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THE MENTAL HEALTH ACT SECTION 140
Guidance for admissions in cases of ‘special urgency’
This agreement is between the following agencies:
· Nottinghamshire County Council
· Nottingham City Council
· Nottingham and Nottinghamshire Clinical Commissioning Group (CCG)
· Bassetlaw Clinical Commissioning Group (CCG)
· Nottinghamshire Healthcare NHS Foundation Trust
· Nottinghamshire Police
Background:
CCGs and local authorities are responsible for commissioning mental health services to meet the needs of their areas. Under s140 of the Mental Health Act 1983, CCGs have a duty to notify Local Social Services Authorities (LSSAs) in their areas of arrangements which are in force for the reception of patients in cases of special urgency or the provision of appropriate accommodation or facilities specifically designed for patients under the age of 18. 
This guidance has been produced to inform local staff and organisations of: 
· The specific hospital beds that the Clinical Commissioning Groups have identified to receive people who have been detained to hospital under the MHA 1983 and whose case is one of ‘special urgency’; 
· The definition of ‘special urgency’; 
· The procedure that AMHPs should follow if they feel they are dealing with a case which is of ‘special urgency’;
· The arrangements for ‘special urgency’ outside of working hours; 
· The procedure that Nottinghamshire Healthcare NHS Foundation Trust will apply where it is notified that a bed is required in cases of ‘special urgency’.
Who needs to be aware of and comply with the guidance? 
· Local Authority staff undertaking the role of an AMHP; 
· NHS Trust staff with responsibility for bed management, sourcing beds and those trained to accept applications for admission under the Mental Health Act;
· CCGs covering the Nottingham and Nottinghamshire area;
· Health and social care commissioners. NHS England;
· Nottinghamshire Police;
· Emergency duty teams;
· Emergency departments of all Nottinghamshire Acute NHS Trusts (Nottingham University Hospitals, Sherwood Forest Hospitals, Doncaster and Bassetlaw  Hospitals);
· Crisis and home treatment staff;
· East Midlands Ambulance Service.
When does this guidance apply?
This guidance will only apply where:
· an AMHP has been requested to undertake an MHA assessment;
· A s12 doctor believes that a person has a mental disorder and the AMHP has decided that admission to hospital for assessment or treatment is appropriate;
· the AMHP believes that an admission of ‘special urgency’ applies;
· there are no immediately available beds at the time the MHA assessment is requested or completed.
Where can a person be admitted to in ‘special urgency’? 
CCGs are required to provide a list of hospitals and their specialisms to local authorities which will help inform AMHPs as to where these hospitals are. 
The following hospitals are places where people can be admitted in cases of ‘special urgency’:

· Nottinghamshire Healthcare NHS Trust
(the Trust will be flexible about meeting the demand)

For Children and Young People (under 18)
Access to CYP Mental Health bed provision is via specialised commissioning. The escalation process can be found below 



For people within the criminal justice system 
Secure bed provision is managed at a regional level (East Midlands) with IMPACT as a provider collaborative providing the secure hospitals pathway. The process for assessment and the standard operating procedure is attached outlining access to the secure pathways 




Definition of Special urgency
The term ‘special urgency’ is a situation where a mentally disordered person is so acutely unwell that failure to urgently admit the person to hospital under the MHA or an excessive wait for a bed could cause significant harm, trauma, health issues or potential death of the patient, those assessing the patient or other members of the public.
Children and Young People (under 18 years of age) are always assumed to be in 'special urgency' regardless of the situation.
Action for the AMHP
The AMHP will determine that the criteria for special urgency is met. They may also involve other professionals in determining whether to classify the case as special urgency. This may include involvement from the medics involved in the person’s care, police or ambulance staff in attendance and crisis/home treatment team.
The County AMHP can consult their AMHP Lead, (or nominated deputy), the City AMHP can consult with their senior AMHP on duty, where they believe that the definition of ‘special urgency’ set out above may apply to an assessment they are involved in but it is the AMHP’s decision.

Once the AMHP has made the decision that the definition of ‘special urgency’ is met, the AMHP must inform the duty Bed Manager at Nottinghamshire Healthcare NHS Foundation Trust as soon as possible.
The Bed Manager will prioritise an agreed bed search for ‘special urgency’ cases and these cases will be allocated the first available, appropriate bed. 

The AMHP must continue to consider risks to their own safety first and foremost. In circumstances where the AMHP believes that their presence is causing risks to escalate or is such that their own safety is compromised; the AMHP should leave and notify relevant agencies immediately i.e. Police, Senior Manager (Local Authority) etc.

If there is immediate risk to life and limb of any individual, the AMHP must call 999 and request police/ambulance attendance as appropriate.

The AMHP must notify the Bed Manager if, following assessment, the ‘special urgency’ case has been assessed as not requiring a bed (Section 140 bed or any other bed); in order that the Bed Manager can cease searches for a bed.

Where it is agreed by the Bed Manager that admission under the ‘Special Urgency’ arrangements is required, the AMHP may make an application for detention to the identified hospital once they are informed a bed is available, or will become available, in a short period of time. The local interpretation of “short period of time” is two hours.  This will enable the AMHP to carry out their duties in respect of conveyance.

In the event that the AMHP is satisfied that the Mental Health Act assessment is complete, but a bed has not been identified, and it is not expected to become available within two hours, the AMHP will be unable to make an application for detention. The bed manager will escalate to the Senior Manager on-call for Nottinghamshire Healthcare NHS Foundation Trust and the in the senior manager in the relevant Local Authority. At this point, responsibility for the citizen is with health and not the AMHP. The Mental Health Code of Practice 14.86 “AMHPs should be supported by their local authority in these circumstances and should not be expected by commissioners and providers to address the delay themselves. In the meantime, commissioners should, in partnership with providers, ensure that alternative arrangements to meet the person’s needs pending the availability of a bed are accessible” e.g. Crisis Houses and Crisis Resolution and Home Treatment Teams.
Should a patient leave the premises during assessment, the AMHP may, if deemed appropriate, contact the Police and inform them, along with detail of any risks. The Police may then consider whether the use of section 136 is appropriate. If an application has been made to detain the person before they leave the premises; they are ‘liable to detention’ and the application gives authority to take them to the hospital named on the application. The AMHP should inform police of their powers to detain and transport the patient to the hospital under section 138 (Retaking of patients escaping from Custody). 
Action for the Trust 
Where the Bed Manager receives a request from an AMHP that meets the ‘special urgency’ criteria, the case will be escalated as the priority for the next available bed (in Trust or out of area).

The Bed Manager must remain in contact with the AHMP and keep them informed of the attempts being made to identify a bed. 

The Bed Manager will make continued attempts to identify a bed until one is located. 
Out of Hours procedure for Nottingham and Nottinghamshire
The Bed Manager will liaise with the senior nurse on duty - which out of hours will be Bronze/Silver on call.
Escalation Process 
· The Bed Manager will escalate to the Bed Flow Manager.

· The Bed Flow Manager will escalate to their Operational Manager.

· Out of Hours, the Bed Manager will escalate to the Trust Bronze/Silver on call.

All parties will escalate within their own organisations. 
· Duty Bed Managers should contact the Service Manager, their nominated deputy or the Duty Senior Manager out of hours. 

· The AMHP should discuss the circumstances of the case with the CRHT who will liaise with respective Senior Managers in NHT to facilitate a management plan to mitigate and/or manage identified risks. 

· An update will be provided at system Opel Calls (Monday, Wednesday, Friday, Sunday/ additional calls as required), the system calls include representatives from NHSE/I. The system on call process will be used as required to update the CCG silver/gold on call on any cases of special urgency and actions being taken. If a local solution is not possible, it will be escalated to the NHSE/I regional contact (when confirmed)

Section 140 beds
If a person is taken to a specific Section 140 bed, every effort will be made to ensure that a person utilising the Section 140 bed is moved to their onward destination within 24 hours and this will be prioritised within the Daily Demand Management meetings within the Trust.
Incident reporting
The Trust will complete an IR1 if the process fails because a bed cannot be found, following local and regional action. Escalation processes as outlined above will be used to inform all parties.
The AMHP will inform their AMHP lead.
The Local Authorities will maintain a database for reporting purposes.
Review of policy
This policy will be reviewed quarterly through Multiagency meetings.
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Referrals to Adult Secure Inpatient Service: Guidance for Referrers



IMPACT is the provider collaborative for adult secure inpatient services across the East Midlands. IMPACT can offer specialist assessment and treatment for people detained under the Mental Health Act 1983. The core objective of secure care is to minimise the risk of harm posed to others and support recovery as well as rehabilitation in a safe environment. 



Referral Criteria

All referrals to IMPACT must be made in accordance with the Service Specifications for Adult Medium and Low Secure Services published by NHS England in 2018.

A referral should meet any of the following inclusion criteria:



· Presence of a mental disorder which is of a nature and/or degree warranting detention in hospital for medical treatment under the Mental Health Act.

· Patient, predominantly, presents a significant risk of harm to others and the risk requires specialist risk management procedures as well as specialist treatment interventions.

· Prisoners suitable for transfer to low secure inpatient care will generally be charged with, or have been convicted of, a specified violent or sexual offence as defined in Schedule 15 of the Criminal Justice Act 2003 or another serious offence, such as arson.

· Patients may be accepted without criminal charges pending, where there is clear evidence of a significant risk to others in the context of mental disorder. There will generally be a pattern of assaults and escalating threats.

· Potential to benefit from the treatment/assessment provided or to prevent deterioration.

· The patient is not safely managed in a non-secure environment.

· Patient may present a risk of escape.

· Patients with a mental disorder directed to conditions of low or medium security by the Ministry of Justice. 



The following exclusion criteria for referrals apply:



· Patients who present a grave and immediate risk or serious risk to the public and must be managed in high security *

· Patients who present with disturbed or challenging behaviours during episodes of mental disorder that are likely to be relatively brief. These patients are more appropriately cared for in local generic mental health provision including Psychiatric Intensive Care Units (PICU) 

· Where the predominant risk is of self-harm and there is no significant risk of harm to others. An exception to this might be for individuals serving long prison sentences for non-violent or non-sexual offences who, because of the risk of escape or as a result of direction from Ministry of Justice, cannot be transferred to a non- secure environment. 



*Any referral to high security will need to be supported by an access assessment by a medium secure service provider. 















Process of Referral 



All referrals are to be made on the IMPACT Referrals Form for Adult Secure Inpatient Services and sent to the IMPACT referral email address (england.impactreferrals@nhs.net)



Referrals should be initiated and countersigned by a Consultant Psychiatrist/Responsible Clinician. Referrals will not be accepted unless the patient has been assessed by the Referring Consultant Psychiatrist/Responsible Clinician. 

		

Documentation requested within the referral form must be provided.  



Failure to include the referral form and relevant information in the referral documentation will lead to a delay in the referral being processed.



Any referrals where further information has been requested, and not subsequently provided by the Referrer will be closed 4 weeks after the request for information. 





Our Response 



Once all the referral information has been received, the IMPACT Hub will request for an assessment to be undertaken by a provider of the appropriate level of security and relevant treatment pathway. Where possible, the provider selected will also have the capacity to admit without delay. 

Whilst on the referral form the referrer is asked to indicate the urgency of the referral, in line with the Service Specification, the level of urgency will ultimately be determined by the Assessing Provider. 

The Referrer will be informed of the timescale of the assessment process by one of the IMPACT Case Managers, once the referral has been allocated by the Provider to the clinicians who will be undertaking the referral. The Case Manager from IMPACT will ensure that their contact details are known by the Referrer, so they can receive regular progress reports. 

Timescales for responses to referrals will be monitored in line with those set within the NHSE Service Specification.    















Referral Form for Adult Secure Inpatient Services



Please return to: england.impactreferrals@nhs.net  

		Type of Referral



		Referral Type

		Access assessment        ☐              Transition to different level of security or pathway       ☐

Non-Urgent  ☐             Urgent  ☐                          



		Service Type

		Mental Illness   ☐                            Personality Disorder ☐ 



Intellectual Disability  ☐                Autistic Spectrum Condition   ☐	



Acquired Brian Injury   ☐               Specialist Deaf Service    ☐



		Level of Security 

		High Secure         ☐                           Medium Secure  ☐                              Low Secure          ☐  



Women’s Enhanced Medium Secure Service               ☐       Women’s Blended Pilot           ☐  







		Details of Patient



		Full name

		Previous surnames/aliases:



		Address:



		Date of Birth: 



		

		NHS No: 



		

		Gender:



		

		Religion: 



		

		Ethnicity: 



		Telephone No: 

		First language: 



		Does the person have any communication and or information needs? (See accessible information standard for legal requirement: https://www.england.nhs.uk/ourwork/accessibleinfo/)



		Responsible CCG: 



		Name of Care Co-ordinator: 



		Care Co-ordinator Telephone Number:    



		Responsible Local Authority: 



		Local Authority Contact Name: 



		Local Authority Contact Telephone Number:                                    Email Address: 



		GP name and address: 





		Family members (or NOK) contact details: 











		Referrer Information 



		Name:        



		Job title:  



		Service/Organisation: 



		Telephone Number:           



		Email Address:



		If different to above

Name of Consultant Psychiatrist/Responsible Clinician endorsing referral:                                           



		Signature of referrer: 



		Date of Referral: 











		Legal Status at time of Referral

		Yes

		No



		Currently detained under the Mental Health Act? (detail in section below)

		☐

		☐



		

 



		Current Criminal charges:



		Current status of any legal proceedings (including any restrictions and exclusion zones) 



		



		Statutory Agency Involvement (detail in section below)



		

 







		Patient’s
 Current Location



		Placement Name:

		



		Placement Type:

		



		Address:

		



		If in Prison, please indicate release date or next court date:

		Next Court date: 

Release Date:



		Contact person:

		



		Telephone No:

		





		Email Address: 

		







		
Reason for Referral



		NB: Please ensure within this information you indicate if the person you are referring is on any enhanced levels of observations, including long terms segregation. 

If referring from prison for a potential hospital admission for patients with a diagnosis of personality disorder, can you also provide evidence of consideration given to the use of the OPD programme and the rationale as to why this has not been taking forward. 



Detailed information regarding the referral can be completed here or a clinical referral letter can be attached with the other supporting documents that are required. 







		
Enclosed/Attached Documents  

		Provided



		1. A psychiatric report (no more than 3 months old) which details the following: family, personal, psychosexual, psychiatric, medical, substance use and forensic history.



2. Circumstances & progress of hospital admission or imprisonment, or recent community progress; management, current medication & current mental state up to the time of referral.    







3. Most recent risk assessment of your patient, relevant clinical records of current circumstances, presentation & progress if in hospital or prison (including any safeguarding concerns) To follow



4. PNC records (if available)



5. Copy of last CTR for all Intellectual Disorder and Autistic Spectrum Disorder referrals

		

☐  









☐  







☐ 





☐  



☐  





Allocation of referral for Adult Secure Inpatient Services



Please return to: england.impactreferrals@nhs.net within 7 working days  

		
Allocation of Referral (to be completed by assessing team) 



		Date Referral received:



		Date Allocated to Assessor:



		Assessment type:            Urgent  ☐                    Non-Urgent  ☐                                             



		Planned Date of Assessment:



		Actual date of assessment:



		Name of Allocated Assessor:



		Contact details for assessor: Tel No.                                                         Email Address 







		
Outcome PART A (For official use only – IMPACT hub)



		Date Referral received:



		Was all required information provided?  Yes ☐    No ☐  

Comments: 









		Name of provider allocated the referral:



		Name of unit/ ward: 



		Date allocated to provider:



		Case Manager allocated to this referral:



		Assessment type:            Urgent  ☐                    Non-Urgent  ☐                                             



		Date outcome of assessment is due:



		Outcome PART B (For official use only – IMPACT hub)



		Date outcome of assessment received:



		Outcome of the assessment:

Accepted of admission ☐     

Needs a different level of security ☐    Describe security needs:  

Not suitable for admission to secure care  ☐     



		Actions following assessment:















		Date of admission: 
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East Midlands Adult Secure Provider Collaborative

Standard Operating Procedure: 

IMPACT Single Point of Access 

Management of Referrals, Assessments and Admissions to Low and Medium Secure Adult Inpatient Services within the East Midlands																										December 2020
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1. [bookmark: _Toc11140523]Background

IMPACT is the provider collaborative for adult medium and low secure inpatient services across the East Midlands. Provider Collaboratives, or New Care Models as they were previously referred to, is an approach set out in the NHS Five Year Forward View for Mental Health in 2016. It is supported in the NHS Long Term Plan published in January 2019 which espoused a significant change in the way that some specialised mental health services are commissioned.   The change in commissioning arrangements encourages providers based in the same geographical area to come together to establish the health needs for the local population and work together to provide the care, as well as treatments required to meet those needs. The aims of provider collaboratives are, regardless of clinical specialism:

· Better quality of life and experience for patients and families. 

· More patients being effectively supported within community settings (and not readmitted inappropriately into either forensic inpatient or adult acute services) with access to educational and employment opportunities.

· Diversion of patients entering into forensic mental health services without a negative associated impact on the wider system.

· Faster admission into a secure unit if required without any unnecessary delays, through improved gatekeeping and assessment processes on a regional basis.

· Reductions in lengths of stay and delayed transfers of care.

· Moving patients through services faster and more effectively.

· Patients being repatriated from out of area placements and a reduction in the use of inappropriate out of area placements.

· Financial savings that can be reinvested into new services, including developing a robust community infrastructure with a 24/7 response that supports a likely reduction in forensic inpatient beds.

Whilst NHS England is working with provider collaboratives across a number of areas including Tier 4 Child & Adolescent Mental Health Services (CAMHs), adult eating disorder and secure care, IMPACT’s current remit is providing care and treatment for adults requiring secure care at levels of low and medium security in the East Midlands. Note that low and medium secure Deaf, Brain Injury and WEMSS are currently out of scope.

Within the East Midlands region, there are nine providers within NHS and Independent Sector provision that offer secure adult mental health care. As directed by NHS England, in order to establish a provider collaborative, there needs to be a Lead Provider within the collaborative. This role provides oversight of the Provider Collaborative in terms of the contracting functions as well as ensuring that the quality agenda is delivered. Nottinghamshire Healthcare NHS Trust has taken on the role of the Lead Provider with the support of the other eight providers in order to form a collaborative.  The IMPACT Provider Collaborative is made up of the following organisations:







		NHS Trusts	

		Independent Sector



		Derbyshire Healthcare 

		Cygnet Healthcare



		Leicestershire Partnership

		Elysium Healthcare



		Lincolnshire Partnership 

		Priory Group



		Northamptonshire Healthcare

		St Andrew’s Healthcare



		Nottinghamshire Healthcare

		







The nine providers have several adult medium and low secure services between them, within the region. In order to identify the appropriate services to carry out assessments, the nine providers have been asked to identify the level of security and treatment pathway for their units. 

		Unit

		Locality

		Level of Security

		Treatment Pathways



		Arnold Lodge

		Leicestershire

		Medium

		Male MH & PD, Female MH and WEMMS



		St Andrews

		Northamptonshire

		Medium

		Male ASD, ID & MH and Female ID, MH/PD, PD and Blended



		St Andrews

		Nottinghamshire

		Medium

		Male ID



		Wathwood*

		Nottinghamshire

		Medium

		Male MH



		Cygnet Hospital

		Nottinghamshire

		Low 

		Male PD



		Cygnet Hospital

		Derbyshire

		Low 

		Male MH and Female PD



		Francis Willis Unit

		Lincolnshire

		Low 

		Male MH



		Herschel Prins Centre

		Leicestershire

		Low 

		Male MH



		Kedleston Unit

		Derbyshire

		Low 

		Male MH



		Priory Hazelwood

		Derbyshire

		Low 

		Male ID



		Priory East Midlands

		Nottinghamshire

		Low 

		Female MH



		Priory Hospital Lincolnshire

		Lincolnshire

		Low 

		Male MH



		St Andrews 

		Northamptonshire

		Low 

		Male ASD, ID, MH and Female ID, MHMH/PD & PD



		St Andrews

		Nottinghamshire

		Low 

		Male ASD



		Elysium Healthcare

		Nottinghamshire

		Low 

		Female PD & MH



		Wheatfield Unit

		Northamptonshire

		Low 

		Male MH



		Wells Road Centre

		Nottinghamshire

		Low

		Male MH, Female MH/PD & Male ID/ASD







* Wathwood Hospital (Male MSU) is not within the collaborative footprint, however is regarded as natural clinical flow for Lincolnshire and North Derbyshire patients.



2. Rationale for Changing the Process

One of the aims of establishing a provider collaborative is to ensure “Faster admission into a secure unit if required without any unnecessary delays through improved gatekeeping and assessment processes on a regional basis.”  As part of the work that IMPACT has undertaken, several co-production events were held. During these events, the current process was reviewed and discussed. The feedback from patients, carers and professionals that attended the events was that there were often delays in the assessment and admissions process and patients frequently had to undergo multiple assessments before being admitted into a service, all of which gave rise to a poor experience for patients and carers as well as referrers.

The new Single Point of Access (SPA) was the result of further co-production work involving patients and services and came into effect in October 2019 as an NHSE/I and IMPACT Pilot. An independent evaluation of the SPA was commissioned by NHSE/I and IMPACT and undertaken by ImROC in early 2020. The evaluation findings indicated significant improvements in many of the quantitative and qualitative metrics measured and have resulted in an update to the SPA SOP in summer 2020. 

The key principle in the SPA process is that referrals are received into a central hub and clinicians work together to ensure that patient’s needs are assessed in a timely, patient centered and effective way, that patients have as few assessments as possible and that decisions about admission and care pathways are more co-ordinated, timely and effective. 

For example, prior to the Provider Collaborative being established, only clinicians working within NHS hospitals had been able to undertake access assessments.  However, as part of the SPA clinicians from relevant services within all the nine providers, (i.e. including those within the independent sector), will be able to carry out access assessments. This allows more timely assessments and admissions for those coming into secure services and means that patients will have one approved assessment which will be recognised and accepted by all the services working within IMPACT. 

The detailed SPA goals are set out overleaf. 

[image: ]

In order to demonstrate robust governance in its role as Lead Provider and avoid conflicts of interest with its provision arm, Nottinghamshire Healthcare has delegated some of its responsibilities to a new Collaborative Support Hub (IMPACT). Essentially this equates to day to day management and monitoring of the Provider Collaborative. The purpose of the hub will be to undertake much of the work previously done by NHSE/I East Midlands Region Specialised Commissioning in terms of commissioning at an operational level and quality assuring the provision of adult secure mental health services in the region.

The Hub is accountable to the Provider Collaborative LP Lead (Nottinghamshire Healthcare NHS Foundation Trust) for effective management of the commissioning and delivery tracking process, and for the assurance of quality and mitigation of risk across the PC.

The following SOP describes the agreed IMPACT SPA process in detail and should be referred to by referrers and assessors. 



3. Referral Criteria 

All referrals to IMPACT must be made in accordance with the Service Specifications for Adult Medium and Low Secure Services published by NHS England in 2018.

A referral should meet any of the following inclusion criteria:



· Presence of a mental disorder which is of a nature and/or degree warranting detention in hospital for medical treatment under the Mental Health Act.

· Patient, predominantly, presents a significant risk of harm to others and the risk requires specialist risk management procedures as well as specialist treatment interventions.

· Prisoners suitable for transfer to low secure inpatient care will generally be charged with, or have been convicted of, a specified violent or sexual offence as defined in Schedule 15 of the Criminal Justice Act 2003 or another serious offence, such as arson.

· Patients may be accepted without criminal charges pending, where there is clear evidence of a significant risk to others in the context of mental disorder. There will generally be a pattern of assaults and escalating threats.

· Potential to benefit from the treatment/assessment provided or to prevent deterioration.

· The patient is not safely managed in a non-secure environment.

· Patient may present a risk of escape.

· Patients with a mental disorder directed to conditions of low or medium security by the Ministry of Justice. 



The following exclusion criteria for referrals apply:



· Patients who present a grave and immediate risk or serious risk to the public and must be managed in high security *

· Patients who present with disturbed or challenging behaviours during episodes of mental disorder that are likely to be relatively brief. These patients are more appropriately cared for in local generic mental health provision including Psychiatric Intensive Care Units (PICU) 

· Where the predominant risk is of self-harm and there is no significant risk of harm to others. An exception to this might be for individuals serving long prison sentences for non-violent or non-sexual offences who, because of the risk of escape or as a result of direction from Ministry of Justice, cannot be transferred to a non- secure environment. 



 *Any referrals to high security will need to be supported by an access assessment by a medium secure service provider. 



IMPACT recognises that provider organisations work closely with a number of stakeholders and local healthcare trusts to support other clinicians and professionals with specialist expertise. There may be times when services that are part of the Provider Collaborative, are approached directly for support and advice. This arrangement is managed locally and does not form part of the IMPACT referral process. This must not affect provider capacity to undertake contracted IMPACT activity.









4. Referral Process 



[bookmark: _Hlk45632797]All referrals are to be made on the IMPACT Referral Form for Adult Secure Inpatient Services and sent to the IMPACT referral email address: england.impactreferrals@nhs.net. Referral emails should all be sent securely and in line with GDPR (General Data Protection Regulations) guidelines. Please see Appendix C for a copy of the referral form.         



Referrals should be initiated and countersigned by a Consultant Psychiatrist/Responsible Clinician. Referrals will not be accepted unless the patient has been assessed by the referring Consultant Psychiatrist/Responsible Clinician. 

		

Documentation requested within the referral form must be provided.  Failure to include the referral form and relevant referral documentation will lead to a delay in the referral being processed. Any referrals where further information has been requested and not subsequently provided by the Referrer will be closed four weeks after the request for further information. 



Information must be provided in the referral form regarding the patient and/ their carer’s views about the referral, their preferences and relevant history such as previous placements, to allow decisions to more person centred. When a patient is not informed, a valid rationale must be documented on the referral form.





5. Response from the IMPACT Hub



Once all the referral information has been received, the IMPACT Hub will request for an assessment to be undertaken by a provider of the appropriate level of security and relevant treatment pathway. Wherever possible, the provider selected will also have the capacity to admit without delay. This is established via reference to a weekly Situation Report (Appendix F). In order to identify the most appropriate provider, a set of Principles for Consideration of Patient Placement has been developed. Please see Appendix D.

The referrer is asked to indicate the urgency of the referral on the referral form. In line with the NHSE/I Service Specification, the level of urgency will ultimately be determined by the approved assessor/s but informed by liaison with the referrer.  

The Referrer will be informed of the timescale of the assessment process by one of the IMPACT Case Managers once the referral has been allocated by the provider to the clinicians who will be undertaking the referral. The Case Manager from IMPACT will ensure that their contact details are known by the Referrer. Regular feedback will be provided to referrers about the progression of referrals within the SAP process e.g. acknowledgement that referral has been received, feedback about which unit will be assessing the referral and when, feedback about the decision made following referral etc. 

A clear point of contact will also be identified for assessor and referrer, so that necessary liaison can take place throughout the process.



6. Timescales for Assessment and Reporting

[bookmark: _Hlk47096962]The timescales for the assessments will be in one of two categories, Urgent and Non-Urgent. The NHSE/I National Service Specification for Adult Low and Medium Secure Care does not define the specific criteria for clinical urgency as this is ultimately a clinical judgement. The following examples discussed and agreed within IMPACT provide some guidance, however this is not intended to be an exhaustive list and referrers are encouraged to discuss urgent referrals with case managers. Clinical scenarios involving threat to life, such as not eating and drinking; urgent need for treatment and imminent significant risk of serious harm to others and to self may be regarded as urgent.  

In line with the national service specification, it is for the approved assessor to confirm level of clinical urgency based on their clinical judgement, but ensuring they take account of the information provided by the referrer. The charts below indicate the timescales the Assessors are expected to work to. 

[image: ]

Once the outcome of the assessment is known, the Mental Health Case Manager will work with the identified provider to establish a date for admission to the service. 



[bookmark: _Hlk44679275]Timescales for responses to referrals will be in line with those set within the NHS England Service Specification as follows. Note that these timescales take account of systemic issues such as gaining access to prisons:

Urgent assessments

· A response regarding the appropriateness of the referral will be provided within a maximum of 24 hours of receipt of the referral or sooner if nature of the referral dictates this. 

· Where a referral is deemed to be urgent an assessment will take place within a maximum of 2 days or less of receipt of the referral. 

· The outcome of the assessment will be communicated to the referrer within 24 hrs of the assessment.

· An initial brief report containing a concise summary of initial findings will be made available within 24 hrs of the assessment.

· The final written report will be shared within 5 days of the assessment taking place.

Non-Urgent Assessments:

· These timescales are dictated on the basis that all information has been sent by the referrer to IMPACT i.e. the receipt of the referral form and all necessary information actives the following timeline. There is a field in the referral form to record sources of delay.

· A written response regarding appropriateness of referral will be provided within a maximum of 7 days of receipt of the referral or sooner if nature of the referral dictates.

· The assessment will take place within a maximum of 21 days.

· The final written report will be shared with the referrer within 7 days of the assessment.

NOTE: it is vital that assessors enter relevant dates into the referral form, including the planned assessment date.



7. Admissions of Restricted Patients from community settings



Some guidance relating to the admission process around recall of restricted patients from the community has been developed within IMPACT in collaboration with the Mental Health Case Manager Section at the Ministry of Justice (MoJ). The guidance is clearly linked to the Mental Health Act Code of Practice. It also incorporates the changes that have been made nationally by the MoJ in recognising the need for patients to be place in the least restrictive environment. Please see Appendix E.



8. Referrals from custodial settings

Up to date transfer & remission guidance should also be referred to in relation to the referral and assessment of individuals who are currently in a custodial setting.

In the case of referrals of sentenced prisoners with a primary diagnosis of personality disorder or where personality disorder is the main treatment need, a conversation must have taken place by the relevant Prison Mental Health Team with the OPD co-commissioner that has concluded a prison OPD service would not be appropriate and that the OPD co-commissioner is in agreement that secure hospital admission should be considered.

[bookmark: _Hlk45612963]In line with the NHS England Service Specification and in terms of addressing potential conflict of interest, a medico-legal report prepared for court is not an approved access assessment but could, as with other available information, form a useful part of the referral information considered in carrying out the access assessment. Where the author of a report feels a referral for secure care is warranted then this should be conveyed to the relevant Prison Mental Health Team. It is for the team within the prison to consider this and then make a referral to IMPACT, should they be in agreement. It is considered good clinical practice for the author of the medico-legal report to share the report with the Prison Mental Health Team if possible, recognising that permission will need to be sought from the commissioner/s of the report. 

A Prison Mental Health Team psychiatric assessment report is not an approved assessment but will form a very useful part of the referral information provided along with the referral form.

Referrals may be made for inmates who are coming close to the end of their sentence provided that they meet the criteria for referral to adult secure care.

In circumstances when consideration is given to PICU admission for prisoners who meet the criteria for PICU admission, but do not meet the risk criteria for adult secure admission, it is advisable for referrers to consult the MoJ and engage in discussion with both IMPACT and Adult Mental Health Services from the prisoner’s home area.

9. Referrals for transition within secure care

All referrals for transitions within secure care, including from high secure care must follow the referral process outlined above. Regional management and oversight of transitions aligns with IMPACT values and clinical model goals. Further information about the qualitative aspects of this is contained within the IMPACT Transitions SOP. 

10. The Assessment Process and Report

Each provider will have identified clinicians within their organisations who will lead on the assessment process. The assessment team should comprise of the lead assessor and other relevant members of the multi-disciplinary team, in order for a full assessment to be undertaken. For all referrals where detention under the Mental Health Act applies, one of the assessing team will be a Consultant Psychiatrist who is Section 12 approved. Provider lists of their nominated approved assessors provided to the IMPACT Hub should be updated whenever there are staff changes. The IMPACT Hub will also ask providers to review and update their approved assessors on a 6 monthly basis. 

Where there is a significant lack of clarity from the referral information as to the likely appropriate level of security then staff members from both medium and low secure services will be asked to undertake the assessment together. This may involve professionals from different units or organisations collaborating to undertake an assessment. 

Although the SPA process identifies the most suitable service to undertake the assessment based on what is known at the time about the patient’s needs and preferences at the time, the approved assessment has a broader purpose than assessment for a specific unit, as outlined below. Therefore, if the assessor’s service/ unit cannot meet the patient’s needs e.g. security level, the assessment should indicate what the best type of service would be to meet the patient’s needs. Contact should be made by the assessing team with the IMPACT Hub, who will identify a suitable service. The newly identified service will review the assessment documentation and liaise with the lead assessor to agree an admission process, adhering to the principle of avoiding duplicate assessments.

For patients being referred with a diagnosis of Learning Disability or an Autistic Spectrum Condition, the assessment will be undertaken by a representative from the local area team, who is part of the Regional LD& ASD Network, as well as a clinician from an inpatient setting. 

All assessments that take place must include (but are not limited to) within the report, sections on the following indicators and criteria which are outlined within the NHS England service specification:

I. How clinically urgent is the admission

Nature and degree of mental disorder/ mental impairment

II. Is there a need for admission to secure inpatient services

III. Level of security the patient requires

Level of risk to others

Level of care and supervision required

Need for input from specialist services or staff

IV. What are the patient’s initial assessment/treatment needs

Proposed treatment plan

Need for offence/risk behaviour related therapy

Level of engagement with current treatment/care plan and proposed treatment plan

Level of engagement in current structures and meaningful activities.

Level of misuse of drugs or alcohol. 



A random sample of reports will be audited for quality assurance purposes.

If admission to the assessing clinical team service is recommended, in addition to the provision of a report, it is the expectation that the assessing clinical team can meet the care and treatment needs of the patient being assessed, hence a proposed treatment plan must be included within the report. 



11. Monitoring of the Referral and Admission Process



The IMPACT Hub, including the Mental Health / LDA Case Managers will oversee and monitor the Referral and Admissions Process. The Hub will maintain a monitoring dashboard to ensure that the clinical assessments are of good quality and reports are delivered within nationally agreed timescales. 



The IMPACT Hub, including Mental Health / LDA Case Managers will also receive a weekly report from providers within IMPACT in which they will indicate their services’ up –to-date capacity to carry out assessments and admit patients. Please see Appendix F for a copy of the Weekly Situation Report. 



Where there is a lack of immediate bed availability, the patient may be placed on a waiting list with the Provider. The progress to admission will be monitored by the Mental Health / LDA Case Managers in conjunction with the Provider. This liaison may be by email, telephone or by attending the Providers’ regular bed management meetings.  





12. Dispute Resolution

On the rare occasions that the referring clinical team is not in agreement with the outcome and recommendations made by the assessing team, the following steps should be taken:

· The Assessing Team must instigate a clinician to clinician discussion regarding any difference of opinion.

· If the respective clinicians are unable to agree an outcome, the referral, clinical information and recommendations made by the Assessing Team are reviewed by the Mental Health Case Manager and if necessary, the Clinical Lead, to establish the reasons for the dispute and support a resolution. 

· The Mental Health Case Manager should attend any professionals’ meetings to assist with the decision-making process with a view to resolving the dispute. 

· Where a resolution of the dispute is still not achieved then the case will be taken to the IMPACT Clinical Oversight Panel.



IMPACT Clinical Oversight Panel 



In the unlikely instance that the dispute resolution process fails to resolve a difference of opinion in relation to assessment or admission, an arbitration process must commence within five working days. The case is referred to the IMPACT Clinical Lead who will convene an appropriate panel in accordance with the IMPACT Clinical Oversight Panel Terms of Reference (Appendix G). The panel comprises of senior clinical staff from each of the nine providers.



The Panel will review all the relevant documentation available and hear directly from both clinicians about the issues that are unresolved. 



[bookmark: _Hlk47098237]If necessary, the Panel can instruct a Consultant Forensic Psychiatrist, unconnected to the referrer or assessing service. The Independent Consultant Forensic Psychiatrist must review all relevant clinical information, including the assessment report and form a view on the suitability of the recommendations. This view and subsequent recommendations must be shared with the IMPACT Clinical Oversight Panel. In providing advice, the independent Consultant must clearly state the rationale for their decision. The outcome of the Panel arbitration process is final. However, a provider organization, as opposed to an individual clinician, can appeal to the IMPACT Provider Working Group. Grounds for appeal are limited to deviations in process by the Panel e.g. failure to follow the SOP or failure to take note of material presented. 



If the final recommendation is for the patient to be admitted to medium or low secure services, the Panel will direct the service to admit the patient, giving due consideration to additional support or bespoke packages of care that maybe required to enable the admission. 



The expectation is that, with the support of the IMPACT Hub, every possible measure will be taken to facilitate agreement regarding assessments and admissions and that convening the Panel will be a rare last resort.



13. Improving patient and carer experience



Recent co-production work with patients and carers has resulted in the following guidance for ensuring the best possible patient experience of referral, assessment and admission:



Before the assessment:



· Referrers should inform patients about the referral and ask for their views about where they would like to be placed.

· When a patient is not informed about a referral, the valid rationale must be documented on the referral form.

· Patients should be provided with information about the assessment beforehand - inform patients about the time and date of their assessment; who will be undertaking the assessment and where they are coming from.

· A case manager should be allocated as soon as the referral is received.



During the assessment:



· [bookmark: _Hlk45626112]It is important for assessors to be aware that the approved assessment has a broader purpose than assessment for a specific unit, as outlined above. Therefore, the assessment should focus primarily on the patient’s needs, rather than simply suitability for a particular unit. Assessors should work with the patient referred as much as clinically appropriate, to identify the best possible placement for them. Enabling patient involvement in the assessment of needs and preferences is the gold standard wherever possible, whilst recognising resource constraints.  Assessors should aim to be open, as far as clinically appropriate, about any known or anticipated constraints.

· Offer the patient supportive, patient-centred explanations during the assessment.

· Given the values of IMPACT and the principles of consideration guiding decision making in the SPA, assessment includes gaining an understanding of what treatments and facilities the patient referred would like to have access to, where they would like to be located and any particular priorities they have.

· Provide the patient with information about how decisions are made during the assessment.

· Provide the patient with clear choices where possible and be open about where there is a choice and where there is not/ i.e. elements of the assessment and placement process that are/ are not negotiable.

· If possible, provide the patient with information about the prospective placement, either during the assessment or afterwards.

· Where appropriate provide contact details of someone at the prospective placement so that the patient can ask questions.

· Involve family/ carers in the assessment where possible.



After the assessment

· where practicable admitting service calls the patient directly to let them know whether they’ve been accepted or not and lets the patient know more about the service, as well as answering any questions they have.

· where practicable and clinically appropriate, preparing the patient and their family/ carer for new placement decision made (e.g. meeting member(s) of new team, visiting unit, leaving written information about prospective placement).

· as far as possible keeping patient updated about what is happening and when.





[bookmark: _Hlk45556266]14. Referring East Midlands Patients Out of Area



Although it is a core principle within IMPACT that patients will be placed as close to home as possible, it is acknowledged that from time to time, referral to out of area low or medium secure services may be necessary e.g. when there is urgent need, but no local capacity available or when the patient requires a care package that cannot be provided within the region.

If an out of area placement is suggested as a result of a clinical disagreement about the patient’s needs and placement within the region, if this is not resolved by informal means within 10 working days of when it was first raised, a Clinical Oversight Panel (COP) should be convened. Should the COP recommend out of area placement, the process below (from step 5 onwards).

An IMPACT approved assessment is required in order to initiate an out of area (OOA) referral. The case management team will ensure that such assessments are allocated to assessing services equitably and in keeping with the principle that the most clinically suitable service should undertake the assessment.

[bookmark: _Hlk45627690]NOTE: although Wathwood Hospital (Male MSU) is not within the IMPACT collaborative footprint, it is regarded as natural clinical flow for Lincolnshire and North Derbyshire patients.  Therefore, Male MSU patients from these areas may be referred to Wathwood Hospital, without reference to the OOA process.  Should there be no male MSU capacity within IMPACT, male patients requiring MSU care from other parts of the collaborative footprint may also be referred to Wathwood Hospital. Named Wathwood Hospital clinicians are therefore included on the approved assessors list for this purpose, but do not undertake approved assessments for admission to other IMPACT units.

In all other circumstances, the OOA process must be undertaken in accordance with the following steps:

1. Referral received into IMPACT Hub

2. Case manager team establishes that there is no local capacity within the relevant service line or that no IMPACT clinical provision exists that would meet the patient’s needs.

3. Referral is allocated to approved assessors from the appropriate service line on an equitable basis. 

4. Access assessment is carried out and report furnished within standard timescales.

5. Case management team make Clinical Director aware and identify suitable out of area clinical provision to meet the patient’s needs.

6. Case manager completes F2 form including clinical rationale for OOA placement.

7. Form F2 signed off by Programme Director 

8. Case manager approaches PC lead in host PC/ NHSE/I regional Hub

9. If host regional hub/ PC agree, case manager sends referral information and completed assessment.

10. If admission to host service is agreed, this proceeds according to host processes.

11. Named case manager remains responsible throughout admission for clinically informed case by case process of follow-up and consideration of repatriation to the East Midlands.





[bookmark: _Hlk45556324][bookmark: _Hlk45553940]15. Referrals to IMPACT/ NHSE/I East Midlands regional hub commissioned services from other areas or provider collaboratives



It is acknowledged that there may be a demand for services provided by IMPACT providers (IMPACT commissioned beds) from other areas or provider collaboratives, either as a result of natural clinical flow, limited local capacity or because of the specialist nature of provision within the East Midlands. In principle such referrals can only be considered if there are no East Midlands patients who require the service (i.e. have been referred, awaiting assessment or accepted and awaiting admission) at the time the referral is received.  



From time to time an urgent need from outside the area for a block/commissioned bed may arise, in which case national guidance will also be followed.



In all circumstances the following IMPACT process will be followed: 



1. Referring PC/ regional Hub approaches IMPACT Senior Case Manager.

2. Senior Case manager establishes whether there is capacity for the referral to be considered.

3. Access assessment must have been carried out by the originating area with recommendation for OOA/ service and rationale for same.

4. The IMPACT Collaborative Support Hub -Out of Area Access form (appendix D) is completed by referring region and logged by senior case manager.  

5. Relevant information logged in accordance with IMPACT Financial flows SOP and relevant NHSE/I SOP

6. Assessment and referral information is passed to the appropriate provider unit for action i.e. assessment and admission as appropriate.

7. Should the patient be admitted to a unit within the IMPACT footprint, clinical and governance oversight sits with the IMPACT case management team, who will make the home team aware of any issues that arise.

8. The expectation is that the home area case management team remains actively engaged in care pathway management and consideration of repatriation to home area as soon as clinically appropriate and liaises regularly with the IMPACT case manager.
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Appendix A 
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Appendix B 

Referrals to Adult Secure Inpatient Service: Guidance for Referrers



IMPACT is the provider collaborative for adult secure inpatient services across the East Midlands. IMPACT can offer specialist assessment and treatment for people detained under the Mental Health Act 1983. The core objective of secure care is to minimise the risk of harm posed to others and support recovery as well as rehabilitation in a safe environment. 



Referral Criteria

All referrals to IMPACT must be made in accordance with the Service Specifications for Adult Medium and Low Secure Services published by NHS England in 2018.

A referral should meet any of the following inclusion criteria:



· Presence of a mental disorder which is of a nature and/or degree warranting detention in hospital for medical treatment under the Mental Health Act.

· Patient, predominantly, presents a significant risk of harm to others and the risk requires specialist risk management procedures as well as specialist treatment interventions.

· Prisoners suitable for transfer to low secure inpatient care will generally be charged with, or have been convicted of, a specified violent or sexual offence as defined in Schedule 15 of the Criminal Justice Act 2003 or another serious offence, such as arson.

· Patients may be accepted without criminal charges pending, where there is clear evidence of a significant risk to others in the context of mental disorder. There will generally be a pattern of assaults and escalating threats.

· Potential to benefit from the treatment/assessment provided or to prevent deterioration.

· The patient is not safely managed in a non-secure environment.

· Patient may present a risk of escape.

· Patients with a mental disorder directed to conditions of low or medium security by the Ministry of Justice. 



The following exclusion criteria for referrals apply:



· Patients who present a grave and immediate risk or serious risk to the public and must be managed in high security *

· Patients who present with disturbed or challenging behaviours during episodes of mental disorder that are likely to be relatively brief. These patients are more appropriately cared for in local generic mental health provision including Psychiatric Intensive Care Units (PICU) 

· Where the predominant risk is of self-harm and there is no significant risk of harm to others. An exception to this might be for individuals serving long prison sentences for non-violent or non-sexual offences who, because of the risk of escape or as a result of direction from Ministry of Justice, cannot be transferred to a non- secure environment. 



*Any referral to high security will need to be supported by an access assessment by a medium secure service provider. 

















Process of Referral 



All referrals for East Midlands patients are to be made on the IMPACT Referrals Form for Adult Secure Inpatient Services and sent to the IMPACT referral email address (england.impactreferrals@nhs.net)



Referrals should be initiated and countersigned by a Consultant Psychiatrist/Responsible Clinician. Referrals will not be accepted unless the patient has been assessed by the Referring Consultant Psychiatrist/Responsible Clinician. 

		

Documentation requested within the referral form must be provided.  



Failure to include the referral form and relevant information in the referral documentation will lead to a delay in the referral being processed.



Any referrals where further information has been requested, and not subsequently provided by the Referrer will be closed 4 weeks after the request for information. 





Our Response 



Once all the referral information has been received, the IMPACT Hub will request for an assessment to be undertaken by a provider of the appropriate level of security and relevant treatment pathway. Where possible, the provider selected will also have the capacity to admit without delay. 

Whilst on the referral form the referrer is asked to indicate the urgency of the referral, in line with the Service Specification.  Please note the level of urgency will ultimately be determined by the Assessing Provider. 

The Referrer will be informed of the timescale of the assessment process by one of the IMPACT Case Managers, once the referral has been allocated by the Provider to the clinicians who will be undertaking the referral. The Case Manager from IMPACT will ensure that their contact details are known by the Referrer, so they can receive regular progress reports. 

Timescales for responses to referrals will be monitored in line with those set within the NHSE/I Service Specification.    
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Appendix C



Referral Form for Adult Secure Inpatient Services

Please return to: england.impactreferrals@nhs.net  

		Type of Referral



		Referral Type

		Access assessment        ☐              Transition to different level of security or pathway       ☐

Recall (s41) ☐  





Non-Urgent  ☐             Urgent  ☐       





If deemed urgent, please state rationale:

                   



		Service Type



Primary 

		Mental Illness   ☐                            



Personality Disorder ☐ Where a prison PD referral is made please provide evidence of OPD pathway consideration/exclusion. 



Intellectual Disability  ☐    Supporting evidence required includes CTR, WAIS          



Autistic Spectrum Condition   ☐  Supporting evidence required include CTR, DISCO, ADOS          



Acquired Brian Injury   ☐               Specialist Deaf Service    ☐



		Level of Security 

		High Secure         ☐                           Medium Secure  ☐                              Low Secure          ☐  



Women’s Enhanced Medium Secure Service               ☐       Women’s Blended Pilot           ☐  







		Details of Patient



		Full name:

		Previous surnames/aliases:



		Last Known Home Address (inc if NFA):







		Date of Birth:



		

		NHS No:



		

		Gender:



		

		Religion:



		

		Ethnicity:



		Telephone No:

		First language:



		Patient current location: 

		Placement Name:



		Placement Type:



		Address:



		If in Prison, please indicate release date or next court date:



		Contact person:



		Telephone No:



		Email Address: 









		Does the person have any communication and or information needs? (See accessible information standard for legal requirement: https://www.england.nhs.uk/ourwork/accessibleinfo/)



		Responsible CCG:



		Name of Community Care Co-ordinator:



		Community Care Co-ordinator Telephone Number:                                                 Email Address: 



		Responsible Local Authority:



		Local Authority Contact Name:



		Local Authority Contact Telephone Number:                                        Email Address: 



		GP name and address:







		Patient aware of referral Y/N (if not explain why):





Does the Patient have any views on the referral and any pertinent information they wish to share to support with the referral:  







		Does the patient consent to information being shared with family members (e.g.:  NR or NoK) Y/N





If Yes please include contact details:







Does the patients family/carer have any specific views regarding this referral:













		Referrer Information 



		Name:                                                                                  



		Job title: 



		Service/Organisation:



		Telephone Number:                                     



		Email Address:



		If different to above

Name of Consultant Psychiatrist/Responsible Clinician endorsing referral:                                           



		Signature of referrer:



		Date of Referral:











		Legal Status at time of Referral

		Yes

		No



		Currently detained under the Mental Health Act? (detail in section below)

		☐

		☐



		





		Current Criminal charges:





		







		Current status of any legal proceedings (including any restrictions and exclusion zones) 



		





		Statutory Agency Involvement (detail in section below) 



		









		
Reason for Referral



		NB: Please ensure within this information you indicate if the person you are referring is on any enhanced levels of observations, including long terms segregation. 

If referring from prison for a potential hospital admission for patients with a diagnosis of personality disorder, can you also provide evidence of consideration given to the use of the OPD programme and the rationale as to why this has not been taking forward. 



Detailed information regarding the referral needs to be completed here.  Alternatively a recent clinical referral letter will be required and attached with the other supporting documents. 



NB:  sending clinical notes in absence of the above will not be accepted









		
Enclosed/Attached Documents  

		Provided



		1. A psychiatric report (no more than 3 months old) which details the following: family, personal, psychosexual, psychiatric, medical, substance use and forensic history.



2. Circumstances & progress of hospital admission or imprisonment, or recent community progress; management, current medication & current mental state up to the time of referral.



3. Most recent risk assessment of your patient, relevant clinical records of current circumstances, presentation & progress if in hospital or prison (including any safeguarding concerns)



4. PNC records (if available)



5. Copy of last CTR for all Intellectual Disorder and Autistic Spectrum Disorder referrals including relevant supporting documents as above (ie WAIS, ADOS, DISCO)



6. Recalls (s41).  Provide copy of MoJ correspondence 

		

☐  









☐  







☐ 





☐  



☐  



☐  







Allocation of referral for Adult Secure Inpatient Services



Please return to: england.impactreferrals@nhs.net within 7 working days  

		
Allocation of Referral (to be completed by assessing team) 



		Date Referral received:



		Date Allocated to Assessor:



		Assessment type:            Urgent  ☐                    Non-Urgent  ☐                                             



		Planned Date of Assessment:



		Actual date of assessment:



		Name of Allocated Assessor:



		Contact details for assessor: Tel No.                                                         Email Address 



		If delays in allocating for assessment, please outline reasons below:







		
Outcome PART A (For official use only – IMPACT hub)



		Date Referral received:



		Was all required information provided?  Yes ☐    No ☐  

Comments: 





		Name of provider allocated the referral:



		Name of unit/ ward: 



		Date allocated to provider:



		Principles for consideration and reason for provider referral:

Patient/carer choice ☐  

Level of security required ☐  

Home area locality ☐  

Unit resources ☐  

Treatment pathway/treatment availability ☐  

Special considerations (exclusion zone/victim issues) ☐  





		Case Manager allocated to this referral:



		Assessment type:            Urgent  ☐                    Non-Urgent  ☐                                             



		Date outcome of assessment is due:



		Outcome PART B (For official use only – IMPACT hub)



		Date outcome of assessment received:



		Outcome of the assessment:

Accepted of admission ☐     

Needs a different level of security ☐    Describe security needs:  

Not suitable for admission to secure care  ☐     



		Actions following assessment:















		Date of admission: 
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[bookmark: _Hlk58581687]IMPACT Collaborative Support Hub -Out of Area Access form

		1

		Patient’s initials

		



		2

		Date of Birth

		



		3

		Service required 

		



		4

		Patient’s originating CCG area and region

		



		5

		Has Mental Health Senior Case Manger been informed, as per case manager SOP?

Who was informed & date of this

		



		6

		Overview of case;

Please attach the original referral and any supporting documentation

		



		7

		Referral source:

i.e. prison, community, etc

		



		8

		Details other providers closer to home that have been considered/approached

		



		9

		Reason bed is not available in-home area



		



		10

		Summary of impact of delay

		



		11

		Is additional staffing required / EPC to meet needs? If yes please specify 

		



		12

		If the request is for an LDA bed is the above plan consistent with the CTR? If no, please provide rationale

		



		13

		What is the agreed repatriation plan and timescales

		



		14

		Name, role and contact details of referrer

		



		15

		Date of submission

		



		16

		Outcome:

To be completed by Provider Collaborative

		

















Signed:

Date:

Agreed:

Declined:












Appendix E 

Principles of Consideration for Patient Placements within IMPACT 



IMPACT is the provider collaborative for adult secure inpatient services across the East Midlands. IMPACT can offer specialist assessment and treatment for patients detained under the Mental Health Act 1983 (as amended in 2007). The core objective is to minimise the risk of harm posed to others, support recovery and rehabilitation in a safe environment. 



Each individual referral is reviewed based on all the information provided and in line with the principles outlined below. These principles are taken into consideration when directing initial referrals to appropriate services.  They are reviewed when patients move between levels of security or changes are made to the individual’s treatment pathway.












Appendix F



Procedure for Admission of Conditionally Discharged Restricted Patients



The Mental Health Act Code of Practice, section 22.81-22.84, sets out the guidance that services within IMPACT should follow when the need arises to recall a restricted patient that is currently within a community placement back into an inpatient setting.  The points outlined below have been taken from the MHA Code of Practice and also include comments from the Mental Health Caseworker Section at the Ministry of Justice. 



22.81	After being granted a conditional discharge by either the Secretary of State for Justice or the First Tier Tribunal (Mental Health), the Secretary of State may recall a patient under Section 42 (3) if something has happened since the conditional discharge of sufficient significance to justify doing so.



22.82 A patient will be recalled where it is necessary to protect the public from the actual or potential risk posed by that patient and that the risk is linked to the patient’s mental disorder.  It is not possible to specify all the circumstances when recall may be appropriate and public safety will always be the most important factor. The Mental Health Caseworker Section, (MHCS), at the Ministry Of Justice(MOJ), will sometimes agree to an informal (or 'voluntary') admission into hospital or an enhanced set of care arrangements in the community.



   Key points include:

· The decision on whether to recall will largely depend on the degree of danger posed by the patient, the gravity of the potential or actual risk and how imminent the risk is.

· Recall does not necessarily require any evidence of deterioration in the patient’s mental state, but evidence is required that ‘a change’ has occurred since the discharge decision.  This is so that the Secretary of State for Justice can be satisfied that recall is a proportionate and lawful action.  Other than in an emergency, medical evidence will be required that the patient is currently mentally disordered.

· Recall will not be used to deal with anti-social or offending behaviour that is unconnected with the patient’s mental disorder.

· Recall decisions always give precedence to public safety considerations.  This may mean that the Secretary of Stage for Justice will decide to recall on public safety grounds even if the supervisors (see paragraphs 22.79-22.80) are of the view that recall would be counter-therapeutic for the patient.

· Recall will be considered to protect others from harm because of a combination of the patient’s mental disorder and behaviour, including potential behaviour where there is evidence that indicates the imminent likelihood of risk behaviours.

· In an emergency the Secretary of State for Justice may recall for assessment in the absence of fresh evidence as regards mental disorder.

· The support for recall from the patient’s social supervisor is important but not determinative and the Secretary of State for Justice can, satisfied that recall is necessary, make the decision to recall in the absence of any recommendations.

· Where however, recall is recommended by at least one supervisor then the expectation is that the patient should be recalled unless there are compelling reasons not to recall

· Admission under sections 2 or 3 - if a restricted patient requires compulsory detention in hospital under the Act then recall will almost invariably be appropriate.  The only circumstances where recall may not be indicated would be where discharge was imminent (within days rather than weeks), or where the admission is solely due to self-harm or suicide and the admission is likely to last less than a month.



The MHCS within the MOJ has said that this last element of the act has changed slightly and now more often than not, they would not automatically recall if the patient was detained under section 2, but would monitor progress and expect to be updated by the hospital or community RC when discharge was due. However, they sate that they would nearly always recall on section 3 as this is direct evidence that the patient needs to be detained for treatment. There would need to be very strong and compelling reasons why the MoJ would not recall as the risks would be perceived as high.

22.83 Should recall be indicated, the clinical team should initially discuss their concerns with MHCS and identify a suitable bed at an appropriate security level for the patient to be admitted to.  Once the arrangements are confirmed, MHCS will issue a warrant, which is the legal document setting out the authority for detention and giving the reason for this action being taken and will also identify the name of the hospital the patient will be transferred to. 

The Secretary of State for Justice can direct a hospital to take a patient if necessary. This is a seldom used power and MHCS would discuss options with the Responsible Clinician first but they can, and do, occasionally compel hospitals to take a patient.

22.84 The social supervisor requesting the recall will be advised by MHCS that the patient should be briefly informed of the secretary of state for justice’s reasons for the recall at the time the recall is effected unless the patient is violent.  The Secretary of State for Justice then expects full reasons to be communicated to the patient within 72 hours of the re-admission. A guidance note setting out the information to be given to the patient is now automatically included with each warrant. If the patient is too unwell to understand why they are being recalled, this can wait until they are more settled in hospital.

In the case of patients who present with disturbed or challenging behaviours during episodes of mental disorder that are likely to be relatively brief, these patients are more appropriately cared for in local generic mental health provision including adult Psychiatric Intensive Care Units (PICU) 

Restricted Patient Requires Admission to Hospital



Detention under Section 2

Admission under section 3 or recall under section 37/41

Informal Admission





Acute Ward

Acute Unit or PICU

Locked Ward, PICU, Low or Medium Secure Unit









In cases of recall of restricted patients, clinicians must follow the SOP for referral into adult medium or low secure care via the IMPACT Hub. Clinicians are advised to approach the Hub at the earliest opportunity when recall is being considered. Under no circumstances should secure beds be used as a crisis contingency for patients who do not meet the criteria for admission to secure services. 
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Appendix H





IMPACT CLINICAL OVERSIGHT PANEL

Terms of Reference





1. Purpose and Context



IMPACT is the East Midlands Provider Collaborative (PC) for Adult Secure Care, including low and medium secure services for individuals with a diagnosis of Learning Disability and Autistic Spectrum Disorder. The PC is currently in shadow form on a ‘fast track’ to assume responsibility for commissioning and delivering services in the East Midlands region from April 2020, subject to an NHSE/I approvals process.



The Clinical Oversight Panel (COP) forms part of the IMPACT clinical model and governance structure for Adult Secure Care. It is a process whereby the PC will make clinical decisions under certain circumstances that are contentious or meet a threshold of risk (clinical, operational or financial) and require a formal decision making framework.



The COP does not replace existing NHSE/I dispute resolution processes.





2. Accountability and Reporting Arrangements



The COP is accountable to the Provider Collaborative Working Group and ultimately the Provider Collaborative Board.

Relevant activity data relating to the COP will be reported into the monthly Clinical Reference Group, Provider Collaborative Working Group and Provider Collaborative Board.





3. Remit



Matters that may be referred to the COP include, but are not limited to the following:



Unresolvable disagreement regarding assessment outcome or clinical placement

On the rare occasions that the Referring Clinical Team is not in agreement with the outcome and recommendations made by the Assessing Team, the following steps should be taken:

· The Assessing Team must instigate a clinician to clinician discussion regarding any difference of opinion.

· If the respective clinicians are unable to agree an outcome, the referral, clinical information and recommendations made by the Assessing Team are reviewed by the Mental Health Case Manager to establish the reasons for the dispute.

· The Mental Health Case Manager should attend any professionals’ meetings to assist with the decision-making process with a view to resolving the dispute.

· Where a resolution of the dispute is still not achieved then the case will be taken to the IMPACT Clinical Oversight Panel.



Unresolvable disagreement regarding Enhanced Package of Care / Special Package of Care

There may be occasions where a funded additional package of care (over and above the usual placement cost) is proposed in order to meet complex needs or manage complex risks. Ordinarily the nature of such packages will be discussed and agreed between the Mental Health Case Manager, Assessing Team and IMPACT Clinical Lead. On the rare occasions where agreement cannot be achieved and admission facilitated, the COP can be convened in order to consider all alternatives for meeting the patient’s needs within the region and reach a final decision.



Decision regarding Out of Area placement

Similarly, there may be occasions where the Assessing Team, Mental Health Case Manager and IMPACT Clinical Lead conclude that no suitable service is available for the patient within region. However, on rare occasions where agreement cannot be achieved, the COP can be convened in order to consider all alternatives for meeting the patient’s needs within the region and reach a final decision about whether Out of Area placement is justified.



Unresolvable disagreement regarding transitions between low and medium adult secure services within region.

Once all other avenues for achieving a clinical consensus have been exhausted, the COP may be convened in order to reach a final decision about transition between adult secure services within the remit of IMPACT.



Other

It is acknowledged that there may be other clinical scenarios that arise rarely and that the COP may be convened to consider and reach a decision upon. The suitability of such requests will be at the discretion of the IMPACT clinical lead and judged upon whether all other avenues for resolution have been exhausted.



4. Membership



The COP will comprise of the IMPACT Clinical Lead, IMPACT Senior Case Manager and include one clinician of sufficient seniority from 5 of the 9 IMPACT providers in order to be quorate. The attendance of one operational representative from each of the nine providers is desirable. Clinical attendees will be expected to have consulted with senior operational colleagues within their organisations in advance of the meeting so as to ensure that operational matters are taken into account in the decision making process.



5. Chair and Deputy



The COP will be Chaired by the IMPACT Clinical Lead. A Deputy Chair will be elected by members of the COP at it’s first meeting.



6. Meeting arrangements



The COP will be convened on an ad hoc basis as and when matters requiring formal decision making arise. 5 working day’s notice will be given to attendees and relevant papers circulated 3 days in advance.



7. Guiding Principles and Meeting process



Meetings of the COP may take place in any suitable venue within the region. Teleconferencing facilities will always be made available. The meeting papers will comprise of all reports relating to the case as well as a joint statement prepared by disagreeing parties outlining their areas of disagreement.



In addition the COP may hear oral accounts from any of the disagreeing parties. The COP will be an inquisitorial forum. Members of the COP may question parties providing oral accounts, however there will be no cross examination. The IMPACT Values and Principles will guide appropriate behaviour.



The purpose of the COP is to hear and consider all the relevant information, reach a consensus decision and provide recommendations for the resolution of the clinical issue.



In doing so, the COP will be guided by IMPACT vision, values and operational policy as well as national good practice clinical guidance, statutory and regulatory frameworks.



In the event that the COP deems that insufficient information is available in order to fulfil it’s function, it may adjourn and ask any of the parties involved to provide further information or undertake further actions.



Similarly, should the COP deem that additional representation is required on the Panel e.g. from operational colleagues, an adjournment may be agreed and the relevant representatives invited to attend.



Adjournments should last no longer than 2 weeks. Hence the maximum timescale from escalation to the COP until a final decision being reached should be no more than 1 month.



If necessary, the COP can instruct a Consultant Forensic Psychiatrist, unconnected to the Referrer or Assessment Team. The Independent Consultant Forensic Psychiatrist must review all relevant clinical information, including the assessment report and form a view on the suitability of the recommendations. This view and subsequent recommendations must be shared with the COP. In providing advice, the Independent Consultant must clearly state the rationale for their decision.



In the event that the COP cannot reach a consensus, a decision will be reached via majority vote. Each of the provider clinical representatives in attendance as well as the IMPACT Clinical Lead and Senior Case Manager will have a vote.



It will be the task of the Chair to facilitate articulation of the question/ issue to be voted upon.



If the final recommendation is for the patient to be admitted to medium or low secure services, the Panel will direct the service to admit the person, giving due consideration to additional support or bespoke packages of care that may be required to enable the admission.



The expectation is that, with the support of the IMPACT Hub, every possible measure will be taken to facilitate agreement regarding assessments and admissions and that convening the Panel will be a rare last resort.



The decision of the COP will be communicated in writing within 3 working days. All parties involved will be expected to adhere to the decision. Non-adherence will be escalated by the Chair to the Provider Collaborative Working Group.



Grounds for appeal are limited to deviations in process by the Panel e.g. failure to follow the SOP, Terms of Reference or failure to take note of material presented. Should parties wish to appeal any issue decided by the COP, this must be done in writing to the Chair of the Provider Collaborative Working Group within 7 days by their own organisational senior management i.e. Executive Director level.



Such issues will be considered by the Provider Collaborative Working Group in accordance with it’s Terms of Reference.





8. Review of Terms of Reference



The COP Terms of Reference will be reviewed on a 12 monthly basis.











*********************************************





PATIENT 





HOME AREA LOCALITY 

This includes identfying responsible commissioner







LEVEL OF SECURITY REQUIRED 





TREATMENT PATHWAY AND THERAPIES AVALIABLE





SPECIAL CONSIDERATIONS:

 These may include issues around any offence ie location of victim or others involved and any other restrictions  ie exlusion areas that have been put in place 





UNIT RESOURCES:

These will include bed availability, current patient acuity & staffing levels , Service Quality Issues, CQC rating.





PATIENT & CARER CHOICE
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CAMHS Standard Operating Procedure for SPoR

Introduction 

The Single Point of Referral [SPoR] is an East Midlands wide service to co-ordinate referrals from across the network. The SPoR should have clear oversight of bed occupancy, current inpatients, those on the waiting list and where planned discharges are expected and provides weekly updates to the Clinical Activity Panel [CAP]. 

This standard operating procedure describes the agreed process for the referral, access assessment and admission to tier 4 services. 

The SOP will undergo a rigorous process of development which includes input from the; 

· The Clinical Reference Group for CAMHS East Midlands

· The East Midlands co-production group which consist of service users and their families 

· The CAMHS East Midlands Provider Collaborative.

This guidance is for community CAMHS clinicians who are involved making referrals to units within the provider collaborative and inpatient units both within and outside of the Provider Collaborative.

Purpose of the SOP

The purpose of the SOP is to provide clarity and guidance on the referral processes within the East midlands CAMHS inpatients units. This SOP will outline the SPoR systems, processes and new ways of working that will enable the CAMHS Provider Collaborative to accelerate the admissions process, improve co-ordination, enable transparency of bed and unit acuity, support effective pathway streaming, improve discharge planning and reduce length of stay. 



CAMHS provider Collaborative East Midlands

Whom is the SOP for?

This SOP is for all clinicians who wish to make a referral to the inpatient collaborative, as well as for any young person in an inpatient bed awaiting an alternative pathway. 

Flow Chart diagrams for (CAP) and Clinical Escalation Model (CEG)





Referrals

The process of referral starts with the completion of a Referral Form to Access Tier 4 (including Inpatient) CAMHS Services for Children & Young People   which is then sent to the access assessment team for the local area (See Appendix 1) and copied to the case manager (please see case manager assigned to each area in appendix) and the East Midlands Inpatient CAMHS inbox eastmidlandscamhspcreferrals.nhs@nhs.net. 

· The referral form is then access assessed by the assigned inpatient team who will first establish if all the information required to make a decision is available (forms with inadequate or missing information will be returned to the referrer for completion) 

· the access assessor will determine if the referral fulfils the criteria for the type of bed being requested, if the access assessor decides a different type of bed would be more suitable they will contact the referrer to discuss the suitability of units to fulfil the needs of the young person. 

· If the referral is accepted, it is added to the single point of referral waiting list for the East Midlands, by the SPoR co Ordinator, and discussed in the Clinical Activity Panel meeting. 

· If the referral is not accepted, it will be returned to the referrer, by the access assessor detailing the rationale for the rejection of the referral. The access assessor is also responsible for keeping the SPoR co Ordinator updated.

· If an emergency bed is required and the local unit has a bed available, then this bed may be offered to the young person immediately. An emergency bed is only for children where there is severe harm or risk if they remain in their current environment.

Access assessment

Admission to an inpatient unit must only be considered as an option in the context of a pathway of care, including other intensive alternatives to admission and involving the local community teams. It is essential to avoid protracted lengths of stay and the development of dependency on inpatient treatment, or loss of contact by the young person with their family/carers and community. It is the role of Community services and the Access Assessment to explore alternatives to admission and assess the suitability of an individual for inpatient treatment. The young person’s strengths and protective factors within the family home/environment must be considered. It is important to balance the need for admission against the disruption to school attendance and the young person’s social and local environment. 

The assessment and decision to admit a young person is a 2-stage process. 

i)	The referring team should gather as much detailed information as possible about the young person, their background, family and reasons for considering a tier 4 intervention. This should be recorded on the Referral Form for Access to Tier 4 CAMHS. The clinician carrying out the assessment will be a senior member of the referring team. The quality of the referral information is crucial to ensure that young people and their families receive a timely and appropriate response from Tier 4 CAMHS services. 

ii)	The referral information in the Referral Form for Access to Tier 4 CAMHS is then reviewed by the Tier 4 assessment team. Ideally this should also include direct contact between the referring and reviewing services on the phone or face to face. Other agencies involved should also be contacted at this point if time allows. If, after discussion, it is agreed that a tier 4 intervention is appropriate, the access assessor will carry out the assessment to determine the most appropriate intervention (e.g. home treatment or inpatient admission to identified pathway). At this assessment, goals for treatment will be reviewed and agreed and plans for discharge discussed which may or may not also include timescales. The assessing tier 4 clinician should be empowered to make a decision regarding need for admission to CAMHS Inpatient Services. 

After a decision has been made about the most appropriate tier 4 intervention, the decision, including the rationale behind it and any relevant recommendations should be added to Section 17 and 18 of the referral form as a minimum and then communicated to the referrer and other key professionals immediately on the phone or electronically, and subsequently in writing (if not done immediately).



Care Education and Treatment reviews (CETR)

Where the young person has a learning disability or autism every effort must be made to hold a Care, Education and Treatment Review (CETR) before admission. In exceptional circumstances, if a CETR was not carried out prior to admission, one must be held within 5 days of admission. CETRs must be repeated every 3 months during an admission in line with the latest national guidance and policy (March 2017). 

Clinical Activity Panel (CAP) meeting purpose and process

The purpose of the Clinical Activity Panel is to decide on the priority of the referrals for admission based on, amount of time waiting and clinical need. All cases referred within the provider collaborative will be placed on a single waiting list. We will endeavour to place young people in the unit closest to their home/placement, but this may not always be possible due to clinical urgency and bed availability. The Clinical Activity panel also determines which cases are to be discussed at The Clinical Escalation group. 

The group consists of senior and case managers, senior manager or equivalent from each of the areas, data analyst, appropriate admin staff and clinical lead for provider collaborative. To be chaired by senior case manager or deputising case manager The expectation is that each attendee will know the current and upcoming bed availability as well as the clinical priority of young people waiting within their own area. The group would together agree the order of admissions/allocation of units across the provider collaborative and/or those young people who require continued referral out of area. 

Quorum and frequency

A representative from each area is required to ensure the effectiveness of the meeting alongside a minimum of 2 case managers. If there are less than 3 areas represented, the meeting will not proceed.

This meeting will be held three times weekly on Mondays, Wednesdays and Fridays. The information gathered by the CAP and the waiting list are dynamic processes and alterations are made as information flows in. It is felt the CAP meeting more than three times weekly is not required as the CAP will be aware of planned pending discharges and admissions. Any emergency admissions will be handled through the senior clinician as well as the case manager for that region.

Clinical Activity Panel Process [CAP]

The following standing agenda items will be discussed:

· Regional bed availability, closures, acuity

· National bed availability

· Regional Waiting list – prioritisation and allocation to units

· Case discussions

· Escalation to CEG

The minutes of the CAP will be distributed to the senior clinicians representing each of the Trusts who are members of the CAP. They will then disseminate within their own Trust as per their Trust procedures. The minutes will be shared with the Clinical Lead as well as the Director of Commissioning for the Provider Collaborative who will be responsible for distributing to the Provider Collaborative as required.





Management of single waiting list

The waiting list is a dynamic document and as a result, waiting times and place on the waiting list may be adjusted due to a number of factors.

The waiting list will be administered by the SPoR co Ordinator from information received into the Eastmidlandscamhspcreferrals.nhs.@nhs.net. This will then inform the case managers and senior clinicians in preparation for discussion at the CAP.  

Bed offer and acceptance 

When the Tier 4 unit offers a bed to the referred patient, a plan must be agreed with the clinical team within the Tier 4 unit and the referring clinician to admit as soon as possible and no longer than 24 hours, this can be extended in exceptional circumstances with the agreement of the unit and the CAP Chair. If the patient is not admitted within 24 hours, the offer of the bed will be reviewed and the patient may be placed on the waiting list as appropriate. 

Transport to the unit is the responsibility of the referring CAMHS team.

Inclusion and exclusion criteria for CEG

Inclusion:

· There is an up to date referral form with the access assessment completed 

· Confirmation that a CETR has been completed within previous 28 days (if relevant) or LAEP if emergency and exceptional circumstance

· Referral at the CAP for escalation to CEG 

· CEG Form completed 

Exclusion:

· Those that already have a bed assigned 

· Lack of agreement from the CAP for escalation to the CEG

· CYP whose mental health is not their primary issue 

Purpose and frequency of the Clinical Escalation Group

CEG is a solutions focused group that consists of senior members from each of the members of the Provider Collaborative, the senior case manager and will be chaired by either the Director of The Provider Collaborative or the Clinical Lead of the Provider Collaborative. 

The group will convene when required to review cases that cannot be resolved within the Clinical Activity Panel process. 

The group will be responsible for risk management and risk resolution.

This meeting will be held on an adhoc basis when required. The day-to-day activities of admissions, discharges and waiting list will be handled by the CAP. The CEG will meet when there is a feeling the risks that a patient faces are unacceptable and the CAP, despite its best effort, is unable to mitigate this risk.

Processes for appealing decisions made by Clinical Activity Panel 

The referring clinician needs to facilitate a discussion with a senior member of the Provider Collaborative [senior case manager, Clinical Lead or Director]. 

Following discussion with the clinician, the three senior members will attempt to reach a consensus. Failing this, two out of three of the senior team must be in agreement of the next steps with regards to the escalation process. A member of the senior team will provide feedback to the clinician who appealed the decision.

Process for appealing decisions and escalation decisions made by Clinical Escalation Group

If there is a disagreement about the decisions made by the CEG, a complaint may be registered with the Complaints department by contacting the NHFT Complaints Manager which is the Lead Provider for the Provider Collaborative. 

If at the end of the CEG, it is felt that no decision can be made because of the risk being too great to be managed at this level, this can be escalated to the Medical Director and Nursing Director of NHFT who may take a decision or if they feel a provider wide collaborative decision needs to be made, may call a meeting between the Medical Directors/Nursing Directors of the other Trusts from the Provider Collaborative.



Appendix 1.

		Access Assessor

		Areas Referring for access



		The Sett/The Burrows

		Northamptonshire

Natural Flows from:

Milton Keynes





		Beacon Unit

		Leicester, Leicestershire, and Rutland



		Lincolnshire

		Lincolnshire CAMHS CEHTT



		Hopewood 

		Nottinghamshire

Derbyshire



		Pegasus

		ED cases in the Provider Collaborative 



		Hercules

		PICU cases in the Provider Collaborative



		STAH 

		Low Secure/Medium Secure







Appendix 2.

Case Managers and their areas of responsibility

		

		Units/areas

		Pathway Lead



		Gillian Seed

		St Andrews Healthcare – Stowe, Seacole and Sitwell

		Secure and Children’s



		Ali Jaffray

		Notts HC – Phoenix, Hercules

Derby & Derbyshire

		PICU



		Clare Dorn

		NHFT – The Sett and The Burrows, Lincs CEHTT

		LD/A



		Katy Warren

		Notts HC – Pegasus, LPT – Langley [AED]

		CAMHS ED and AED



		Shaylea Williams

		LPT – The Beacon

		







If in any doubt of which case manager to contact/copy into communication, please cc us all in as we work in a way that any team member will cover and the allocation is subject to change. 







image1.emf

EM CAMHS Tier 4  Process Flow V3.0.xlsx




EM CAMHS Tier 4 Process Flow V3.0.xlsx

Sheet1


			East Midlands CAMHS Tier 4 SPoR Process Flow																																	Clinical Escalation Group Process Flow




















































































































Reject Referral/Return To Referrer


NO



Referral Added To SPoR Tracker Waiting List


SPoR Coordinator Monitors & Updates Waiting List Daily


Case Manager Updates


EMPC Inbox Updates


Referral Form1 Received In EMPC Inbox


Referral Access Assessed As Suitable?


Clinical Escalation Group Meet To Discuss. Escalation Agreed?


Clinical Priority Assigned 


Clinical Escalation Required?


Yes


Yes


Remain On Waiting List


NO



Patient Admitted To Inpatient Bed - SPoR tracker & NCMS Updated


Yes


NO



Treatment Commences and Discharge Planning Starts


Patient Discharged From Inpatient Bed


Bed Availability Site Informs Bed Capacity


Clinical Escalation Form Received


 Screened As Suitable For CEG Meeting?


Request Rejected


Added to Agenda For Clinical Escalation Meeting


Clinical Escalation Appropriate?


No


NO



Yes


Clinical Activity Panel Meet To Discuss Waiting List


Patient Still Requires Inpatient Bed?


Additional Care To Be Given In The Community


CETR Completed       (If Required)


Bed Offer Accepted by Patient


Yes


NO



Can Admission Be Secured Within 24 Hours?


Patient Removed From Waiting List


NO



Dispute Resolution Process To Be Followed If The Outcome Is To Be Challenged


Yes








