentors. They also facilitate MOSAIC, a community focused club where people from diverse ethnic backgrounds living with mental distress are supported to achieve their personal wellbeing goals and become involved in community activities. 
Soundwell Music Therapy -  provides therapeutic music based activities across the community for people with mental health issues and works with a range of other organisations to achieve this.  

It should be noted that there are many other organisations and groups working successfully in partnership across the locality to address peoples' social isolation and wellbeing.

The Wellbeing College (below and set 2 above) takes a multi-organisational approach, developing and promoting a wide range of courses and activities from many providers, which support people’s wellbeing and promote prevention. In developing new courses and activities it will effectively act to bring people together with shared interests from the whole community, not just those meeting service criteria. 
	Service specifications were revised between April-July 2014, with commissions ending March 2016. It is the commissioners' intention at that point to put out to tender an overarching specification to provide a flexible and responsive multi-organisational approach to mental health and wellbeing support in the community. Social isolation will be an important element of this.
A Wellbeing College, if demonstrated to be successful, could be a central part of this overarching specification. It is currently being considered as to whether a Wellbeing College would take on a role as a commissioning body in terms of purchasing and developing early intervention, prevention, and self management courses and activities from 3rd party organisations. This aspect will be consulted on during 2015.
Wide ranging discussions will take place during 2015 with all interested parties to develop an agreed and effective specification for the proposed overarching commission.
The Wellbeing College and such developments as the Building Bridges Forum can be viewed as forerunners of the overarching commission, providing an opportunity in 2014-16 to gather evidence, experience and best practice in order to effectively support people and offer social interaction opportunities in the community.

Update October 2015:
The Your Care Your Way consultation process is currently underway, which will shape how future services are commissioned for the B&NES community. It is anticipated that a draft model will be determined by November 2015, with the model being operational by 2017. 
It is being proposed to extend existing contracts for 1 year to fall in line with the Your Care Your Way process. 
Update 29/04/2016: A local mental health alliance has been formed and development is underway around the mechanism to involve third sector and carer/service users as a part of this. 
Your Care Your Way has progressed with multiple work streams. 
There is mental health representation within these to ensure that parity of esteem is achieved. 
	AM, BW, Providers, community groups, service users, carers
	To develop networks of support for social interaction within the community, outside of services, in order to improve health and wellbeing.
To support people to self-manage their conditions 
To reduce social isolation within an appropriate supported environment. 
To value and make use of shared experience in helping people to support themselves and manage their long term conditions. 
To increase the range of people’s skills and interests and to support them to develop peer-led groups which meet those interests
To train and support people to become peer mentors to provide a positive experience for themselves and in helping others. 
To provide a wide range of information and support to enable people to take up opportunities which increase their wellbeing and reduce social isolation

	Assess elements of preventative self-management that can be delivered through Wellbeing College – 2 year pilot.
	A
	Independent evaluation taking into account both health and social outcomes – incorporating 5 ways to wellbeing, e.g. into more health based outcomes. 
College will also assess courses themselves for style, content and effectiveness, getting feedback from participants. 
Evaluation will inform a business plan for the format of any future Wellbeing College to be commissioned in 2016. 
Link with social prescribing and social options into the community support. 
	The college is a 2 year pilot (2014-2016) with an independent evaluation spanning approximately 12 months. The college monitoring will take place over full 2 year period. 
Update October 2015: 
The Wellbeing College contract is being extended for 1 year to allow developments to take place and more effectively evaluate the model. 
	All WC providers/LA/PH/CCG. 
	People to self-manage their long term conditions and through peer support, enable them to share experiences and solutions and support. 
To assess whether the educative, short term intervention approach to self-management enables people to avoid accessing higher level services -  GPs, acute, MH services in crisis
To assess whether early intervention, through mainstreaming and appealing to the whole community, reduces the need for people to take up services subsequently. 


	Housing need for high risk offenders, sex offenders and IRIS clients. 
	A
	To research, develop and consider partnership working within B&NES and also across authorities to address a need for housing where high risk offenders, sex offenders and IRIS clients are considered too high risk for the current supported housing options but do not meet the criteria for the dangerous offender protocol scheme, Homesearch. 
This can result in individuals being homeless posing challenges with monitoring and managing risk in the community. 
From conversations with Probation these clients pose a high risk of serious harm and having a monitored and supported environment is important to reduce the risk of offending and manage clients in the community to reduce severity and escalation of offending.

	
	Andy Busfield – Julian House
	To have appropriate supportive housing for high risk offenders allowing better monitoring and support resulting in reducing the risk, severity and escalation of offending and helping to create safer communities. 

	Wellbeing House
	A
	To provide short term respite beds within a safe environment and provide therapeutic interventions throughout their stay to prevent crisis and help people to better manage environments and situations that may cause stress and lead to crisis. 
	To be in operation by Summer 2015. 1 year pilot. 
Update 30/09/2015: Wellbeing House is now open for referrals. Feedback on the house has been positive so far. Those in the house have received meaningful interventions. A holistic practitioner is working at the house and using a wellbeing options tool that uses the 5 Ways to Wellbeing. Also linking in with outside agencies, looking at what client’s would like to do and supporting their journey. 
Looking at how to maintain the service in the longer term.
	PW/Sirona
	To provide short term respite to individuals, enabling them to be removed from stressful environments as a way of preventing people from reaching crisis. 






The 2014  Declaration on improving outcomes for people experiencing mental health crisis
December 2014
We, as partner organisations in , will work together to put in place the principles of the national Concordat to improve the system of care and support so that people in crisis because of a mental health condition are kept safe. We will help them to find the help they need − whatever the circumstances − from whichever of our services they turn to first.
We will work together to prevent crises happening whenever possible, through intervening at an early stage. 
We will make sure we meet the needs of vulnerable people in urgent situations, getting the right care at the right time from the right people to make sure of the best outcomes.
We will do our very best to make sure that all relevant public services, contractors and independent sector partners support people with a mental health problem to help them recover. Everybody who signs this declaration will work towards developing ways of sharing information to help front line staff provide better responses to people in crisis.
We are responsible for delivering this commitment in  by putting in place, reviewing and regularly updating the attached action plan.
This declaration supports ‘parity of esteem’ (see the glossary) between physical and mental health care in the following ways:
•	Through everyone agreeing a shared ‘care pathway’ to safely support, assess and manage anyone who asks any of our services in  for help in a crisis. This will result in the best outcomes for people with suspected serious mental illness, advice and support being available for their carers, and make sure that services work together safely and effectively.
•	Through agencies working together to improve individuals’ experience (professionals, people who use crisis care services, and carers) and reduce the likelihood of harm to the health and wellbeing of patients, carers and professionals.
•	By making sure there is a safe and effective service with clear and agreed policies and procedures in place for people in crisis, and that organisations can access the service and refer people to it in the same way as they would for physical health and social care services.
•	By all organisations who sign this declaration working together and accepting our responsibilities to reduce the likelihood of future harm to staff, carers, patients and service users or the wider community and to support people’s recovery and wellbeing.
We, the organisations listed below, support this Declaration. We are committed to working together to continue to improve crisis care for people with mental health needs in .


•	Clinical Commissioning Group: ______________________________________________________________________

•	Commissioners of social service: _____________________________________________________________________

•	The Police Service:__________________________________________________________________________________

•	Police and Crime Commissioner: ______________________________________________________________________

•	The Ambulance Service:______________________________________________________________________________

•	The Royal United Hospital Foundation Trust Bath:________________________________________________________

•         Avon and Wiltshire Mental Health Partnership Trust: ___[image: ]__Iain Tulley, CEO; ______________
 
•	On behalf of Mental Health community sector providers: _______________________________________ 

•	On behalf of substance misuse services in :______________________________________________
P:\Service Improvement & Performance Team\Mental Health\CURRENT FILES\MAIN WORK-MEETINGS\Crisis concordat\ review and action plan
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1. Background

1.1
Following a review of the Mental Health Act 1983 in 2007, amendments to the Act were made, this Guideline aims to provide all staff involved in the delivery of care to mental health patients with the necessary information to ensure that the care of patients subject to conveyance is delivered in line with current legislation and other relevant guidance.


1.2
Mental disorder is defined for the purposes of the Act as “any disorder or disability of the mind”.


1.3
It is the underlying aim of this guideline to support staff in understanding the application of the Mental Health Act and Mental Capacity Act and wherever possible ensure that the patients’ rights to be treated according to the legislation are maintained.


1.4
Under the Mental Health Act, patients who have a “mental disorder”, can be admitted to hospital against their wishes (becoming a formal patient) provided the ground rules of the Act are followed. Part 2 of the Act covers a group of sections that cover patient’s rights under the Act.


1.5
The Mental Health Act 1983 gives approved mental health professionals (AMHPs) the power to make an application to admit patients to hospital under a section of the Act if they consider it necessary and the best way of ensuring the patient receives the right care and treatment.


1.6
Before doing this, the AMHP must interview the patient and be satisfied that detention in hospital is, given all the circumstances, the most appropriate way of providing the care and medical treatment that is required. They must then make the application for admission within 14 days of the interview.


1.7
The patients nearest relative also has the right to apply for the patient to be detained under the Act but, for practical reasons, the AMHP usually makes the application, which is what the Mental Health Act Code of Practice advises.


2. Roles under the Mental Health Act


2.1
Various Mental Health Care professionals are defined within legislation and have specific responsibilities, they are as follows:

2.2
Approved Mental Health Professional (AMHP) – Local Social Service Authorities (LSSAs) are allowed under legislation to approve a range of registered and professionally qualified mental health professionals to act as an Approved Mental Health Professionals (AMHP); this role replaced that of the Approved Social Worker. Individuals who can act as an AMHP are; registered social workers; first level nurses whose field of practice is mental health or learning disabilities; registered occupational therapists; and chartered psychologists.


2.3
Responsible Clinician (RC) – An Approved Clinician who has responsibility for patients already detained under the Mental Health Act. Approved Clinicians are usually psychiatrists but can also be – registered social workers; first level nurses whose field of practice are mental health or learning disabilities; registered occupational therapists; and chartered psychologists.

2.4
Nearest Relative (NR) – The Mental Health Act gives certain powers and rights to the Nearest Relative who may not necessarily be the patient’s next of kin. Nearest Relatives, as defined by the Act are usually - partners or the eldest closest blood relative or a carer of the patient. In addition to the right to be informed or consulted about the patient’s detention, Nearest Relatives also have the right to make applications for detention, although these situations are very rare. In such circumstances the Nearest Relative would assume the role and powers of an AMHP in relation to conveyance.


2.5
Mental Health Practitioner – A term used in this policy to describe a qualified mental health worker who is authorised by an NHS trust to retake patients who are already detained under the Mental Health Act or has been authorised by a Responsible Clinician to convey a patient to hospital who has been recalled.


2.6
Social Supervisor – A qualified mental health worker, usually a social worker / AMHP who is responsible for supervision of a patient conditionally discharged from Section 37/41.


2.7
Clinical Supervisor – A Psychiatrist who has responsibility for the supervision of a patient conditionally discharged under Section 37/41.


3. Detention under the Mental Health Act


3.1
The Mental Health Act allows for the detention of patients that have been formally assessed, or for the purposes of the assessment and treatment of the patient’s mental health.


3.2
The Code of Practice clearly defines the responsibilities of the ambulance service in the conveyance of patients detained under the Mental Health Act. The Code of Practice aims to ensure the individual’s right to the maintenance of their dignity and privacy by all health care providers involved in the delivery of care.


3.3
Section 2


Used when the full extent of the nature and degree of a patient’s condition is unclear; there is a need to carry out an initial in-patient assessment in order to formulate a treatment plan, or to reach a judgment about whether the patient will accept treatment on an informal basis following admission; or there is a need to carry out a new in-patient assessment in order to reformulate a treatment plan, or to reach a judgement about whether the patient will accept treatment on an informal basis.


3.4
Section 3


Allows for the detention of an individual for a period of up to six months for the purpose, Section 3 should be used if: the patient is already detained under section 2 (detention under section 2 cannot be renewed by a new section 2 application); or the nature and current degree of the patient’s mental disorder, the essential elements of the treatment plan to be followed and the likelihood of the patient accepting treatment on an informal basis are already established.


3.5
It requires the Approved Mental Health Professional to make every effort to discuss the reasons for the application of Section 3 with the Nearest Relative and for them not to object to this.


3.6
Section 4


Allows for the emergency detention of an individual under the Act for a maximum period of 72 hours.


3.7
The application is made by the Approved Mental Health Professional and one Doctor who has examined the patient for the purpose of the Act within the last 24 hours. The person must fit the criteria for detention under Section 2 of the Act.


3.8
Section 4 should only be used in a real emergency where to delay the detention due to the unavailability of a second doctor would present an immediate and significant risk of mental or physical harm to the patient or to others; danger of serious harm to property; or where there is a need for physical restraint of the patient.


3.9
Section 5.2 & 5.4


Section 5.2 of the Mental Health Act provides doctors the power to detain patients who are in hospital for up to 72 hours for the purpose of assessment under the act. Nurses (RMN & RNLD) can also use Section 5.4 to detain a patient in hospital for six hours. Section 5.2 and 5.4 cannot be transferred to another health care facility.


3.10
Section 135(1)


A Police Officer may use powers of entry under section 135(1) of the Act when it is necessary to gain access to premises and remove a person to a place of safety who is believed to have a mental disorder and is not receiving proper care. This requires a magistrate’s warrant. A magistrate may issue a warrant under section 135(1) in response to an application from an Approved Mental Health Professional (AMHP).


3.11
Section 135(2)


A Police Officer may use powers of entry under section 135(2) of the Act when it is necessary to gain access to premises to retake a person into custody who is already liable to detention or recall under the Act. A Police Officer or anyone authorised under the Mental Health Act may apply for the warrant if evidence exists to show that access to the premises has already been attempted and denied or if it is apprehended that access would be denied. Whilst it is recommended good practice for the Police Officer to be accompanied by a mental health practitioner it is not always required.


3.12
Section 136


There are occasions when the Police may act if they believe that someone is suffering from a mental illness and is in need of immediate treatment or care.  Section 136 of the Mental Health Act provides Police Officers with the  authority to take a person from a public place to a “Place of Safety”, either for their own protection or for the protection of others, so that their immediate needs can be properly assessed.


A  Place of Safety could be a hospital, police station or some other designated place.  However, the most recent guidance states that a police station should be used only in exceptional circumstances. 


At the Place of Safety, the person will be examined by a doctor and interviewed by an AMHP, who should carefully check if they are suffering from a mental illness, and whether they should be in hospital, or need further help and treatment at home. The doctor and AMHP will usually see the person together.  The Doctor could be a police doctor or a psychiatrist. The AMHP will usually be a Social Worker, but could also be a specialist nurse or other mental health worker. 


A patient can be held in a Place of Safety for a maximum of 72 hours.  However, the guidance for professionals states that a patient should only be held for as long as necessary for the assessments to be undertaken.  A person can be moved from one Place of Safety to another (within the 72 hours) as long as this is in their best interests.


3.13
Community Treatment Orders (Section 17a Mental Health Act 1983)


Community Treatment Orders are used to place conditions around the care and treatment of patients who live in the community (usually around accepting treatment and engaging with mental health practitioners), initially lasting for six months. The Responsible Clinician can recall the patient to hospital for a period of 72 hours. Responsible Clinicians will be responsible for arranging conveyance to hospital, but may delegate this responsibility to another Mental Health Practitioner / AMHP.


3.14
Guardianship (Section 7 & Section 37 Mental Health Act 1983)


Guardianship can require patients to reside at a specific address, attend facilities for treatment education, support and allow access to workers involved in their care, it initially last for six months. Under Guardianship a person can be initially conveyed to the specific address and returned there (using reasonable force if necessary) if they are absent without leave.


3.15
Court Sections under the Mental Health Act


The courts can impose the following orders under the Mental Health Act (1983):-


Section 35 – Remand to hospital for assessment


Section 36 – Remand to Hospital for Treatment


Section 37 – Hospital Order / Guardianship Order


Section 38 – Interim Hospital Order


Section 45a – Hospital Direction Order


Section 41 – Subject to Home Office Restrictions


Patients subject to conditional discharge under Section 41 in the community may also be recalled to hospital by a warrant issued by the Ministry of Justice.


3.16 Additional Police Powers

Police and Criminal Evidence Act 1984, Section 17, this allows a constable to enter and search any premises for the purpose of saving life or limb or preventing serious damage to property.

4. Mental Health Conveyance


4.1
In February 2014 the Government published its Mental Health Crisis Care Concordat: Improving outcomes for people experiencing mental health crisis.


4.2
The Concordat challenges local areas to make sure that:


· Health-based places of safety and beds are available 24/7 in case someone experiences a mental health crisis.


· Police custody should not be used because mental health services are not available and police vehicles should also not be used to transfer patients. With a drive to see the number of occasions police cells are used as a place of safety for people in mental health crisis halved compared 2011/12.


· Timescales are put in place so police responding to mental health crisis know how long they have to wait for a response from health and social care workers. This will make sure patients get suitable care as soon as possible

· People in crisis should expect that services will share essential ‘need to know’ information about them so they can receive the best care possible. This may include any history of physical violence, self-harm or drink or drug history

· Figures suggest some black and minority ethnic groups are detained more frequently under the Mental Health Act. Where this is the case, it must be addressed by local services working with local communities so that the standards set out in the Concordat are met

· A 24-hour helpline should be available for people with mental health problems and the crisis resolution team should be accessible 24 hours a day, 7 days a week

4.3
What this means for the ambulance service nationally is a move away from the use of Police resources particularly in relation to the transfer and detention of patients under section 136 and a drive to provide all patients with a degree of parity of care irrespective of whether the need is based on a mental or physical emergency.

5. Mental Health Conveyance


5.1 The Mental Health Crisis Care Concordat,  clearly places the responsibility for conveyance of patients under section (including 135 and 136) on the ambulance service.  Where appropriate Police will support the conveyance, but the primary responsibility for transport must remain with the ambulance service.

5.2 In order to support decision making in relating to the conveyance of patients with Mental Health concerns, the following questions should be considered before conveying  a patient:

· Is the patient to be transferred an informal patient or are they detained under the Act? 

· Does the patient require an emergency ambulance response or is the patient condition such that where it exists, alternate transport is more appropriate? 

· What are the wishes and views of the patient, including those made in any advance statement or Advance Decision made by the patient? 

· What is the patient’ age? 

· Does the patient have any physical disability? 

· Is there a need for clinical care? 

· Has the patient been or is to be sedated for the journey? 

· What is the nature of their mental disorder? 

· What is there current state of mind?

· What is the likelihood of the patient behaving in a violent or aggressive manner? 

· Is there a risk to the individuals involved in conveying the patient? 

· Is the patient likely to abscond? 

· Is the AMHP making the decision to detain accompanying the patient and have they confirmed they have made sufficient plans for how are they going to return to their required destination?

5.3
Legal Powers relating to Conveyance


A person being conveyed to any place authorised by the Mental Health Act is deemed to be in legal custody (Section 137(1)).  An application for admission provides the applicant (AMHP or nearest relative) or any person authorised by the AMHP or nearest relative to take the patient and convey to hospital within specific time limits (14 days or 24 hours in the case of an emergency).

5.4
Any person authorised to detain or convey a patient under the Mental Health Act has the powers of a Police Constable taking someone into custody, whilst detaining or conveying that person (Section 137(2)).


5.5
Ensuring the Availability of a Hospital Bed


It is the responsibility of the assessing psychiatrist / Responsible Clinician to ensure a bed is available and to inform the AMHP / Mental Health Practitioner which ward is expecting the person. It is advised that the ward is contacted to give information about expected arrival time and any other issues that receiving staff members may need to be aware of.


5.6
Conveyance by Car


In accordance with the Mental Health Act Codes of Practice, a patient should normally not be conveyed by car. An Ambulance should be used. In the exceptional circumstance where an ambulance is not used the reasons should be clearly recorded along with details of an appropriate risk assessment.


5.7
Sedation


It will generally be thought undesirable and unnecessary to have a person sedated prior to conveyance to hospital. However, there may be occasions where this is deemed necessary. 

6. Mental Capacity Act

6.1 Staff responsibilities under the Act:


· Staff have a formal duty of regard to the Act and the Code of Practice and will need to take active responsibility for equipping themselves to practice within the law.  Staff should be able to explain how they have regard to the MCA and the Code of Practice when acting or making decisions on behalf of people who lack capacity to make decisions for themselves.


· In every situation, staff must assume that a person can make their own decisions unless or until such time that it is proved that they are unable to do so.  There will always be a presumption of capacity.


· Staff must always act in the best interests of any person who lacks capacity and follow the relevant organisational policy or procedure.


6.2 Legal context


The MCA has five key principles which emphasise the fundamental concepts and core values of the MCA.  These must be considered and applied when you are working with, or providing care or treatment for people who lack capacity.


6.3 The five key principles are:


· Every adult has the right to make decisions and must be assumed to have capacity to do so unless it is proved otherwise.  This means that you cannot assume that someone cannot make a decision for themselves just because they have a particular medical condition or disability.


· People must be supported as much as possible to make a decision before anyone concludes that they cannot make their own decision.  This means that you should make every effort to encourage and support the person to make the decision for themselves.  If a lack of capacity is established, it is still important that you involve the person as far as possible in making decisions.


· People have the right to make what others might regard an unwise or eccentric decision.  Everyone has their own core values, beliefs and preferences which may not be the same as those of other people.  You cannot treat them as lacking capacity for that reason.


· Anything done for or on behalf of a person who lacks mental capacity must be done in their best interests.


· Anything done for, or on behalf of, people without capacity should be the least restrictive of their basic rights and freedoms.  This means that when you do anything to or for a person who lacks capacity you must choose the option that is in their best interests and you must consider whether you could do this in a way that interferes less with their rights and freedom of action.


6.4 The Act only applies to people over 16yrs of age, who lack mental capacity or who are reasonably believed to lack mental capacity.  It applies to public and private locations.


6.5 Any power to restrain a person as a result of the MCA 2005 does not interfere with any other existing powers of arrest for criminal offences or powers under the MHA.


6.6 Helping people to make decisions for themselves


When a person in your care needs to make a decision you must start from the assumption that the person has capacity to make the decision in question (principle 1).  You should make every effort to encourage and support the person to make the decision themselves (principle 2) and you will have to consider a number of factors to assist in the decision making.  These could include:


· Does the person have all the relevant information needed to make the decision?  If there is a choice, has the information been given on the alternatives?


· Could the information be explained or presented in a way that is easier for the person to understand?  Help should be given to communicate information wherever necessary.  For example, a person with a learning disability might find it easier to communicate using pictures, photographs, videos tapes or sign language.


· Are there particular times of the day when a persons understanding is better or is there a particular place where they feel more at ease and able to make a  decision?  For example, if a person becomes drowsy soon after they have taken their medication this would not be a good time for them to make a decision.


· Can anyone else help or support the person to understand information or make a choice? For example, a relative, friend or advocate.


6.7 You must remember that if a person makes a decision which you think is eccentric or unwise, this does not necessarily mean that the person lacks capacity to make a decision (principle 3).


6.8 When there is reason to believe that a person lacks capacity to make a decision you will be expected to consider the following:


· Has everything been done to help and support the person make the decision?


· Does the decision need to be made without delay?


· If not, is it possible to wait until the person does have the capacity to make the decision for him/herself?


6.9 Assessing capacity


You should always start from the assumption that the person has the capacity to make the decision in question (principle 1).


6.10 There are two questions to consider if you are assessing a persons capacity:


· Is there an impairment of, or disturbance in, the functioning of the person’s mind or brain?


· Is the impairment or disturbance sufficient to cause the person to be unable to make that particular decision at the relevant time?


6.11 This two stage test (Appendix 2) must be used, and you must be able to show it has been used.  Remember that an unwise decision made by a person does not itself indicate a lack of capacity.  Most people will be able to make most decisions, even when they have a label or diagnosis that may seem to imply that they cannot.  This is a general principle that cannot be over-emphasised.

6.12
When determining if there is an impairment of mind or brain, the consumption of alcohol is often a complicating factor.  Patients can appear lucid and able to converse without difficulty, but this does not mean that they are fully rationale and able to appreciate the consequences of a particular action.  Alcohol does not necessarily mean that the patient is not aware of their behaviour or aware of the decisions they make, but it may mean that they are less aware or less concerned about the consequences than they would otherwise be.  Judging capacity in such circumstances is difficult and subjective, but the patient’s safety is paramount, so consideration should be given to balancing the risk of getting the determination of capacity wrong against the clinical risk of non-intervention.

6.13 
Best interests


If a person has been assessed as lacking capacity then any action taken, or any decision made for or on behalf of that person, must be made in their best interests (principle 4).  The person who has made the decision is known as the “decision maker”.  This may be an ambulance service clinician, police officer, the carer responsible for the day to day care, or another professional such as a doctor, nurse or social worker.


6.14 The law gives a checklist of key factors which you must consider when working out what is in the best interests of a person who lacks capacity (Appendix 1).

6.15 In emergencies where there is limited or no information available, it will often be in a patient’s best interests for urgent treatment to be provided without delay.


6.16 Use of restraint by ambulance staff


Ambulance staff are legally authorised and obliged under the MCA to act in the best interests of (and provide treatment for) patients who are lacking capacity, even where the patient refuses treatment or are abusive, threatening or violent.

6.17 The MCA also supports the use of reasonable force to ensure that patients lacking capacity receive care that is in their best interests or are protected from further harm.  Section 6 of the Act defines restraint as the use or threat of force where an incapacitated person resists, and any restriction of liberty or movement whether or not the person resists.


6.18 However, ambulance staff are neither trained nor expected to restrain patients who are acting in a threatening or violent manner.


6.19 Ambulance staff are trained to provide minimal restraint in cases where patients lack capacity and there is no perceived risk of harm to them or the patient.


6.20 Ambulance staff should complete a Dynamic Risk Assessment (DORA) in all cases prior to the use of any form of minimal restrain; recording decisions and actions on the Patient Clinical Record (PCR).


6.21 Ambulance staff will be protected from liability when they use minimal restraint if they observe the following two conditions:


· You must reasonably believe that restraint is necessary to prevent harm to the person who lacks capacity; and


· The amount and type of restraint used and the amount of time it lasts must be a proportionate response to the likelihood and seriousness of harm to the patient.


6.22 Use of restraint by police officers


Police officers are legally authorised and obliged under the MCA to act in the best interests of persons to save life or prevent further harm to them.


6.23 The MCA also supports the use of reasonable force to ensure that patients lacking capacity receive care that is in their best interests or are protected from further harm.


6.24 Police officers and anyone else authorised under the MHA will be protected from liability when they use restraint if they observe the following two conditions:


· You must reasonably believe that restraint is necessary to prevent harm to the person who lacks capacity; and


· The amount and type of restraint used and the amount of time it lasts must be a proportionate response to the likelihood and seriousness of harm to the patient.


6. 25
Protocol for ambulance service requesting police assistance


Ambulance staff may request police assistance for patients who lack capacity under the following circumstances:


· Patients in need of emergency treatment who require restraint due to their threatening or violent behaviour (identified through DORA).


· Patients refusing emergency treatment and/or transport in their best interests where DORA has identified minimal restraint as being neither effective nor safe to be undertaken by ambulance staff.


· Patients who are at risk of causing further harm to themselves or others.


· Where there are other significant risk factors identified at the scene of the incident that prevent the patient from receiving treatment or transport to the hospital that is in their best interests.


6.26 Ambulance staff will request police attendance through the Clinical Hub, informing clinical hub staff that “police attendance is required for an emergency MCA incident”.  Any significant risk information must be passed at this time.


6.27 Clinical Hub staff will contact police and state “police attendance is required for an emergency MCA incident”.  Any significant risk information must be passed at this time.


6.28 Calls to the police will be assessed, graded and responded to as per force policy.


6.29 Following arrival of the police at scene, the ambulance staff will provide the police officers with the following:


· A brief history of the incident.


· Information relating to the clinical condition of the patient and the treatment or care required.


· A summary of the mental capacity assessment, highlighting the reasons why the patient is believed to lack capacity.


· A summary of what support is required by the police officer.


6.30 The ambulance staff and police will then work together, completing a joint risk assessment and agree a plan on how best to manage the patient in the safest, timeliest and least restrictive means possible.


6.31 A patient’s mental capacity can change over relatively short periods of time, therefore it may be necessary for ambulance staff to re-assess the patient’s capacity at any time if there is a change in their behaviour or appearance.  Assessments of capacity should be time and decision specific.


6.32 Ambulance staff will have responsibility for all decisions relating to the clinical treatment of the patient, including the most appropriate destination hospital.

6.33 Ambulance staff will agree with police the appropriate level and type of restraint to be used; taking into account the patient’s condition and any injuries, assessment or treatment required.


6.34 Transfer and continuing care of the patient


It is always preferable to transport the patient by ambulance.  However, when there are identified risks, then measures may need to be taken to ensure the safety of the patient, ambulance staff and police officers.  The safety of staff always needs to be a consideration in these circumstances.  The other options to be considered are:


· Police officer to travel in the ambulance with patient and ambulance staff.


· Police vehicle to follow the ambulance and in a position to assist if necessary.


· Patient to be transported in a police vehicle only in exceptional circumstances with ambulance staff observing in a safe position within the police vehicle or an ambulance travelling behind the police vehicle and in a position to assist if necessary.


6.35 Ambulance staff are responsible for pre-alerting the destination hospital and for providing them with the information relating to the patient’s condition, the presence of the police and the relevant risk assessment information.


6.36 Ambulance staff are responsible for informing the destination hospital that the patient is being conveyed under the MCA and not the MHA.  There is often the perception that as police are present that they have detained the patient under section 136 of the MHA).


6.37 Ambulance staff must complete a PCR with the normal clinical information including, full details of the capacity assessment, risk factors, actions agreed with police, police collar details, transport method and a description of any restraint applied by either ambulance staff or police officers.  


6.38 Ambulance staff must provide a full clinical handover at hospital and a copy of the completed PCR.


6.39 Further advice / escalation of issues


Any conflict of views between police and ambulance staff with regard how a patient should be restrained and or transported should be resolved by formal escalation pathway involving negotiation between relevant attending police officers supervisor or if unavailable the police duty inspector and the ambulance service duty Bronze Officer.


6.40 Ambulance staff should also seek further clinical advice via the Clinical Hub, Clinical Supervisor or the Senior Clinical Advisor on call, where they have concerns over assessing capacity or are unsure about what the best interests or treatment options are for the patient.

6.41
Record keeping

When you act in someone’s best interests, who you have assessed as not having mental capacity, you must record your actions and file it in accordance with local policy.  In particular the following guide will help you ensure the right information is recorded.


· The information you used to decide the person lacked capacity including questions you asked and their replies.


· How you reached your decision and why you acted.


· What other options you considered.


· What you did, who was consulted and why.


· If you needed to act quickly without the time for consultation or questioning of the person an account as to why that was.


· Any other factors you took into account


· How you restrained the person, who was involved and for how long.


6.42 Ambulance staff must ensure they document their decision making processes, assessment and care on the PCR, including the rationale for the type of assessment undertaken.  Where necessary, staff should also complete an adverse incident report, using normal Trust processes.  Remember, it is not sufficient to say a patient does not have capacity, without detailing how that decision was reached.

6.43 It is vital that when an assessment is not possible (or limited to a visual assessment of vital signs) the fact is recorded on the PCR with sufficient detail about why the assessment could not be completed.  It is vital that all information relating to the patients clinical condition, their behaviour and identified risks are recorded on the PCR.  All decisions, including rationale for them should be recorded.


6.44 How does the MCA protect professionals working in health and social care


The MCA provides legal protection from liability for carrying out certain actions in connection with the care and treatment of people who lack capacity to consent, provided that:


6.44.1 You have considered the principles of the MCA


6.44.2 You have carried out an assessment of capacity and reasonably believe that the person lacks capacity in relation to the mater in question.


6.44.3 You reasonably believe the action you have taken is in the best interests of the person.


6.45 Some decisions that you make could result in major life changes or have significant consequences for the person concerned and these will need particularly careful consideration.


6.46 Providing that you have complied with the MCA in assessing a person’s capacity and have acted in the persons best interests you will be able to diagnose and treat patients who do not have the capacity t give their consent.  For example:


· Diagnostic examinations and tests.


· Assessments.


· Medical treatments.


· Admission to hospital for assessment or treatment (except for people who are liable to be detained under the Mental Health Act 1983 emergency procedures such as IV cannulation or administration of  medication)


6.47 A clinician will have acted in the best interests of an incapable patient where the treatment given (or refrained from giving) was in accordance with a practice accepted as proper by a responsible body of medical opinion skilled in that form of treatment (Bolam/Bolitho).


6.48 It will be important to keep a full record of what has happened.  The protection from liability will only be available if you can demonstrate that you have assessed capacity, reasonably believe it to be lacking and then acted in what you reasonably believe to be in the patient’s best interests.


6.49 It is the clinician in charge of the patients care and treatment who must decide what is in the patient’s best interests.   The patients spouse or their family, friends and colleagues cannot give or withhold consent to treatment on the patient’s behalf unless acting within the framework of an accepted power of attorney.  However, what they have to say may be useful in deciding where best interests lie.


7 Consent

71
Informed consent applies when a person can be said to have given consent based on a clear appreciation and understanding of the facts, and the implications and consequences of an action. English law necessitates that before any medical professional can examine or treat a patient, they must obtain informed consent to do so.

7.2
Consent can be either explicit (specific consent to carry out a specific action) or implied (not expressly given by a patient, but inferred from their actions, the facts and circumstances of a particular situation, and sometimes a patient's silence or inaction). Generally there is no legal requirement to obtain written consent but it may be advisable in some circumstances.



7.3
A consent form documents that some discussion about the procedure or investigation has taken place but is only evidence of a process, not the process itself. Any discussion should be recorded in the patient's medical notes.


7.4
The Mental Capacity Act (2005) formalises the area assessing whether the patient is mentally capable of making the decision, and the Mental Health Acts (1983 and amended in 2007) describe the very limited circumstances when a patient can be forced to be hospitalised for assessment and/or treatment against their wishes.


7.5
General principles of consent

· Consent must be obtained before any examination, treatment or care for competent adult patients.

· Consent must be given voluntarily and not under any form of duress or undue influence from health professionals, family or friends.

· Competent adult patients are entitled to refuse treatment, even where it would clearly benefit their health. The only exception to this rule is where the treatment is for a mental disorder and the patient is detained under the Mental Health Act. A competent pregnant woman may refuse any treatment, even if this would be detrimental to the foetus.

· Consent can be written, oral or non-verbal. A signature on a consent form does not itself prove the consent is valid - the point of the form is to record the patient's decision, and the discussions that have taken place.

· Patients need sufficient information before they can decide whether to give their consent, e.g. information about the benefits and risks of the proposed treatment, and alternative treatments. If the patient is not offered as much information as they reasonably need to make their decision, and in a form they can understand, their consent may not be valid.

· Consent is a continuing process rather than a one-off decision. It is important that the patient be given continuing opportunities to ask further questions and to review the decision.

· Patients can change their minds and withdraw consent at any time, as long as they have the capacity to do so.

· All people aged 16 and over are presumed, in law, to have the capacity to consent to treatment unless there is evidence to the contrary. A patient who is suffering from a mental disorder or impairment does not necessarily lack the competence to consent to treatment.

7.6 To demonstrate capacity individuals should be able to: 

· Understand what the medical treatment is, its purpose and nature and why it is being proposed.

· Understand the benefits, risks and alternatives.

· Understand the consequences of not receiving the proposed treatment.

· Retain the information and be able to weigh up the pros and cons in order to arrive at a decision.

· Communicate the decision.

7.7 It is also important to appreciate that:


· Unexpected decisions do not prove the patient is incompetent, but may indicate a need for further information or explanation.

· Patients may be competent to make some health care decisions, even if they are not competent to make others.

· It is always best for the person actually treating the patient to seek the patient's consent. However, you may seek consent on behalf of colleagues if you are capable of performing the procedure in question, or if you have been specially trained to seek consent for that procedure.

7.8
Emergency treatment


Consent needs to be sought for emergency treatment for competent patients.

· If consent cannot be obtained, clinicians should provide medical treatment that is in the patient's best interests and is immediately necessary to save life or avoid significant deterioration in the patient's health. An advance decision is not applicable to life-sustaining treatment unless:

· the decision is verified by a statement by the patient to the effect that it is to apply to that specific treatment even if life is at risk, and the decision and statement is in writing, is signed by the patient or by another person in their presence and by the patients direction, the signature is made or acknowledged by the patient in the presence of a witness, and the witness signs it, or acknowledges his signature, in the patient’s presence (Mental Capacity Act 2005, Chapter 9, Part 1)


· However, there may be clear evidence of a valid advance refusal of a particular treatment, indicating that treatment should not be given.

· If a patient has appointed a welfare attorney, or there is a court-appointed deputy or guardian, this person, where practicable, must be consulted about treatment decisions.

7.9 Children and the Mental Capacity Act - General principles

When obtaining consent, a clinician must establish whether the child is legally competent (in legal terms, 'have capacity' to give consent).

· All people aged 16 and over are presumed in law to have the capacity to consent to treatment unless there is evidence to the contrary.

· If the child is deemed not legally competent, consent will need to be obtained from someone with parental responsibility, unless it is an emergency.

· Emergency treatment can be provided without consent to save the life of, or prevent serious deterioration in the health of, a child or young person.

· The legal position differs, depending on whether the young person is aged over or under 16.

7.10 Assessing competence

Just because a person is aged over 16, this does not, as with adults, necessarily mean that the person is competent. A competent person: 

· Is able to understand and retain the information pertinent to the decision about their care, i.e. the nature, purpose and possible consequences of the proposed investigations or treatment, as well as the consequences of not having treatment.

· Is able to use this information to consider whether or not they should consent to the intervention offered.  Is able to communicate their wishes.

7.11 It should not be assumed that children with learning difficulties are unable to take competent decisions, which can be aided by presenting them with information in an appropriate way.

7.12 If a child is deemed not competent, a person with parental responsibility would need to give consent.  If a child lacks the capacity to consent and consent from someone with parental responsibility is required, only one individual needs to be approached. However, it is good practice to involve all those close to the child if possible. If parents cannot agree and disputes cannot be resolved informally, seek legal advice about whether you should apply to the Court.

7.13 Once an individual has reached the age of 18, no one can give consent on their behalf. If they are not competent, clinicians can provide treatment and care, providing this is in their best interests.

7.14
Parental responsibility

Parental responsibility includes the right of parents to consent to treatment on behalf of a child when the child is unable to provide valid consent for himself or herself, provided the treatment is in the interests of the child.

· Those with parental responsibility have a statutory right to apply for access to their children's health records, although if the child is capable of giving consent, he or she must consent to the access.

7.15
The Children Act 1989 outlines who has parental responsibility. This includes: 


· A mother always has parental responsibility for her child.

· A father only has this responsibility if he is married to the mother when the child is born or has acquired legal responsibility for his child by: 

· Jointly registering the birth of the child with the mother (since December 2003).

· A parental responsibility agreement with the mother.

· A parental responsibility order, made by a court.

· The child's legally appointed guardian - appointed either by a court or by a parent with parental responsibility in the event of their own death.


· A person in whose favour a court has made a residence order concerning the child.

· A local authority designated in a care order in respect of the child (but not where the child is being looked after under section 20 of the Children Act, also known as being 'accommodated' or in 'voluntary care').

· A local authority or other authorised person who holds an emergency protection order in respect of the child. 

· Foster parents, grandparents and indeed parents under the age of sixteen do not automatically have parental responsibility. In the latter case, the individual needs to be deemed Gillick competent before they can give consent on behalf of their child.

7.16
Children aged 16 and 17

Once children reach the age of 16, they are presumed in law to be competent. In many respects they should be treated as adults and can give consent for their own surgical and medical treatment.

· The Department of Health recommends that it is nevertheless good practice to encourage children of this age to involve their families in decisions about their care, unless it would not be in their interests to do so.

· If a competent child requests that confidentiality be maintained, this should be respected unless the clinician considers that failing to disclose information would result in significant harm to the child.

· A child aged 16-17 cannot refuse treatment if it has been agreed by a person with parental responsibility or the Court and it is in their best interests. Therefore, they do not have the same status as adults.  However, unlike adults the refusal of a competent person aged 16-17years may in certain circumstances be overridden by either a person with parental responsibility or a Court.  However, great caution should be taken on overriding the refusal of a competent young person.

· The Mental Capacity Act applies to people aged 16 and over in England, Wales and Northern Ireland. 

7.17
Children under the age of 16


Children in this age group are not deemed to be automatically legally competent to give consent.

· The courts have determined that such children can be legally competent if they have 'sufficient understanding and maturity to enable them to understand fully what is proposed'.

· This concept - now known as 'Gillick competency' - initially arose in the case of Gillick v West Norfolk and Wisbech Health Authority in 1986.  The term 'Fraser competency' is also used in this respect (Lord Fraser was the judge who ruled on the case).

· Some authorities refer to Fraser competency when talking about contraception and Gillick competency when talking about wider areas of consent. In many cases the two terms are used interchangeably.

· Much will depend on the relationship of the clinician with the child and the family and also on what intervention is being proposed.

· A young person who has the capacity to consent to straightforward, relatively risk-free treatment may not necessarily have the capacity to consent to complex treatment involving high risks or serious consequences.

· Competency is something that can be developed over time by presenting the child with information appropriate to their age and level of education and this process may be a rewarding one in the management of children with long-term conditions that involve several therapeutic procedures or investigations.

· The emphasis in the Department of Health's guidance is that the families of children in this age group should be involved in decisions about their care, unless there is a very good reason for not doing so.

· If, however, a competent child under the age of 16 is insistent that their family should not be involved, their right to confidentiality must be respected, unless such an approach would put them at serious risk of harm.

7.18
Devolving parental responsibility


Parents are not with their children 24 hours a day and there are times when parents might devolve the responsibility to consent to treatment to others - e.g. grandparents or child minders - for certain interventions such as emergency care and treatment of minor illnesses.

· Such consent does not need to be in writing and the healthcare professional does not need to consult the parents, unless there is cause to believe parents' views would differ significantly.

· Where there is no specific agreement between parents and a third party in any given situation, the third party can give consent, providing it can be justified as being in the best interests of the child. An example of this would be a teacher accompanying a child to the Accident and Emergency Department for urgent treatment required after an accident at school.

7.19
Special situations


No one is able to give valid consent


· Examples would be a child requiring emergency treatment after a road accident, an unaccompanied asylum seeker, or a child of parents who were not deemed competent to give consent (e.g. drug-dependent or drunk).  In such cases, treatment can be given, providing it is in the child's welfare and the child would come to significant harm if treatment were withheld.


The clinician disagrees with the parents

· In such cases an application should be made to the court to decide, particularly if life-saving treatment is required.

· An emergency decision can often be obtained. If this is not possible, the treatment should be given if it is life-preserving.

· The situation may be reversed in that parents may wish a child to have a treatment which the clinician may feel is inappropriate. Again, an application for a court decision should be made. In such cases, the court will sometimes attempt to find a clinician who is prepared to give the treatment.

Children do not agree with those with parental responsibility

· If the child is competent and wishes to receive treatment, those with parental responsibility cannot override them.

· If a competent child is refusing treatment, those with parental responsibility can consent if the treatment is deemed to be in the child's interests.

· Occasions may arise where children disagree with those with parental responsibility and either course of action may be deemed reasonable. Such matters often come to court. Courts have the authority to override the decisions of both the child and those with parental responsibility.

8 Deprivation of Liberty

8.1
Deprivation of Liberty Safeguards (or DOLS) have been introduced to protect individuals from the unlawful deprivation of their liberty. The new procedures were introduced within the amendments made to the Mental Health Act (2007). 

8.2 They have been introduced to fill what had been described as ‘the Bournewood gap’. This referred to an apparent ‘gap’ in the law relating to deprivation of liberty that was identified in a case involving Bournewood Hospital, known officially as HL v UK (2004).

8.3 Deprivation of liberty without lawful justification is prohibited under Article 5 of the European Convention on Human Rights. There is a distinction between restraining or restricting an individual’s movements and depriving that individual of their liberty. 

8.4 Restraining or restricting an individual’s liberty can be lawful under the Mental Capacity Act 2005. However, depriving an individual of their liberty was not lawful under the Mental Capacity Act 2005. It is this ‘gap’ that the new procedures are aiming to fill. 

8.5 Restraint is defined in Section 6 of the Mental Capacity Act 2005 as: 

· the use or threat of force to secure the doing of an act that the individual resists; or 

· the restriction of the individual’s liberty whether that individual resists or not


8.6 Restraint or restrictions on an incapacitate individual’s liberty can be justified under the Mental Capacity Act 2005 provided:

· reasonable steps are taken to establish that the individual lacks capacity in relation to the matter in question; and

· it is reasonably believed that the individual does lack capacity in relation to the matter in question; and

· it is in the best interests of that individual for the act to be done; and

· it is reasonably believed that it is necessary to do the act to prevent harm to that individual; and

· the act in question is a proportionate response to the likelihood of the individual suffering harm; and 

· the act in question is a proportionate response to the seriousness of that harm


8.7
However, the distinctions between restraining or restricting an individual on the one hand, and depriving them of their liberty on the other are not always easy to identify.    For example, it is possible to ‘deprive someone of their liberty’ not just by physical confinement, but also by virtue of the level of control exercised over an individual’s movements.  It is important to note however, that DoLS are highly ever likely to be a result of conveying (DoLS Code of Practice 2.14-2.15).

8.8
The concepts of restraint, restriction and deprivation of liberty are best understood as existing on the same ‘continuum of restraint or restriction, with deprivation of liberty involving a higher degree or intensity of restrictions over that individual.  Ultimately, the concept is one to be interpreted in view of the specific circumstances of that individual.


 


9 Suicide and deliberate self harm

9.1
Deliberate self-harm is defined as an act with a non-fatal outcome in which an individual deliberately did one or more of the following:

· A behaviour (e.g., self cutting) intended to cause self-harm.

· Ingesting a substance in excess of the prescribed or generally recognised therapeutic dose.

· Ingesting a recreational or illicit drug that was an act that the person regarded as self-harm.

· Ingesting a non-ingestible substance or object.

9.2 Deliberate self-harm is not an attempt at suicide in the vast majority of cases. It is usually an attempt to maintain control in very stressful situations or emotional pressures, e.g., bullying, abuse, academic pressure or work pressure. Self-harm is usually done in private and hidden from anyone else.

9.3 Although the scale of self harm is difficult to accurately determine:


· Self-harm is common, especially among younger people. A survey of young people aged 15-16 years estimated that more than 10% of girls and more than 3% of boys had self-harmed in the previous year.

· Self-harm increases the likelihood that the person will eventually die by suicide by between 50 and 100 fold above the rest of the population in a 12-month period.

· A wide range of psychiatric problems, such as borderline personality disorder, depression, bipolar disorder, schizophrenia, drug misuse and alcohol are associated with self-harm.

· Other risk factors include victims of domestic violence, socio-economic disadvantage, and those with eating disorders. There is an increased risk in South Asian women.

9.4
Although often seen as impulsive, suicide is usually associated with years of suicidal behaviour including suicidal ideation or acts of deliberate self harm.


9.5 The mortality rate in England in 2008-10 was 12.2 deaths per 100,000 population for males and 3.7 deaths for females. This was lower than other countries in Europe and reflects a sustained fall in suicide rates in England in recent years. The previous upward surge in suicide rates in young men under the age of 35 has been reversed and there has also been a fall in inpatient suicides and self-inflicted injuries in prisons.  

9.6
It is estimated that up to 50% of people who take their own life have previously attempted to harm themselves. Therefore, it follows that patients who attempt suicide and survive are at high risk of taking their own life later and it may be possible to intervene to prevent this.


9.7 Suicide and Self Harm Risk Assessment


In order to support the clinician in determining the risk of suicide or self harm, JRCALC provide the following risk assessment tool:

		Is the patient Female?  

		If Y = 0



		Is the patient Male?  

		If Y = 1



		Is the patient aged <19 years old?

		If Y = 1



		Is the patient aged >45 years old?  

		If Y = 1



		Does the patient exhibit signs of depression/Hopelessness?

		If Y = 1



		Have there been any previous attempts at self harm?

		If Y = 1



		Is there any evidence of excess alcohol/illicit drug use?  

		If Y = 1



		Is there evidence that the patient’s rational thinking is absent?

		If Y = 1



		Is the patient separated/divorced/widowed?

		If Y = 1



		Has there been an organised or serious attempt at self harm?  

		If Y = 1



		Does the patient have no close/reliable family, job or active religious affiliation?  

		If N = 1



		Does the patient appear determined to repeat or ambivalent?

		Y = 1



		If <3 = 'Low risk'


If 3-6 = 'Medium risk'


If >6 = 'High risk'




		





Appendix 1


Best interests


What is best interests? 


The law provides a checklist of key factors which you must consider when working out what is in the best interests of a patient who lacks capacity (The MCA Code of Practice can provide more information in relation to this).


Avoid discrimination


It is important not to make assumptions about someone’s best interests merely on the basis of the patient’s age or appearance, condition or any aspect of their behaviour.


Identify all relevant circumstances


The decision maker must identify all the things the patient would take into account if they were making the decision or acting for themselves.


Assess whether the person might regain capacity


The decision maker must consider whether the patient is likely to regain capacity (e.g. after receiving medical treatment).  If so, can the decision wait or act wait until then?


In emergency situations such as when urgent medical treatment is required, it may not be possible to wait to see if the person may regain capacity.


Encourage participation


The decision maker must involve the person as fully as possible in the decision that is being made on their behalf.


If the decision concerns life sustaining treatment


The decision maker must not be motivated by a desire to bring about the patient’s death.  They should not make assumptions based upon the patient’s quality of life.


The decision maker must, where possible, consider:


The patient’s past and present wishes and feelings (in particular if they have been written down).


Any beliefs and values (e.g. religious, cultural or moral) that would be likely to influence the decision in question and any other relevant factors.


As far as possible the decision maker must consult other people if it is appropriate to do so and take into account their views as to what would be in the best interests of the patient lacking capacity, especially:


· Anyone previously named by the patient lacking capacity as someone to be consulted.


· Carers, close relatives or close friends or anyone else interested in the patient’s welfare.


· Any attorney appointed under a Lasting Power of Attorney.


· Any deputy appointed by the Court of Protection to make decisions for the patient.


If you are making the decision you must take the above steps, amongst others and weigh up the above factors in order to determine what is in the patient’s best interests.


Appendix 2


The Two Stage Test of Capacity


To help determine if a person lacks capacity to make particular decisions, the MCA sets out a two stage test of capacity.


Stage 1: Diagnostic


Does the person have an impairment of, or a disturbance in the functioning of their mind or brain?


Stage 1 requires proof that the person has an impairment of the mind or brain, or some sort of disturbance that affects the way their mind or brain works.  If a person does not have such an impairment or disturbance of the mind or brain, they will not lack capacity under the MCA.


Examples of an impairment or disturbance in the functioning of the mind or brain may include the following:


· Conditions associated with some forms of mental illness


· Dementia


· Significant Learning Difficulties


· The long term effects of brain damage


· Physical or medical conditions that cause confusion, drowsiness or loss of consciousness.


· Delirium


· Concussion following head injury


· The symptoms of alcohol or drug use.


Stage 2: Functional


Does the impairment or disturbance mean that the person is unable to make a specific decision when they need to?


For a person to lack capacity to make a decision, the MCA says that their impairment or disturbance must affect their ability to make the specific decision when they need to.  But first people must be given all practical and appropriate support to help them make the decision for themselves.


Stage 2 can only apply if all practical and appropriate support to help a person make the decision has failed.  In order to decide whether an individual has the mental capacity to make a particular decision, you must first decide whether there is an impairment of, or disturbance in, the functioning of the persons mind or brain (it does not matter if this is permanent or temporary).

If so, the second question you must answer is, does the impairment or disturbance make the person unable to make the particular decision?


The person will be unable to make the particular decision if after all appropriate help and support to make the decision has been given to them, they cannot:


· Understand the information relevant to that decision, including understanding the likely consequences of making, or not making the decision.


· Retain that information.


· Use or weigh that information as part of the process of making the decision.


· Communicate their decision (whether by talking, using sign language or any other means).


Every effort should be made to find ways of communicating with someone before deciding that they lack capacity to make a decision based solely on their inability to communicate.  Very few people will lack capacity on this ground alone.  Those who do might include people who are unconscious or in a coma.  In many cases such simple actions as blinking or squeezing a hand may be enough to communicate a decision.


An assessment must be made on the balance of probabilities; is it more likely that not that the person lacks capacity?


Stage 1 – Diagnostic Test

Cognitive assessment


· Is the patient orientated? Can they state what day it is, what their address is and where they are currently (if different)?


· Is the patient able to identify or locate familiar objects?  This might include, location of medicines at home, location and positioning of vehicles at an RTC or identification of a jacket or house keys.


· Is the patient able to follow simple requests (e.g. stand up, raise arms to enable blood pressure to be taken)? 


When undertaking the cognitive assessment, it is acceptable to use other, similar examples to ascertain the patient’s status.  Examples may include:


· A patient at an RTC can provide a detailed account of events, including identification and position of vehicles, timings of events, their own details such as home address, date of birth etc.


· A patient suffering chest pain that can provide a detailed account of events such as, chest pain for 20 minutes, set off while walking back from the shops and have taken their GTN spray twice.  Providing a good medical history and identifying the location of their medications could also be used.


Confirmation of whether the assessment indicates impairment or disturbance in the functioning of the mind must also be recorded.


If there is no evidence of impairment or disturbance then you must complete Stage 2.  This will ensure that the patient is fully informed and understands the decision/s made.


Stage 2 – Functional assessment


Stage two questions are:


· Does the person have a general understanding of what decisions they need to make and why they need to make them?


· Do they understand the consequences of making, or not making, the decision or of deciding one way or another?


· Are they able to understand and weigh up the relative importance of the information relevant to the decision?


· Can they use and retain the information as part of the decision making process?


· Can they communicate the decision?


If all answers to the questions are yes, staff should consider that the patient has capacity and is able to make competent decisions relating to their care. It must be remembered however, that this is only a guide, if there are still concerns that a patient is not rational you may consider them to lack capacity though this is not the same as lacking capacity.

If the answer to any question is no, staff should consider that the patient may lack capacity and should explain the proposed examination, treatment or transport options further.


Appendix 3

Red Flag Criteria

		RED FLAG CRITERIA


Police Officer / Paramedic triggers for conditions requiring


Treatment or Assessment in an Emergency Department





		Dangerous Mechanisms:


Blows to the body


Falls > 4 Feet


Injury from edged weapon or projectile


Throttling / strangulation


Hit by vehicle


Occupant of vehicle in a collision


Ejected from a moving vehicle


Evidence of drug ingestion or overdose



		Serious Physical Injuries:


Noisy Breathing 


Not rousable to verbal command


Head Injuries:


· Loss of consciousness at any time


· Facial swelling


· Bleeding from nose or ears


· Deep cuts


· Suspected broken bones






		Attempting self-harm:


Head banging


Use of edged weapon (to self-harm)


Ligatures


History of overdose or poisoning


Psychiatric Crisis


Delusions / Hallucinations / Mania

		Possible Excited Delirium:


Two or more from:


· Serious physical resistance / abnormal strength


· High body temperature


· Removal of clothing


· Profuse sweating or hot skin


· Behavioural confusion / coherence


· Bizarre behaviour






		BASICS Doctors:


ONLY AT THE REQUEST OF PARAMEDICS / TECHNICIANS – ACCESSED VIA Clinical Hub

Where immediate management of RED FLAG conditions necessitates the intervention or skills of a Doctor or where without medical oversight the journey would involve too much risk, either to the patient, the paramedics or the police officers.


This should include situations where rapid sedation is considered necessary, in accordance with NICE GUIDELINES 2005.




		Conveyance to the nearest ED:


Should NOT be undertaken in a police vehicle UNDER ANY CIRCUMSTANCES where a RED FLAG trigger is involved.


This includes remaining in ED until the person is medically fit for discharge to PoS, to Police Station or from s136 detention.


It is the responsibility of the Police to outline to ED the LEGAL ASPECTS of detention; it is the responsibility of the Ambulance Service to outline the MEDICAL ASPECTS. 







Appendix 4

Regional Approved Places of Safety

The Mental Health Act 1983 allows for individuals who are mentally disordered in a public place and potentially a danger to themselves or others to be detained by police officers under section 136 of the Act and taken to a place of safety. A place of safety is defined as ‘hospital, police station, mental nursing home or residential home or any other suitable place’.

It has long been accepted that police custody is not a suitable place of safety – see Chapter 10 MHA Code of Practice It has the effect of criminalising people who are in need of medical attention, can exacerbate their mental state, and in the most tragic cases can lead to deaths in custody.

The approved places of safety across the Trust are as follows:


Dorset:


· St Ann’s Hospital Poole 


· Dorset Police custody suites in Bournemouth & Weymouth (only to be used in exceptional circumstances when detainee is intoxicated or violent) 


Avon and Somerset:


· Hazel ward, Callington Road Hospital, Bristol


· Rowan war, summerlands Hospital, Yeovil


· Rydon Ward, Taunton


· Trinity Road Police Station, Bristol


· Broadbury Road Police Station, Bristol


· Southmead Road Police Station, Bristol


· Staple Hill Police Station, South Gloucs


· Bath Police Station


· Weston-super-Mare Police Station


· Yeovil Police Station


· Taunton Police Station


· Bridgwater Police Station


Wiltshire & Swindon:


· Green Lane Hospital in Devizes


· Fountain Way Hospital in Salisbury


· Sandalwood Court Hospital in Swindon

If the above are unable/unwilling to accept a patient due to the behaviour of the patient e.g. violent, threatening violence or too intoxicated then police custody will be used.  This also applies if all the suites are full or out of action. 


At present, Fountain Way is the only hospital able to accept 16 & 17 yr olds and this is only for Wiltshire residents not Swindon.  Under 16s (wilts & Swindon) or U18s in Swindon still go to custody although progress is being made and it is hoped that this will be rectified by September.


Devon and Cornwall:


· Cedars for Exeter


· Glenborne for Plymouth


· Longreach for Camborne


· Haytor for Torbay


· David Barlow unit at Barnstaple.


All are attached to the hospitals main Mental Health units.


Gloucestershire:


· Maxwell Suite, adjoining Wotton Lawn Hospital, Horton Rd, Gloucester.


· Gloucestershire  Police Stations

Appendix 5

Conveyance from Public Place
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Appendix 6

Conveyance from Private Address
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Trust Policy Foreword 



South Western Ambulance Service NHS Foundation Trust (SWASFT) has a number of specific corporate responsibilities and obligations relating to patient safety and staff wellbeing. All Trust policies need to appropriately include these.



Health and Safety - SWASFT will, so far as is reasonably practicable, act in accordance with the Health and Safety at Work etc. Act 1974, the Management of Health and Safety at Work Regulations 1999 and associated legislation and approved codes of practice.  It will provide and maintain, so far as is reasonable, a working environment for employees which is safe, without risks to health, with adequate facilities and arrangements for health at work.  SWASFT employees are expected to observe Trust policy and support the maintenance of a safe and healthy workplace. 



Risk Management - SWASFT will maintain good risk management arrangements by all managers and staff by encouraging the active identification of risks, and eliminating those risks or reducing them to the lowest level that is reasonably practicable through appropriate control mechanisms.  This is to ensure harm, damage and potential losses are avoided or minimized, and the continuing provision of high quality services to patients, stakeholders, employees and the public.  SWASFT employees are expected to support the identification of risk by reporting adverse incidents or near misses through the Trust web-based incident reporting system.



Equality Act 2010 and the Public Sector Equality Duty - SWASFT will act in accordance with the Equality Act 2010, which bans unfair treatment and helps achieve equal opportunities in the workplace. The Equality Duty has three aims, requiring public bodies to have due regard to: eliminating unlawful discrimination, harassment, victimization and any other conduct prohibited by the Act; advancing equality of opportunity between people who share a protected characteristic and people who do not share it; and fostering good relations between people who share a protected characteristic and people who do not share it.  SWASFT employees are expected to observe Trust policy and the maintenance of a fair and equitable workplace.



NHS Constitution - SWASFT will adhere to the principles within the NHS Constitution including: the rights to which patients, public and staff are entitled; the pledges which the NHS is committed to uphold; and the duties which public, patients and staff owe to one another to ensure the NHS operates fairly and effectively.  SWASFT employees are expected to understand and uphold the duties set out in the Constitution.



Code of Conduct and Conflict of Interest Policy - The Trust Code of Conduct for Staff and its Conflict of Interest and Anti-Bribery policies set out the expectations of the Trust in respect of staff behaviour.  SWASFT employees are expected to observe the principles of the Code of Conduct and these policies by declaring any gifts received or potential conflicts of interest in a timely manner, and upholding the Trust zero-tolerance to bribery. 



Information Governance - SWASFT recognises that its records and information must managed, handled and protected in accordance with the requirements of the Data Protection Act 1998 and other legislation, not only to serve its business needs, but also to support the provision of highest quality patient care and ensure individual’s rights in respect of their personal data are observed.  SWASFT employees are expected to respect their contact with personal or sensitive information and protect it in line with Trust policy.
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1. Introduction



1.1 This protocol has been developed following consultation with the South West region Police Forces and the South Western Ambulance Service NHSFT and forms a joint working agreement which all organisations support and will seek to implement.



1.2	The protocol takes into account the Mental Health Act (MHA), Mental Capacity Act 2005 (MCA), Code of Practice 2007, the National Policing Improvement Agency (NPIA) Briefing Note on Applying the Mental Capacity Act 2010 and the Mental Health Crisis Care Concordat: Improving outcomes for people experiencing mental health crisis 2014.

1.2 The protocol provides a framework to support inter-agency working and appropriate use of resources to deliver safe and effective patient care for those who suffer from a health crisis in relation to their mental health and for those who may lack capacity.

1.3 It is recognised that individual organisations will have their own policies, procedures and training relating to the MHA and MCA, in relation to specific roles and responsibilities and organisational processes.  This protocol seeks to enhance that which organisations already have in place and to clarify how all can work together to improve the care provided to those in crisis.



[bookmark: _GoBack]1.4	The Association of Chief Police Officers (ACPO) has approved the adoption of a single National Decision Model (NDM) for the Police Service. The ACPO Ethics Portfolio and the National Risk Coordination Group have developed this values-based tool to provide a simple, logical and evidence-based approach to making policing decisions.  Where required this model should be used to support the decision making process.



2. Aim 



2.1 The aim of this protocol is to ensure that services provided to patients in mental health crisis are managed in accordance with the Mental Health Crisis Care Concordat: Improving outcomes for people experiencing mental health crisis 2014.  This protocol also seeks to ensure that patients who lack capacity and are refusing advice or care receive care that is in their best interests using the least restrictive means necessary.  

2.2 This protocol seeks to support organisations in implementing and embedding the principles contained within the Crisis Care Concordat and with delivering a parity of esteem for those in crisis.

2.3 The protocol will ensure that all organisations and staff comply fully with the legislative requirements of the MCA and follow the Code of Practice at all times.



3 Protocol statement



3.1 Staff working for or on behalf of the agencies who have agreed to sign and adopt this protocol will:



· Apply the principles of the Crisis Care Concordat and ensure that any patient with a mental health need is provided with a parity of care to those whose need is medical.

· Have a formal duty of regard to the Act and the Code of Practice and will need to take active responsibility for equipping themselves to practice within the law.  Staff should be able to explain how they have regard to the MCA and the Code of Practice when acting or making decisions on behalf of people who lack capacity to make decisions for themselves.



· In every situation, assume that a person can make their own decisions unless or until such time that it is proved that they are unable to do so.  There will always be a presumption of capacity.



· Always act in the best interests of any person who lacks capacity and follow the relevant organisational policy or procedure.



4 Crisis Care Concordat   



4.1	The Mental Health Crisis Care Concordat: Improving outcomes for people experiencing mental health crisis 2014 aims to improve the parity of care provision between those whose need follows mental health emergency and those whose need follows a medical health emergency.



4.2 The agreement seeks to drive up standards of care for people experiencing crisis such as suicidal thoughts or significant anxiety, to cut the numbers of people detained inappropriately in police cells and to drive out the variation in standards across the country.



4.3	The Concordat, in particular challenges local areas to make sure:



· That health-based places of safety and beds are available 24/7 in case someone experiences a mental health crisis.



· That Police custody is not used because mental health services are not available and that as far as is possible police vehicles are not be used to transfer patients. 



· That the number of occasions police cells are used as a place of safety for people in mental health crisis are reduced.



· That timescales are put in place so police responding to mental health crisis know how long they have to wait for a response from health and social care workers. This will make sure patients get suitable care as soon as possible.



· That people in crisis should expect that services will share essential ‘need to know’ information about them so they can receive the best care possible. This may include any history of physical violence, self-harm or drink or drug history.



· Figures suggest some black and minority ethnic groups are detained more frequently under the Mental Health Act. Where this is the case, it must be addressed by local services working with local communities so that the standards set out in the Concordat are met.



· A 24-hour helpline should be available for people with mental health problems and the crisis resolution team should be accessible 24 hours a day, 7 days a week.



4.4 Clearly there are major challenges for all those engaged in developing services to meet the needs of those in crisis, not least of which will be the provision of adequate services to accept appropriate referral and reduce the inappropriate use of police cells for patients who have committed no crime.



4.5 Increasingly the ambulance service, will be called upon to ensure that all patients who require transport following a mental health crisis are managed with a parity of esteem, that is to say as equal partners with those patients whose need for transport follows a medical crisis.  



5 Section 135 &136 Mental Health Act



5.1	There are occasions when the Police may act if they believe that someone is suffering from a mental illness and is in need of immediate treatment or care.  Section 136 of the Mental Health Act provides Police Officers with the authority to take a person from a public place to a “Place of Safety”, either for their own protection or for the protection of others, so that their immediate needs can be properly assessed.  A  Place of Safety could be a hospital, police station or some other designated place.  However, the Crisis Care Concordat makes it clear that the use of police cells as a Place of Safety should be used only in exceptional circumstances. 

5.1 When considering the provision of transport for patients under Section 136, the process detailed in Section 10 should be followed, with a clear appreciation that the patient should be transported by an appropriate health resource unless exceptional circumstances or risk of violence prevents this.



6 Use of restraint by ambulance staff



6.1 Ambulance staff are legally authorised and obliged under the MCA to act in the best interests of (and provide treatment for) patients who are lacking capacity, even where the patient refuses treatment or are abusive, threatening or violent.



6.2 The MCA also supports the use of reasonable force to ensure that patients lacking capacity receive care that is in their best interests or are protected from further harm.



6.3 However, ambulance staff are neither trained nor expected to restrain patients who are acting in a threatening or violent manner.



6.4 Ambulance staff are trained to provide minimal restraint in cases where patients lack capacity and there is no perceived risk of harm to them or the patient.



6.5 Ambulance staff should complete a Dynamic Risk Assessment (DORA) in all cases prior to the use of any form of minimal restrain; recording decisions and actions on the Patient Clinical Record (PCR).



6.6 Ambulance staff will be protected from liability when they use minimal restraint if they observe the following two conditions:



· You must reasonably believe that restraint is necessary to prevent harm to the person who lacks capacity; and



· The amount and type of restraint used and the amount of time it lasts must be a proportionate response to the likelihood and seriousness of harm to the patient.



7 Use of restraint by police officers 



7.1 Police officers are legally authorised and obliged under the MCA to act in the best interests of persons to save life or prevent further harm to them.



7.2 The MCA also supports the use of reasonable force to ensure that patients lacking capacity receive care that is in their best interests or are protected from further harm.



7.3 Police officers will be protected from liability when they use restraint if they observe the following two conditions:



· You must reasonably believe that restraint is necessary to prevent harm to the person who lacks capacity; and



· The amount and type of restraint used and the amount of time it lasts must be a proportionate response to the likelihood and seriousness of harm to the patient.



8 Protocol for ambulance staff requesting police assistance



8.1 Ambulance staff may request police assistance for patients who lack capacity under the following circumstances:



· Patients in need of emergency treatment who require restraint due to their threatening or violent behaviour (identified through DORA).



· Patients refusing emergency treatment and/or transport in their best interests where DORA has identified minimal restraint as being neither effective nor safe to be undertaken by ambulance staff.



· Patients who are at risk of causing further harm to themselves or others.



· Where there are other significant risk factors identified at the scene of the incident that prevent the patient from receiving treatment or transport to the hospital that is in their best interests.



8.2 Ambulance staff will request police attendance through the SWASFT Clinical Hub (Control Centre), informing clinical hub staff that police attendance is required for an emergency MCA incident, full details of the incident and the requirements of the police must be conveyed, additionally any significant risk information must be passed at this time.



8.3 Clinical Hub staff will contact police and state police attendance is required for an emergency MCA incident, full details of the incident and the requirements of the police must be conveyed, additionally any significant risk information must be passed at this time.



8.4 The police will respond to the incident as an emergency and grade the incident as a 1 or 2.  Calls to the police will be assessed, graded and responded to as per force policy.



8.5 Following arrival of the police at scene, the ambulance staff will provide the police officers with the following:



· A brief history of the incident.



· Information relating to the clinical condition of the patient and the treatment or care required.



· A summary of the mental capacity assessment, highlighting the reasons why the patient is believed to lack capacity.



· A summary of what support is required by the police officer.



8.6 The ambulance staff and police officer will then work together, undertaking a joint dynamic risk assessment and agreeing a plan on how best to manage the patient in the safest, timeliest and least restrictive means possible.  This will not be a formal written process but a supportive and collaborative discussion to ensure that both ambulance and police staff are engaged in the decision making process and agree the most appropriate course of action.  The thought process and rationale should be recorded with due regard to the relevant ambulance and police documentary processes.



8.7 A patient’s mental capacity can change over relatively short periods of time.  Therefore it may be necessary for ambulance staff to re-assess the patient’s capacity at any time if there is a change in their behaviour or appearance.  Assessments of capacity should be time and decision specific.



8.8 Ambulance staff will have responsibility for all decisions relating to the clinical treatment of the patient, including the most appropriate destination hospital.



8.9 Ambulance staff will agree with police the appropriate level and type of restraint to be used; taking into account the patients condition and any injuries, assessment or treatment required.



9 Protocol for police staff requesting ambulance assistance 



9.1 Police officers are often the first agency at the scene of an incident and may have to deal with patients who require immediate clinical assessment or treatment.  



9.2 Police officers should request an emergency ambulance where they believe the patient lacks capacity (or they have concerns over a patient’s capacity) and are in need of emergency care within a private or public location. (Appendix 5, 6).  This is of particular importance if any “Red Flag” is triggered (Appendix 3). Police officers will request attendance of an emergency ambulance through Police Control as per normal procedures.



9.3 Police Control will contact the appropriate SWASFT Clinical Hub and request assistance under the mental capacity act. The ambulance response will be determined based on the clinical need of the patient following initial telephone triage.  Any life threatening emergencies (such as dangerous haemorrhage, chest pain, collapse or issues arising from restraint), will be provided with an eight minute response.  All calls outside of life threatening emergencies made following application of section 135 and section 136 will be categorised as a Green 2 call.  This will automatically dictate a thirty minute response.



9.4 Where a delay in ambulance response is advised, SWASFT Clinical Hub may advise the police to consider transferring the patient to hospital in an appropriate vehicle where the anticipated delay may impact on the patient and a joint risk assessment indicates that this is the most appropriate course of action and a suitable vehicle has been identified.  Calls triaged as Green 2 may be diverted to a higher category of call if they are the nearest appropriate vehicle.  Green 2 calls will only be diverted to Red 1 and Red 2 calls which are confirmed cardiac arrest or potentially life threatening calls.



9.5 Following arrival of the ambulance at scene, the police officer will provide the ambulance clinician with the following:



· A brief history of the incident.



· Information relating to their clinical concerns for the patient.



· A summary of the mental capacity assessment, highlighting the reasons why the patient is believed to lack capacity.



· A briefing on the risks and issues relating to the patient.



9.6 The police officer and ambulance clinician will then work together, reviewing the capacity assessment, completing a joint risk assessment and agreeing a plan on how to manage the patient in the safest, timeliest and least restrictive means possible.



9.7 A patient’s mental capacity can change over relatively short periods of time.  Therefore it may be necessary for ambulance staff to re-assess the patient’s capacity at any time if there is a change in their behaviour or appearance.  Assessments of capacity should be time and decision specific.



9.8 Ambulance staff will have responsibility for all decisions relating to the clinical treatment of the patient, including the most appropriate destination hospital.



9.9 Ambulance staff will agree with police the appropriate level and type of restraint to be used; taking into account the patient’s condition and any injuries, assessment or treatment required.



10 Transfer and continuing care of the patient  



10.1 The Mental Health Crisis Care Concordat: Improving outcomes for people experiencing mental health crisis 2014 makes it very clear that the responsibility for providing the patient with transport for definitive care is the responsible of the ambulance service.  However, when high risk is identified, then measures may need to be taken to ensure the safety of the patient, ambulance staff and police officers.  The provisions of the Mental Health Crisis Care Concordat: Improving outcomes for people experiencing mental health crisis 2014 always needs to be a consideration in these circumstances, patients with mental health needs must be provided with health services that provide parity with patients whose need is purely medical in nature.  The other options to be considered are:



· Police officer to travel in the ambulance with patient and ambulance staff.



· Police vehicle to follow the ambulance and in a position to assist if necessary.



· Patient to be transported in a police vehicle only in exceptional circumstances with ambulance staff observing in a safe position within the police vehicle or an ambulance travelling behind the police vehicle and in a position to assist if necessary.



10.2 Ambulance staff are responsible for pre-alerting the destination hospital and for providing them with the information relating to the patient’s condition, the presence of the police and the relevant risk assessment information.



10.3 Ambulance staff are responsible for informing the destination hospital that the patient is being conveyed under the MCA and not the MHA.  There is often the perception that as police are present that they have detained the patient under section 136 of the MHA).

10.4 Ambulance staff are responsible for completing a PCR with the normal clinical information including, full details of the capacity assessment, risk factors, actions agreed with police, police collar details, transport method and a description of any restraint applied by either ambulance staff or police officers.  When police officers are involved and initially attend the hospital, they should agree the PCR details relating to their involvement before it is submitted to the hospital.

10.5 Ambulance staff are responsible for providing a full clinical handover at hospital and for providing a copy of the completed PCR to the hospital in accordance with normal SWASFT procedures.



11 Mental Capacity 



11.1	Mental Capacity Act is designed to protect those who are unable to make decisions for themselves through mental impairment, brain injury, illness or other incapacitant such as drugs or alcohol.  Impairment may be permanent or temporary.



11.2	A persons ability to make decisions related to their daily activity or care will be based on the question at hand.  They may therefore be considered lacking the capacity to make one decision, but have capacity to make another.  Therefore any assessment must be undertaken with respect to the fundamental question at hand and not as a generalised assessment of competency.



12 Key principles



12.1 The MCA has five key principles which emphasise the fundamental concepts and core values of the MCA.  These must be considered and applied when you are working with, or providing care or treatment for people who lack capacity.



12.2 The five key principles are:



· Every adult has the right to make decisions and must be assumed to have capacity to do so unless it is proved otherwise.  This means that you cannot assume that someone cannot make a decision for themselves just because they have a particular medical condition or disability.



· People must be supported as much as possible to make a decision before anyone concludes that they cannot make their own decision.  This means that you should make every effort to encourage and support the person to make the decision for themselves.  If a lack of capacity is established, it is still important that you involve the person as far as possible in making decisions.



· People have the right to make what others might regard an unwise or eccentric decision.  Everyone has their own core values, beliefs and preferences which may not be the same as those of other people.  You cannot treat them as lacking capacity for that reason.



· Anything done for or on behalf of a person who lacks mental capacity must be done in their best interests.



· Anything done for, or on behalf of, people without capacity should be the least restrictive of their basic rights and freedoms.  This means that when you do anything to or for a person who lacks capacity you must choose the option that is in their best interests and you must consider whether you could do this in a way that interferes less with their rights and freedom of action.



12.3 The Act only applies to people over 16yrs of age, who lack mental capacity or who are reasonably believed to lack mental capacity.  It applies to public and private locations.



12.4 Any power to restrain a person as a result of the MCA 2005 does not interfere with any other existing powers of arrest for criminal offences or powers under the MHA.



13 Helping people make decisions for themselves 



13.1 When a person in your care needs to make a decision you must start from the assumption that the person has capacity to make the decision in question (principle 1).  You should make every effort to encourage and support the person to make the decision themselves (principle 2) and you will have to consider a number of factors to assist in the decision making.  These could include:



· Does the person have all the relevant information needed to make the decision?  If there is a choice, has the information been given on the alternatives?



· Could the information be explained or presented in a way that is easier for the person to understand?  Help should be given to communicate information wherever necessary.  For example, a person with a learning disability might find it easier to communicate using pictures, photographs, videos tapes or sign language.

· Are there particular times of the day when a persons understanding is better or is there a particular place where they feel more at ease and able to make a  decision?  For example, if a person becomes drowsy soon after they have taken their medication this would not be a good time for them to make a decision.



· Can anyone else help or support the person to understand information or make a choice? For example, a relative, friend or advocate.



13.2 You must remember that if a person makes a decision which you think is eccentric or unwise, this does not necessarily mean that the person lacks capacity to make a decision (principle 3).



13.3 When there is reason to believe that a person lacks capacity to make a decision you will be expected to consider the following:



· Has everything been done to help and support the person make the decision?



· Does the decision need to be made without delay?



· If not, is it possible to wait until the person does have the capacity to make the decision for him/herself?



14 Assessing mental capacity 



14.1 You should always start from the assumption that the person has the capacity to make the decision in question (principle 1).



14.2 There are two questions to consider if you are assessing a persons capacity:



· Is there an impairment of, or disturbance in, the functioning of the person’s mind or brain?



· Is the impairment or disturbance sufficient to cause the person to be unable to make that particular decision at the relevant time?



14.3 This two stage test must be used, and you must be able to show it has been used.  Remember that an unwise decision made by a person does not itself indicate a lack of capacity.  Most people will be able to make most decisions, even when they have a label or diagnosis that may seem to imply that they cannot.  This is a general principle that cannot be over-emphasised.



14.4 Ambulance staff are trained to assess and record mental capacity in line with the requirements of the MCA.



14.5 Police Officers are not routinely trained in the assessment of mental capacity.  Where Police are the first on scene it may be necessary to make an initial assessment, request assistance from SWASFT and or the local Mental Health provider and act accordingly before any other services arrive, where the seriousness or urgency of the situation dictates.



14.6 Police should recognise the expertise of the ambulance service or other appropriate clinicians (such as doctors) regarding mental capacity assessments and work in co-operation, providing support as necessary.



15 Best interest decisions



15.1 If a person has been assessed as lacking capacity then any action taken, or any decision made for or on behalf of that person, must be made in their best interests (principle 4).  The person who has made the decision is known as the “decision maker”.  This may be an ambulance service clinician, police officer, the carer responsible for the day to day care, or another professional such as a doctor, nurse or social worker.



15.2 The law gives a checklist of key factors which you must consider when working out what is in the best interests of a person who lacks capacity (Appendix 1).



15.3 In emergencies where there is limited or no information available, it will often be in a persons best interests for urgent treatment to be provided without delay.



16 Record Keeping  



16.1 When you act in someone’s best interests, who you have assessed as not having mental capacity, you must record your actions and file it in accordance with local policy.  In particular the following guide will help you ensure the right information is recorded.



· The information you used to decide the person lacked capacity including questions you asked and their replies.



· How you reached your decision and why you acted.



· What other options you considered.



· What you did, who was consulted and why.



· If you needed to act quickly without the time for consultation or questioning of the person an account as to why that was.



· Any other factors you took into account



· How you restrained the person, who was involved and for how long.



16.2 Ambulance staff must ensure they document their decision making processes, assessment and care on the PCR, including the rationale for the type of assessment undertaken.  Where necessary, staff should also complete an adverse incident report, using normal Trust processes.



16.3 It is vital that when an assessment is not possible (or limited to a visual assessment of vital signs) the fact is recorded on the PCR with sufficient detail about why the assessment could not be completed.  It is vital that all information relating to the patients clinical condition , their behaviour and identified risks are recorded on the PCR.  All decisions, including rationale for them should be recorded.



16.4 Ambulance staff personal identification numbers and police officer collar numbers should be recorded for all relevant documentation.



17 MCA Protection for professionals working in health and social care  



17.1 The MCA allows professionals working in health and social care to carry out certain actions in connection with the care and treatment of people who lack capacity to consent, provided that:

17.1.1 You have considered the principles of the MCA

17.1.2 You have carried out an assessment of capacity and reasonably believe that the person lacks capacity in relation to the mater in question.

17.1.3 You reasonably believe the action you have taken is in the best interests of the person.



17.2 Some decisions that you make could result in major life changes or have significant consequences for the person concerned and these will need particularly careful consideration.



17.3 All signatory organisations will support staff that follow this protocol in conjunction with approved organisational policies and the principles of the MCA.



17.4 Providing that you have complied with the MCA in assessing a persons capacity and have acted in the persons best interests you will be able to diagnose and treat patients who do not have the capacity to give their consent.  For example:

· Diagnostic examinations and tests.

· Assessments.

· Medical treatments.

· Admission to hospital for assessment or treatment (except for people who are liable to be detained under the Mental Health Act 1983 emergency procedures such as IV cannulation or administration of  medication)



17.5 The professional will have acted in the best interests of an incapable patient where the treatment given (or refrained from giving) was in accordance with a practice accepted as proper by a responsible body of medical opinion skilled in that form of treatment (Bolam/Bolitho).



17.6 It will be important to keep a full record of what has happened.  Any protection from liability will only be available if you can demonstrate that you have assessed capacity, reasonably believe it to be lacking and then acted in what you reasonably believe to be in the persons best interests.



17.7 It is the professional in charge of the patients care and treatment who must decide what is in the patients best interests.   The patients spouse or their family, friends and colleagues cannot give or withhold consent to treatment on the patient’s behalf unless acting within the framework of an accepted power of attorney.  However, what they have to say may be useful in deciding where best interests lie.



18 Further advice/escalation of concerns



18.1 A conflict of views between police and ambulance staff with regard how a patient should be restrained and or transported will be resolved by formal escalation pathway involving negotiation between relevant attending police officers supervisor or if unavailable the police duty inspector and the ambulance service duty Bronze Officer.



18.2 Ambulance staff should also seek further clinical advice via the Clinical Hub, Clinical Supervisor or the Senior Clinical Advisor on call, where they have concerns over assessing capacity or are unsure about what the best interests or treatment options are for the patient.



18.3 Police officers should seek further guidance from their Force Incident Manager, Supervision or Divisional MH SPOC.



19 Auditing, monitoring and review

								

19.1	All organisations included in this protocol will ensure that it is implemented in accordance with local procedures that will include provision for auditing the maintenance and the management of compliance with the terms of this document.




Appendix 1



Best interests



What is best interests? 

The law provides a checklist of key factors which you must consider when working out what is in the best interests of a person who lacks capacity (The MCA Code of Practice can provide more information in relation to this).



Avoid discrimination

It is important not to make assumptions about someone’s best interests merely on the basis of the persons age or appearance, condition or any aspect of their behaviour.



Identify all relevant circumstances

The decision maker must identify all the things the person would take into account if they were making the decision or acting for themselves.



Assess whether the person might regain capacity

The decision maker must consider whether the person is likely to regain capacity (e.g. after receiving medical treatment).  If so, can the decision wait or act wait until then?



In emergency situations such as when urgent medical treatment is required, it may nt be possible to wait to see if the person may regain capacity.



Encourage participation

The decision maker must involve the person as fully as possible in the decision that is being made on their behalf.



If the decision concerns life sustaining treatment

The decision maker must not be motivated by a desire to bring about the persons death.  They should not make assumptions based upon the persons quality of life.



The decision maker must, where possible, consider:

The persons past and present wishes and feelings (in particular if they have been written down).



Any beliefs and values (e.g. religious, cultural or moral) that would be likely to influence the decision in question and any other relevant factors.



As far as possible the decision maker must consult other people if it is appropriate to do so and take into account their views as to what would be in the best interests of the person lacking capacity, especially:



· Anyone previously named by the person lacking capacity as someone to be consulted.

· Carers, close relatives or close friends or anyone else interested I the persons welfare.

· Any attorney appointed under a Lasting Power of Attorney.

· Any deputy appointed by the Court of Protection to make decisions for the person.



If you are making the decision you must take the above steps, amongst others and weigh up the above factors in order to determine what is in the persons best interests.





































































































Appendix 2



The Two Stage Test of Capacity



To help determine if a person lacks capacity to make particular decisions, the MCA sets out a two stage test of capacity.



Stage 1: Diagnostic

Does the person have an impairment of, or a disturbance in the functioning of their mind or brain?



Stage 1 requires proof that the person has an impairment of the mind or brain, or some sort of disturbance that affects the way their mind or brain works.  If a person does not have such an impairment or disturbance of the mind or brain, they will not lack capacity under the MCA.



Examples of an impairment or disturbance in the functioning of the mind or brain may include the following:



· Conditions associated with some forms of mental illness

· Dementia

· Significant Learning Difficulties

· The long term effects of brain damage

· Physical or medical conditions that cause confusion, drowsiness or loss of consciousness.

· Delirium

· Concussion following head injury

· The symptoms of alcohol or drug use.



Stage 2: Functional

Does the impairment or disturbance mean that the person is unable to make a specific decision when they need to?



For a person to lack capacity to make a decision, the MCA says that their impairment or disturbance must affect their ability to make the specific decision when they need to.  But first people must be given all practical and appropriate support to help them make the decision for themselves.



Stage 2 can only apply if all practical and appropriate support to help a person make the decision has failed.  In order to decide whether an individual has the mental capacity to make a particular decision, you must first decide whether there is an impairment of, or disturbance in, the functioning of the persons mind or brain (it does not matter if this is permanent or temporary).



If so, the second question you must answer is, does the impairment or disturbance make the person unable to make the particular decision?



The person will be unable to make the particular decision if after all appropriate help and support to make the decision has been given to them, they cannot:



· Understand the information relevant to that decision, including understanding the likely consequences of making, or not making the decision.

· Retain that information.

· Use or weigh that information as part of the process of making the decision.

· Communicate their decision( whether by talking, using sign language or any other means).

Every effort should be made to find ways of communicating with someone before deciding that they lack capacity to make a decision based solely on their inability to communicate.  Very few people will lack capacity on this ground alone.  Those who do might include people who are unconscious or in a coma.  In many cases such simple actions as blinking or squeezing a hand may be enough to communicate a decision.



An assessment must be made on the balance of probabilities; is it more likely that not that the person lacks capacity?



Stage 1 – Diagnosis



Cognitive assessment



· Is the patient orientated? Can they state what day it is, what their address is and where they are currently (if different)?



· Is the patient able to identify or locate familiar objects?  This might include, location of medicines at home, location and positioning of vehicles at an RTC or identification of a jacket or house keys.



· Is the patient able to follow simple commands (e.g. stand up, raise an arms? To enable blood pressure to be taken)? 



When undertaking the cognitive assessment, it is acceptable to use other, similar examples to ascertain the patients status.  Examples may include:



· A patient at an RTC can provide a detailed account of events, including identification and position of vehicles, timings of events, their own details such as home address, date of birth etc.



· A patient suffering chest pain that can provide a detailed account of events such as, chest pain for 20minutes, set off while walking back from the shops and have taken their GTN spray twice.  Providing a good medical history and identifying the location of their medications could also be used.



Confirmation of whether the assessment indicates impairment or disturbance in the functioning of the mind must also be recorded.



If there is no evidence of impairment or disturbance then you must complete Stage 2.  This will ensure that the patient is fully informed and understand s the decisions made.



Stage 2 – Functional assessment



Stage two questions are:



· Does the person have a general understanding of what decisions they need to make and why they need to make them?



· Do they understand the consequences of making, or not making, the decision or of deciding one way or another?



· Are they able to understand and weigh up the relative importance of the information relevant to the decision?



· Can they use and retain the information as part of the decision making process?



· Can they communicate the decision?



If all answers to the questions are yes, staff should consider that the patient has capacity and is able to make competent decisions relating to their care. It must be remembered however, that this is only a guide, if there are still concerns that a patient is not rational you may consider them to lack capacity.



If the answer to any question is no, staff should consider that the patient may lack capacity and should explain the proposed examination, treatment or transport options further.













































Appendix 3



Red Flag Criteria



		

RED FLAG CRITERIA



Police Officer / Paramedic triggers for conditions requiring

Treatment or Assessment in an Emergency Department





		

Dangerous Mechanisms:



Blows to the body

Falls > 4 Feet

Injury from edged weapon or projectile

Throttling / strangulation

Hit by vehicle

Occupant of vehicle in a collision

Ejected from a moving vehicle

Evidence of drug ingestion or overdose



		

Serious Physical Injuries:



Noisy Breathing 

Not rousable to verbal command

Head Injuries:



· Loss of consciousness at any time

· Facial swelling

· Bleeding from nose or ears

· Deep cuts

· Suspected broken bones





		

Attempting self-harm:



Head banging

Use of edged weapon (to self-harm)

Ligatures

History of overdose or poisoning





Psychiatric Crisis



Delusions / Hallucinations / Mania

		

Possible Excited Delirium:



Two or more from:



· Serious physical resistance / abnormal strength

· High body temperature

· Removal of clothing

· Profuse sweating or hot skin

· Behavioural confusion / coherence

· Bizarre behaviour





		

HEMS/BASICS Doctors:



ONLY AT THE REQUEST OF PARAMEDICS / TECHNICIANS – ACCESSED VIA Clinical Hub



Where immediate management of RED FLAG conditions necessitates the intervention or skills of a Doctor or where without medical oversight the journey would involve too much risk, either to the patient, the paramedics or the police officers.



This should include situations where rapid sedation is considered necessary, in accordance with NICE GUIDELINES 2005.



		

Conveyance to the nearest ED:



Should NOT be undertaken in a police vehicle UNDER ANY CIRCUMSTANCES where a RED FLAG trigger is involved.



This includes remaining in ED until the person is medically fit for discharge to PoS, to Police Station or from s136 detention.



It is the responsibility of the Police to outline to ED the LEGAL ASPECTS of detention; it is the responsibility of the Ambulance Service to outline the MEDICAL ASPECTS. 

























Appendix 4



Regional Approved Places of Safety



The Mental Health Act 1983 allows for individuals who are mentally disordered in a public place and potentially a danger to themselves or others to be detained by police officers under section 136 of the Act  and taken to a place of safety. A place of safety is defined as ‘hospital, police station, mental nursing home or residential home or any other suitable place’.



It has long been accepted that police custody is not a suitable place of safety. It has the effect of criminalising people who are in need of medical attention, can exacerbate their mental state, and in the most tragic cases can lead to deaths in custody.



The approved places of safety across the Trust are as follows:



Dorset:

· St Ann’s Hospital Poole 

· Dorset Police custody suites in Bournemouth & Weymouth (only to be used in exceptional circumstances when detainee is intoxicated or violent) 



Avon and Somerset:

· Mason Ward, Southmead Hospital, Bristol

· Rowan Ward, Summerlands Hospital, Yeovil

· Rydon Ward, Taunton

· Patchway police Centre

· Keynsham Police Centre

· Bridgwater police Centre

· Yeovil Police Station



Wiltshire & Swindon:

· Green Lane Hospital in Devizes

· Fountain Way Hospital in Salisbury

· Sandalwood Court Hospital in Swindon



If the above are unable/unwilling to accept a patient due to the behaviour of the patient e.g. violent, threatening violence or too intoxicated then police custody will be used.  This also applies if all the suites are full or out of action. 



At present, Fountain Way is the only hospital able to accept 16 & 17 yr olds and this is only for Wiltshire residents not Swindon.  Under 16s (Wilts & Swindon) or under 18s in Swindon still go to custody although progress is being made and it is hoped that this will be rectified by September.



Devon and Cornwall:

· Cedars for Exeter

· Glenborne for Plymouth

· Longreach for Camborne

· Haytor for Torbay

· David Barlow unit at Barnstaple (attached to the hospitals main Mental Health units)



Gloucester:

· The Maxwell Suite, Wotton Lawn Hospital, Gloucester. This is a purpose built two bed facility exclusively for the assessment of persons detained under S136 MHA

· Force Custody Suite, Waterwells, Gloucester

























































































Appendix 5



Conveyance from Public Place



































Appendix 6



Conveyance from Private Address
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Targeted Resilience Funding – Improving Crisis Care and Early Intervention in Psychosis

		Bath and North East Somerset CGG in partnership with AWP

		SCHEME 3: Early Intervention (and links to avoiding crisis)



		

		FINANCE REQUESTED: 70K



		Description of Scheme - Improves fidelity to early intervention model and addresses secondary sector usage by supporting a more community engaged, multi professional approach to early intervention in psychosis building links into the substance misuse, developmental disorder, CAMHS and children’s services and involving co facilitation with Bath College, other higher education providers and police (novel psychoactive substances).



		The Issue - data



		· Emergency admissions for self harm per 100,000 population B&NES is significantly higher than the national average using 2012-13 data.



In comparison to other similar CCGs using 2011-1/12 data: 

· Mental Health - Emergency hospital admissions for self harm per 100,000 2011/12 (Directly standardised) we ranked 10th out of 11.

Despite a forecasted overall decrease in emergency admissions for self harm on last year (532 2014/15), forecast out-turn for this year would be approximately 384 (Female) / 184 (Male). This would equate to a fairly consistent yearly increase since 2009/10.

		· In 2009/10 the overall rate of alcohol attributable hospital admissions for Bath & North East Somerset was 1,386 per 100,000 population

There is clear evidence of a rising trend of admissions over the last 10 years (average 12% rise annually). 

· Hospital admissions for unintentional and deliberate injuries 0-24years  we are above England average

The number of admissions of this type have increased year-on-year for the past 5 years. Approximately 100% increase in the number of admissions related to ICD-10 chapters T36-T65, which covers poisoning and toxic effects of substances including narcotics.



		The Issue – narrative



		LOCAL GAP ANALYSIS: Early intervention: Whilst we have a larger than specified specialist mental health early intervention in psychosis team (with social workers in the team) and are above average on national benchmarking (2012-13) for access, multi-disciplinary and partnership working is underdeveloped and/or requires greater support in relation to children’s services including CAMHS, substance misuse services and services for people with developmental disorders such as autism. 

There is often a level of complexity to the presentation of people who have self harmed that is multi-factorial and includes this group of younger clients with a psychosis and we would like to support a more community engaged, multi professional approach to early intervention team to reduce variation, develop approaches critical to preventing a crisis and improve outcomes.



		STAFFING Resource



		2 x Band 5 - £70K additional to the EI team but sub-contracted out to the 3rd sector. Worker to have expertise, potentially lived experience, in dual diagnosis and transitions.



		Metrics for success



		Activity

· Devise/develop a specialist training package regarding dual diagnosis and psychosis. 

· Deliver of training package to a wide range of local providers – 3rd sector, NHS, education

· System wide increase in referrals to substance misuse service appropriate to level of individual need.



		Improved access to services

· Increased awareness of issues related to dual diagnosis/ psychosis. 

· To facilitate and develop pathways from third sector/ statutory services to relevant AWP access services

· Improved links and access to other 3rd sector and statutory providers





		Improvement in recovery outcomes 

· Increase number of contact with services related to substance misuse

· Increased confidence in local providers with providing advice and assisting with/ managing issues regarding dual diagnosis.

· Longer term reduction in the presentation of service users to A&E/ 136 suites



		Notes – links to best practice/guidance



		The IRIS 2012 Guidelines for Early Intervention in Psychosis states:

“… mental disorders are the chronic diseases of the young with 75% of cases emerging prior to age 25……early intervention requires creation of youth friendly cultures of care able to provide stage specific interventions for the range of syndromes and co-morbidities that unfold in young people. This will need to have primary care and specialist care domains which intersect closely”



Given the prevalence levels for all disorders as cited above and the local levels of self harm, alcohol use and rising numbers of young people using ketamine and novel psycho-active substances affecting using emergency services we feel this is an important area to begin to focus on.





		Timescales for implementation and review



		November/December: Recruitment

December/January: Training and Implementation

February onwards: Full implementation and review/evaluation





		Stakeholder roles



		

		Stakeholder 

		Role



		B&NES CCG

		Commission service/monitor performance and impact



		AWP

		Provide the new service in collaboration with 3rd sector partner

To cross-match data/service users form self harm register



		3rd sector provider

		Work with AWP to deliver service/evaluate impact



		Ambulance

		To work in partnership/evaluate impact on activity



		RUH

		To work in partnership with AWP to assess impact on above metrics



		Service users and carers

		Evaluate their experience of the service to inform developments

















P:\Service Improvement & Performance Team\Mental Health\CURRENT FILES\Commissioning guidance assurance etc\Operational resilience plans\Bids for MH monies\B&NES final

[bookmark: _GoBack]


image9.emf
Targeted Resilience  Funding B&NES Scheme 2.docx


Targeted Resilience Funding B&NES Scheme 2.docx






Targeted Resilience Funding – Improving Crisis Care and Early Intervention in Psychosis

		Bath and North East Somerset CGG in partnership with AWP

		SCHEME 2: Personality Disorder community support



		

		FINANCE REQUESTED: 80K



		Description of Scheme - Establish a professionally (specialist) supervised support service for people with borderline personality disorders in line with best practice guidelines in order to better equip people to deal with difficult emotions and reduce levels of self harm. Introduction of STEPPS (Systems training for emotional predictability and problem solving) model of care for prevention and early intervention for people with personality difficulties and emotional intensity. 



		The Issue - data



		· Emergency admissions for self harm per 100,000 population B&NES is significantly higher than the national average using 2012-13 data.



In comparison to other similar CCGs using 2011-1/12 data: 

· Mental Health - Emergency hospital admissions for self harm per 100,000 2011/12 (Directly standardised) we ranked 10th out of 11.

Despite a forecasted overall decrease in emergency admissions for self harm on last year (532 2014/15), forecast out-turn for this year would be approximately 384 (Female) / 184 (Male). This would equate to a fairly consistent yearly increase since 2009/10.

		· In 2009/10 the overall rate of alcohol attributable hospital admissions for Bath & North East Somerset was 1,386 per 100,000 population

There is clear evidence of a rising trend of admissions over the last 10 years (average 12% rise annually). 

· Hospital admissions for unintentional and deliberate injuries 0-24years  we are above England average

The number of admissions of this type have increased year-on-year for the past 5 years. Approximately 100% increase in the number of admissions related to ICD-10 chapters T36-T65, which covers poisoning and toxic effects of substances including narcotics.



		The Issue – narrative



		LOCAL GAP ANALYSIS: There is often a level of complexity to the presentation of people who have self harmed that is multi-factorial and includes clients with a range of co-morbid and complex presentations including borderline personality disorder with substance misuse, eating disorders, anxiety and social isolation. We would like to support a more community engaged, multi professional approach to prevent attendance and admission to hospital (in this case the general hospital) and support increased resilience in the community. 

Whilst we work hard to limit long admissions to specialist mental health facilities as it is contra to NICE guidelines the effect of this is that many primary care, community and general health and social care organisations  and staff are implicated in the care and support of this client group. There is a gap in the education and support for these organisations.



		STAFFING Resource



		One band 6 wte, one band 5 wte + educational materials (licences).



		Metrics for success



		Activity

· Reduction in specialist MH admissions and LOS

· Reduction in acute mental health overspill 

· Reduction in attendance for self harm at RUH



		Improved access to services

· Increased provision of support in Primary Care via STEPPS.

· Increased awareness of issues related to personality disorder in organisations – KUF

· Increased liaison with CAMHS and children’s services for young people in transition





		Improvement in recovery outcomes 

· Increased liaison with CAMHS and children’s services for young people therefore earlier intervention.

· Increased awareness of other support the community for service users

· Increased confidence in staff across organisations in supporting people with personality disorder



		Notes – links to best practice/guidance



		Many people attending ED having self harmed have a personality disorder. If on average an ED attendance costs £111.00 and 1000 attendances are for self-harm, interventions to reduce attendance by 20% would result in a cost saving of £22000. 

If on average an emergency ambulance costs £263.00 per journey interventions to reduce the need for emergency services by 2 journeys per month would result in a cost saving of £6312.00 per year.

People with PD are more likely to be admitted to an acute psychiatric unit more frequently and for shorter periods.  If a ward receives a minimum of one patient per month staying for an average of 10 days at a cost per bed day of £268.00, the potential cost per year is £32160.00.  With appropriate intervention evidence indicates a possible reduction of bed days between 30 – 56% (Leeds Managed Clinical Network & Sambrook et al, 2007).  Using a conservative estimate of 30% will result in a cost saving of £9648.00.

STEPPS model from NICE guidelines

PREVENTION: – CAMHS, schools, colleges, youth clubs – education - STEPPS

EARLY INTERVENTION: – STEPPS for mild to moderate symptoms

PEOPLE WITH VERY SEVERE / COMPLEX NEEDS (SEVERE RISK):

MODERATE TO SEVERE & COMPLEX PROBLEMS:

Care Coordination, CPA, DBT, MBT

HELP TO MANAGE PERVASIVE, RISKY & DISRUPTIVE FEELINGS:

KUF AWARENESS TRAINING FOR

 MULTI-PROVIDERS

REFLECTIVE PRACTICE GROUPS





		Timescales for implementation and review



		November/December: Recruitment

December/January: Training and Implementation

February onwards: Full implementation and review/evaluation



		Stakeholder roles



				Stakeholder 

		Role



		B&NES CCG

		Commission service/monitor performance and impact



		AWP

		Provide the new service 



		Outside agencies .e.g. police , RUH, GPs

		Evaluate impact of training and service.



		Service users and carers

		Evaluate their experience of the service to inform developments
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Targeted Resilience Funding – Improving Crisis Care and Early Intervention in Psychosis

		Bath and North East Somerset CGG in partnership with AWP

		SCHEME 1: Street Triage



		

		FINANCE REQUESTED: OPTION 1: 298K; OPTION 2: 168K



		Description of Scheme - Pilot a variation on the Street Triage model on an out of hour’s basis that has a dual diagnosis rather than just a mental health focus. We would learn from innovations in Devon (for fidelity) and link with the ambulance service pilot of MH professional embedded in their call centre support (operational resilience).

In line with Crisis Concordat: this pilot will focus on a dedicated mental health nurse with substance misuse expertise giving OOH advice and support to the police, the B&NES street homeless project (run by Julian House) and the Primary Care Urgent Care Centre (based at RUH) in order to more quickly assess clients, develop solutions, signpost and link to other services as well as train and advise on interventions and strategies to prevent admission and place of safety suite assessment for people who could be treated earlier and more effectively. It is anticipated that this role would work closely with the psychiatric liaison.



		The Issue - data



		In relation to the s136 Place of safety suite:

[image: ]     [image: ]     [image: ]

     Average 9 admissions/mth           Most are admitted OOH (left)              Delays relate to intoxication/EDT

[image: ]The most frequent outcome is that the client is discharged with no follow up because they do not have a mental health problem and/or are not deemed to be at risk





		The Issue – narrative



		LOCAL GAP ANALYSIS: 4hr wait targets in A&E often breach out-of-hours due to the demand outstripping capacity to assess people’s mental health especially OOH. This is replicated in the numbers attending the S136 place of safety suite with hard to assess mental health and/or intoxication leading to pressure on police, street based support services, ambulance crews and the S136 suite. The 136 suite is a shared facility with 4 other CCGs and is based in a hospital outside of B&NES. We would like to assess what the level of demand is for a “wet” facility in order to ascertain how we might respond – this service model will help with this assessment.

Level of variation from the relevant evidence-based model

Liaison and crisis – there is a lack of out of hours MH or substance misuse liaison into areas other than existing hospital based or secondary mental health identified clients as well as pressurised OOH cover from the intensive team in the RUH. 



		STAFFING Resource



		Option 1  1x band 6 nurse am/pm/night 7 days/week (see costs page 1)

Option 2  1x band 6 nurse pm/night 7 days/week (see costs page 1)



		Metrics for success



		Activity

· Reduced referral to S136 suite

· Reduced S136 assessments taking place in custody suites

· Reduced attendance times for ambulance and police  services for service users with mental health problems

· Reduced delays in A&E for assessments

		Improved access to services

· Only people with mental health problems are detained in 136 suite

· Increased direct access to mental health services

· Increased direct access to substance misuse services

· Improved access and timely engagement with vulnerable groups





		Improvement in recovery outcomes 

· Patient receives specialist service response at the point of presentation rather than needing further assessment (unless clinically indicated that further specialist assessment needed).

· Greater partnership will reduce multiple hand-offs and improve the patient experience.

· Holistic approach taken to needs therefore improvement in joint care planning and outcomes.





		Timescales for implementation and review



		November/December: Recruitment

December/January: Training and Implementation

February onwards: Full implementation and review/evaluation





		Stakeholder roles



				Stakeholder 

		Role



		B&NES CCG

		Commission service/monitor performance and impact



		AWP

		Provide the new service in collaboration with Julian House



		Police

		To work in partnership/evaluate impact on S136 detention activity and location



		Ambulance

		To work in partnership/evaluate impact on activity



		Julian House

		Work with AWP to deliver service/evaluate impact



		Service users and carers

		Evaluate their experience of the service to inform developments
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Targeted Resilience Funding – Improving Crisis Care and Early Intervention in Psychosis

		Bath and North East Somerset CGG in partnership with AWP

		SCHEME 4: Liaison for Older Adults



		

		FINANCE REQUESTED: 120K 



		Description of Scheme - Increase the capacity of the (older adult) care home and hospital liaison teams (community and acute hospitals) in order to expand intervention, advice, support and training for teams working with people with a (secondary) diagnosis of dementia including the residential care home sector. 

Plus increasing the social care focused capacity to liaise with Sirona Care and Health RUH Discharge team and the AWP CITT team to facilitate prompt discharge planning and discharge from the RUH including case sharing.



		The Issue - data



		Relative to 10 similar CCGs indicators B&NES performs more poorly on:

· Total bed‐days in hospital per population for patients >74 years with a secondary diagnosis of dementia (Ranked number 5)

· Rate of admissions to hospital for patients >74 years with a secondary diagnosis of dementia (Ranked number 6)

This is accompanied with delays occurring in the RUH for admissions of people with co-morbid dementia needing residential/nursing care. 

All of the above contribute to the escalation status of the urgent care system often being at red.

There is also an associated effect on AWP’s DTOC rate. See the table below for B&NES, Swindon and Wiltshire.

[image: ]

All B&NES DTOCS in AWP NHS beds are for older adults - currently running at 9%. Whilst this is mostly in relation to finding nursing home placement as the demand increases it also relates to residential home placements. Whilst the local authority funded placements have not significantly increased on previous years the overall demand across the whole population is increasing and the profile of the clients is changing to one of greater complexity.

		Year

		Residential

		Nursing

		

		

		



		End 10/11

		56

		93

		

		

		



		End 11/12

		48

		115

		

		

		



		End 12/13

		48

		98

		

		

		



		End 13/14

		46

		101

		

		

		



		To date 14/15

		53

		117

		

		

		









		The Issue – narrative



		LOCAL GAP ANALYSIS: There is a gap in capacity and capability in terms of the community response and support for older people with mental health (dementia) and other co-morbid conditions to prevent reaching or in crisis leading to admission.

This is clearly an issue of parity of esteem and requires specialist intervention to improve the skills and confidence in the general health and social care sector in terms of managing the care of co-morbid clients. 

There is a lack of confidence in managing the long term care of co-morbid clients in the care home sector.





		STAFFING Resource



		1xBand 6 RMN and 1x Band 6 RGN – FT in Care Home and Community Hospital Liaison team to support community assessment and training

1x Band 6 social worker  in RUH Older Adult hospital liaison team with focus on co-morbid clients with Sirona.



		Metrics for success



		Activity

· Increased care homes and general staff  trained and supported

· Increased clients assessed  

· Reduced numbers of admissions in crisis

· Reduced delays in discharge thereby freeing up available capacity.

		Improved access to services

· Increased parity of esteem

· Improved access to specialist mental health services

· Improved access to mental health training and information for all sectors of staff

· Increased ability to manage co-morbidities. 



		Improvement in recovery outcomes 

· Parity of esteem for people with physical and mental health problems

· More people treated by services with which they are familiar

· Reduced admission to hospitals





		Notes – links to best practice/guidance



		The LSE/RAID evidence on the positive impact of liaison services for over 65 year olds is clear and widely supported . The analysis showed improved patient experience alongside a benefit:cost ratio of 4:1. 90% of the 4:1 benefit:cost ratio was associated with activity in over 65 year olds.

NHS England guidance puts hospital liaison as an investment priority for the NHS. 



		Timescales for implementation and review



		November/December: Recruitment

December/January: Training and Implementation

February onwards: Full implementation and review/evaluation





		Stakeholder roles



				Stakeholder 

		Role



		B&NES CCG

		Commission service/monitor performance and impact



		AWP

		Implement additional service



		Sirona

		To work in partnership/evaluate impact of training and hospital liaison



		RUH

		To work in partnership/evaluate impact



		Service users and carers

		Evaluate their experience of the service to inform developments
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