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SUMMARY OF POLICY

This policy outlines the roles and responsibilities of staff employed by both Solent NHS Trust and
Isle of Wight NHS Trust, Police and Secure Ambulance staff in the event that a patient goes
missing from hospital.

All patients admitted to a Solent or Isle of Wight NHS mental health inpatient bed will have a risk
assessment undertaken, which includes their risk of going missing from the unit and actions to be
taken that do not rely on a response from the police. The timing and scope of searches will be
subject to the level of risk identified for the individual patient.

This policy equally applies to patients allocated to the community teams as inpatients.

The policy describes how searching should take place, the level of documentation required, and
when the Trust’s Head of Communications must be informed. The policy also describes when it is
necessary to involve the police, namely if the patient’s assessed risks are high and immediate, and
there is threat to life; otherwise proportionate enquiries are to be made by NHS staff prior to
escalating to the police.

The policy outlines the procedures to be followed when a patient has been found outside of
hospital, and the roles of NHS staff, police and secure ambulance in the case of detained patient
and those informally admitted to the hospital.
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Missing & AWOL Patients Policy for Psychiatric Units & Community Teams

1. INTRODUCTION & PURPOSE

1.1. This policy outlines procedures and considerations, and the roles, responsibilities and
response of Solent NHS Trust and Isle of Wight NHS Trust staff and Police in the event of a
service user going missing when admitted to a psychiatric hospital or when at home in the
community.

1.2. The policy is intended to provide staff with the knowledge and understanding of safe
practice and the roles and responsibilities of each agency involved.

1.3. This policy aims to increase the knowledge base of staff responding to missing persons, by
providing clear guidance to staff regarding expected actions which will minimise such
incidents.

2. SCOPE & DEFINITIONS

2.1. This policy applies to locum, permanent, and fixed term contract employees (including
apprentices) who hold a contract of employment or engagement with the Trusts, and
secondees (including students), volunteers (including Associate Hospital Managers), bank
staff, Non-Executive Directors and those undertaking research working within the Trusts,
in line with each Trust’s Equality, Diversity and Human Rights Policy. It also applies to
external contractors, agency workers, and other workers who are assigned to the
Trusts.

2.2 This Policy only refers to missing service users — prevention, immediate actions, reporting,
“Retaking” and powers to remove the patient back to the hospital.

2.3. The response to any Absent without Leave (AWOL) or ‘missing’ incident should always be
proportionate and based on risk irrespective of the patient’s legal status under the mental
health act.

2.4, A duty of care exists to both formally detained and informal patients. Whilst the patient’s
status under the MHA will affect what legal powers can be used in their return, the
difference between the two categories of psychiatric patient should not be exaggerated
and these differences would have been one of form not substance.

2.5.  AWOL but not missing. There are some situations where a person that is an AWOL patient
for the NHS will not be considered missing by the police. For example, a patient is afforded
s17 leave but has failed to return, a telephone call confirms the patient is at their home
address or other leave location — ostensibly safe and well — then they are AWOL from the
hospital without being a missing person.

2.6. Mental Health Codes of Practice para 28.14 The Police should be asked to assist in returning
a patient only if necessary. If the patient’s location is known, the role of the police should,
wherever possible, only be to assist a suitably qualified and experienced mental health
professional in returning the patient to hospital.

2.7. AWOL. There are a number of situations where, for these purposes, a patient is to be
considered AWOL under the MHA.

a) A person who is detained as an inpatient (under Part Il of the Act) has left without
s17 leave.

b) A patient who has been quite properly allowed authorised leave under s17 MHA
and who fails to return to the location at the appointed time.
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2.8.

2.9.

3.1.

3.2

Missing & AWOL Patients Policy for Psychiatric Units & Community Teams — V3

c) A patient who has previously been in hospital but has been discharged under a
Community Treatment Order (CTO) and has been recalled from it but failed to
arrive at the hospital as directed.

d) A conditionally discharged patient who has been recalled to hospital

The Police definition of a missing person is taken from the College of Policing Missing
Approved Professional Practice and is: “Anyone whose whereabouts cannot be established
will be considered as missing until located, and their well-being or otherwise confirmed.”

All reports of missing people reported to the Police will sit within a continuum of risk from
‘no apparent risk’ though to high-risk cases that require immediate, intensive action.

a. No Apparent Risk (NAR) — Actions to locate the subject and/or gather further
information should be agreed with the informant and a latest review time set to
reassess the risk. If the potential enquiries do not require a policing power (such as
phone calls, address checks, CCTV, bus, train or taxi companies) then the emphasis
will be for the person reporting to conduct these enquiries — this will be discussed
and confirmed with the person reporting.

b. Low Risk - The risk of harm to the subject or the public is assessed as possible but
minimal. Police will carry out proportionate enquiries to ensure that the individual
has not come to harm. As above, who completes these actions will be agreed with the
informant.

c. Medium Risk - The risk of harm to the subject or the public is assessed as likely but
not serious. This category requires an active and measured response by the police
and other agencies in order to trace the missing person and support the person
reporting. Actions to trace the missing person may be conducted by either the person
reporting or the Police; this will be agreed at the first point of contact or shortly after.

d. High Risk - The risk of serious harm to the subject or the public is assessed as very
likely. This category almost always requires the immediate deployment of police
resources — action may be delayed in exceptional circumstances, such as searching
water or forested areas during hours of darkness. A member of the senior
management team) must be involved in the examination of initial lines of enquiry and
approval of appropriate staffing levels. Police officers may be diverted from other
emergency calls and potentially brought in from other areas. Consideration will be
given to deploying specialist resources such as Police Search Advisors (PolSA), dog
section and air support and volunteer agencies such as Hampshire Search and Rescue
(HANSAR) or Fire Service.

PROCESS/REQUIREMENTS

All patients should have a Care Programme Approach (CPA) or other preemptive risk
assessment in line with the relevant Trust’s Clinical Risk Assessment and Management
Policy and Procedure clearly recorded in the appropriate Trust system for recording clinical
information. This assessment should identify whether there is an active risk that the patient
will knowingly and overtly attempt to leave the clinical area or passive risk that the patient
may be confused or disorientated and may wander out of the clinical area. The risk
assessment should be updated whenever the risks change.

The level of risk assessment will clearly vary from patient to patient and from service to
service — the key is that staff will have actively considered the possibility of the patient
leaving the clinical area without the knowledge of the staff, or having failed to return from
authorised leave or are missing from their place of residence in the community, and that
there will be a plan in place should this happen that does not solely rely on a Police
response.
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3.3. Not all individuals who are open to the community teams are subject to CPA, however in
each instance the lead professional in any individual’s care will ensure that the risk
assessment is up to date and accessible.

3.4. In the event of a patient going missing or if it is unclear whether they are missing an
immediate and thorough search of the ward area and common areas in buildings should
be undertaken, where appropriate with the assistance of security staff.

3.5. The timing and scope of the searches undertaken should be appropriate to the level of risk
identified.

3.6. All rooms / locations should be searched, including areas which are locked. No presumption
should be made that locked areas are inaccessible or empty.

3.7. The person coordinating the search must maintain a written record of actions taken and
the decision-making process. This would be documented in the individuals case notes.

3.8. Known places where the patient may have gone should be explored where practicable
(inpatient only), for example local shops, train stations etc. This is not an expectation of the
community teams.

3.9. For patients who are living in residential or supported housing, the staff employed by that
organisation should follow their own policies and procedures with regards to missing
persons. The Trusts expect that organisation to report any missing persons to them, and to
confirm whether they have alerted the police/others (family, etc).

3.10. The Trusts Head of Communications Manager must be alerted where there is a significant
concern for the missing individual and communication with Police / other agencies is being
considered. The Responsible Clinician or Lead Professional however, is the individual that
is responsible for deciding whether media coverage is necessary

3.11. Where the risks are not considered to be immediate or life threatening then proportionate
enquiries are to be conducted in order to locate the person prior to reporting the person
as missing to the Police. These may include telephone enquiries with friends / relatives,
checking local shops, transport links, and their home address or addresses they are known
to go to when these are local - and document these.

3.12. It may not always be appropriate to contact friends/relatives, depending on the patient’s
consent to share. There may be occasions where the risks outweigh the patient’s prior
consent, and a decision to breach their confidentiality needs to be made. This is to be
discussed with the MDT and Team Leads, be in line with Trust policy, and the rationale to
be clearly recorded in the patient’s notes.

3.13.  Where these initial enquiries have proved negative and there is still a concern for that
person then further consideration is to be given to reporting the person as missing to the
Police and what actions the Police should take.

3.14. When reporting to the Police it is important that as much of the following information is to
hand as possible as these questions are to guide their own risk assessment and
proportionate response. This is in addition to the person’s Name, Date of Birth, and
Description etc.

1) What is the specific concern that has caused you to call the police?

2) How many times have they been missing in the past?
3) What has been done so far to trace this individual?
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4) What medication does the person need? What happens if they do not get their
medication?

5) Are they likely to come to any harm?

6) Are they likely to be the victim of a crime?

7) Are they likely to self-harm or to attempt suicide?

8) Do they pose a danger to other people?

9) s this significantly out of character (has there been a recent change in the
persons behaviour)

10) Is there any other information relevant to their absence?

3.15. The Police may find it useful to have a copy of a photograph of the patient, and can be
provided from Trust records if available, or via the patient’s family.

3.16. The Police will also require a single point of contact, this would usually be the reporting
person, but in any event, it needs to be someone who knows the patient and the
circumstance of their missing episode well. The responsibility of this single point of contact
is likely to be handed over as shifts finish and the oncoming shift commences but will always
be the nurse in charge of the shift. Dependent on the circumstances it may be necessary
for the individual that initially reported or identified that the individual was missing to make
themselves available to Police even after they have gone off duty.

3.17. Mental Health Act Code of Practice para 28.17 — Whenever the Police are asked for help in
returning a missing patient; they must be informed of the time limit for taking them into
custody (see Appendix D).

3.18. A Mutually agreed plan of Action will be agreed with Police at the first point of contact or
shortly after. These will identify actions expected of the Police, and actions expected of
staff. These actions should be realistic, proportionate and with an agreed time frame
appropriate to the level of risk.

3.19. Staff should continue to make efforts to contact the missing person by phone, address
checks or other reasonable and proportionate searches and enquiries throughout the
missing episode unless otherwise agreed with the Police.

3.20. The Police should be updated if any further information comes to light, contact is made
with the missing person, or if the missing person is found or returns. This should be done
without delay.

4. ROLES & RESPONSIBILITIES
4.1. ROLES OF TRUST STAFF

4.1.1. The Chief Executive has ultimate accountability for the strategic and operational
management of the organisation, including ensuring all policies are adhered to

4.1.2. The Operational Director for Mental Health Services has the responsibility of ensuring that
this policy is cascaded down to their Service Managers as appropriate for dissemination
and implementation within their inpatient environments

4.1.3. Operational Managers are responsible for the dissemination and implementation and
monitoring of this policy in the areas that they are accountable for.

4.1.4. Modern Matrons/Lead Nurses are accountable for ensuring that this policy is adhered to
and implemented by their staff teams. They are responsible for ensuring that staff receive
appropriate training as part of their induction, support and guidance on this policy and will
monitor for breaches and take action as appropriate to rectify this
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4.1.5. Relevant Trust staff are responsible for being aware of and following the guidance within
this policy at all times. They should also raise potential clinical problems that may arise
from this policy with their line manager to enable a review of its contents and suitability.
Line Managers and Clinical Practice Educators are also responsible for ensuring new
starters to the team and Bank and Agency staff are aware of this policy.

4.1.6. The staff member discovering that the patient is missing must consider notifying (as
appropriate), see Appendix B for checklist:
o The immediate line manager
. The Care Coordinator (if appropriate)
. The Responsible Clinician (RC, if appropriate)/Approved Clinician

. The nearest relative (para 28.20 MHA Codes of Practice)

o Any significant carers

. The Police, noting provisions within this policy

. Safeguarding Teams (both Trust and Local Authority) if a person subject to
DOLs has gone missing

. CQC (in the case of a secure patent)

° Ministry of Justice (in the case of forensic section)

. Person with parental responsibility (if under 18 years of age)

4.2. INFORMAL PATIENTS OR PATIENTS RECEIVING CARE IN THE COMMUNITY

4.2.1. If the missing person returns to the clinical area, or to their home, it is important that the
Police are informed without delay, and that the patient’s records are updated accordingly.

4.2.2. Ifaninformal patientis located by staff outside of the hospital then staff must first consider
what action is required, if any, this will almost certainly be guided by how the patient is
presenting, risk assessment and what support they may require.

4.2.3. A patient who lacks mental capacity in this matter may be returned to hospital in their best
interests, including the use of necessary and proportionate force.

4.2.4. |If the patient is unwilling to accept support or treatment but is in immediate “need of care
and control” and is not within a “house / flat / room / garden / garage / yard or associated
outbuilding” then consideration should be given to requesting Police assistance with a view
for Police to use their powers under s136 MHA.

4.2.5. |If the patient is unwilling to accept support or treatment but is within a “house / flat / room
/ garden / garage / yard or associated outbuilding” and is deemed that they require a MHA
assessment then consideration should be given to referring the patient for a MHA
assessment. (the decision to apply for a s135(1) warrant lies with the AMHP).

4.2.6. |If the patient is unwilling to accept support or treatment and; is in a “house / flat / room /
garden / garage / yard or associated outbuilding” and; the patient is actively self-harming
or threatening / attempting suicide and; the delay in obtaining a s135 warrant could result
in serious injury or death then consideration should be given to calling Ambulance without
delay. If immediate entry is required due to immediate risk, then the police should be
contacted.

4.3. PATIENTS DETAINED UNDER THE MENTAL HEALTH ACT 1983
4.3.1. For patients detained under Mental Health Act 1983; refer to Appendix D for guidance on

the Time limits for returning patients who are AWOL or who have absconded from legal
custody under the Act [sections 18 and 138
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4.3.2. If the patient is located by staff or Police somewhere where a power of entry is not
required, then the patient may be taken and returned to hospital using the powers under
s18(1) MHA — this power is available to a Police officer, an AMHP, or by any member of
staff of the hospital, or by anyone authorised in writing by the manager of the hospital
(This could include a secure ambulance service).

4.3.3. |If the patient is unwilling to return to hospital but is within a “house / flat / room / garden
/ garage / yard or associated outbuilding” an application under section 135(2) may be made
by a member of staff of the hospital, to force entry and return the patient to hospital.

4.3.4. If the patient is located somewhere where a power of entry is required such as a building
where the member of staff or Police would not have authorised access and the patient is
actively self-harming or threatening / attempting suicide, attending staff to call ambulance
and police.

4.3.5. Section 139 MHA allows the use of force when retaking a patient using Section 18 so long
as the act was not done in bad faith or without reasonable care.

4.3.6. If the patient absconded whilst detained under s136 (whether in the community, from the
ambulance or from the hospital) then s138 is the power used to retake them.

4.4. TRANSPORT

4.4.1. Patients should always be transported in the manner most likely to preserve their dignity
and privacy, consistent with managing any risk to their health and safety of both the patient
and others. Those arranging transport should always consider the Equality Act 2010, and
the Health and Safety at Work Act 1974.

4.4.2. S135 (1&2) MHA - When taking the person to a place of safety on a section 135 warrant,
the AMHP, hospital managers or the local authority (as appropriate) should ensure that an
ambulance or other transport is available to take the person to the place of safety or to the
place where they ought to be, in accordance with a locally agreed policy on the transport
of patients under the Act — Para 16.16 MH Codes of Practice.

4.4.3. S136 MHA - People taken to a health-based place of safety should be transported there by
an ambulance or other health transport arranged by the police who should, in the case of
section 136, also escort them in order to facilitate hand-over to healthcare staff. — Para
16.41 MH Codes of Practice. When secure transport is used the handover to healthcare
staff will take place on scene to the Secure Ambulance Provider in line with the local s136
Policy.

4.4.4. |If a detained patient is located out of area and is taken to a local hospital, then transfer
between hospitals should be arranged between the two hospitals involved using an
appropriate vehicle, for patients in the country of Hampshire this would usually be
facilitated by a Secure Ambulance Provider. This will never be a Police vehicle.

4.4.5. For Patients that have been re-taken under S18(1) MHA then an ambulance or secure
ambulance should be used where possible. If risks are low, the patient is located close to
the hospital, and there would be a delay in sourcing more appropriate transport, the person
re-taking may choose an alternative. It must be in the patient’s best interest not to wait.

4.4.6. In the case of people voluntarily returning to hospital, consideration should be given to
what the patients’ needs may be and is their presentation likely to change during transport.
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4.4.7. Police will not routinely transport patients back to hospital if they are attending voluntarily,
however there may be exceptions to this, for example if the Police locate the missing
person close to the hospital then it may not be in the patients best interest to wait for more
appropriate transport. This will be assessed on an individual risk basis.

5. DEBRIEF AND LEARNING FROM INCIDENTS

5.1. Following the service user/patient’s return to hospital or home a debriefing with the service
user/patient and discussion related to the service user/patient missing or not returning
from leave should take place. This meeting will assist the team to understand the service
user/patients rationale for going missing, to share information as to the whereabouts of
the service user/patient whilst absent, contact they may have had with family or friends
and may provide helpful information for any future episodes and should feed into pre-
emptive plans around the patient.

5.2. The Police may also wish to speak to the patient upon return, or as soon as practicable
after. The College of Policing refer to this as a return interview, which seeks to identify
information that may help prevent further episodes or provide valuable information should
that person go missing again.

5.3. In line with the Mental Health Codes of Practice para 28.22 and the College of Policing APP
for Missing, each missing episode will be reviewed in conjunction with the Police and
discussed with ward managers at regular police liaison meetings, these are usually
conducted monthly and seek to identify the causality of each episode and implement
organisation learning where required. In high risk cases, or where there could be serious
failings by any agency involved these may be debriefed sooner as required.

6. TRAINING

6.1. All staff are required to ensure they know the correct procedure — this will be undertaken
as part of induction and updated as appropriate through local training timetables. To be
undertaken as a minimum of annually whether or not there have been any significant
changes to policy or procedure.

7. EQUALITY IMPACT ASSESSMENT AND MENTAL CAPACITY

7.1. The Equality Impact Assessment and Mental Capacity Act Assessment identified that this
policy is unlikely to lead to discrimination against any particular group and that it takes the
situations of service users who lack capacity to make decisions into account. The Impact
Assessment can be seen in Appendix A.

8. SUCCESS CRITERIA / MONITORING EFFECTIVENESS

8.1.  The responsibility for monitoring this policy will be vested in the Head of Quality &
Professions for Mental Health Services.

8.2. The effectiveness of this policy will be reviewed by the Mental Health Act Scrutiny
Committee and will be discussed prior to the stipulated review timeframe at the Mental
Health Act Monitoring Meeting. Details of these discussions will be documented in the
minutes.

8.3. The Head of Quality & Professions for Mental Health Services will be responsible for
reviewing risk management and clinical governance issues.

8.4 The policy will be assessed by the Policy Steering Group who will review the policy and
any updates being presented to the Group to ensure that they conform to Trust
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procedures and format. This Group will determine subsequent ratifying groups that the
policy should be presented to.

9. REVIEW

9.1. This document may be reviewed at any time at the request of either staff side or
management but will automatically be reviewed 3 years from initial approval and
thereafter on a triennial basis unless organisational changes, legislation, guidance or non-
compliance prompt an earlier review.’

10. REFERENCES AND LINKS TO OTHER DOCUMENTS
10.1. Duty of Care

10.1.1. The law imposes a duty of care on practitioners, whether they are Health Care Assistants
(HCAs), Associate Practitioners (APs), students, registered nurses, doctors, or others.

10.1.2. Health care professionals have a clinical responsibility for all patients in their care. This
responsibility will never be displaced by the presence of a police officer, and cannot be
passed to the Police when reporting a missing person because a police officer is not a health
care professional (unless the circumstances in OSMAN are met (4.2.1 b)

10.2. Human Rights Act Considerations
10.2.1. Article 2 — Protection of the Right to life.

a) What this means to the NHS; Rabone & Anor v Pennine Care NHS Foundation
Trust [2012] — where the state owed a duty to take reasonable steps to protect
the person’s life because the person was under the State’s control or care and the
State knew (or ought to have known) there was a real and immediate risk to the
person’s life. This would include voluntary psychiatric patients as well as detained
patients.

b) What this means to Police; Osman v UK [1998] — The Police owe a duty of care
when someone is in Police custody, and/or the conditions set out by Osman are
met where the Police “knew or ought to have known at the time of the existence
of a real and immediate risk to the life of an identified individual or individuals
from the criminal acts of a third party and that they failed to take measures
within the scope of their powers which, judged reasonably, might have been
expected to avoid that risk.”

10.2.2. Article 8 - Right to respect a private life and family life. This gives everyone the right to
respect to a private and family life. This is especially relevant when sharing information.
Article 8 is not an absolute right — public authorities are permitted to interfere when it is
lawful and proportionate to do so.

a) What this means for the NHS; In terms of missing people the reporter will need to
balance the subjects right to privacy and the necessity of sharing the information
in conjunction with the Data Protection Act and the Common Law duty of
Confidentiality.

b) What this means to Police; this is especially relevant in missing person
investigations. When investigating the disappearance, intrusion into the life of the
missing person or his or her family will be taken into account. Such intrusion
should be proportionate. It is particularly pertinent where an individual
disappears deliberately; the right to do so will be respected, but it will be
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balanced with the rights of the family and the wider community. — National
Centre for Policing Excellence.

10.3. Right to make unwise decisions

10.3.1. Section 1(2) Mental Capacity Act — A person must be assumed to have capacity unless it is
established that he lacks capacity.
Section 1(4) Mental Capacity Act — A person is not to be treated as unable to make a
decision merely because he makes an unwise decision.

10.3.2. A lack of proportionate action in some circumstances may incur liability to those charged
with a person’s care, this could be the trust as a whole, the hospital manager, or an
individual member of staff.

10.3.3. Section 44 Mental Capacity Act makes it an offence if a person (“S1”) has the care of a
person (“P1”) who lacks capacity, or whom S1 reasonably believes to lack capacity, ill-treats
or wilfully neglects P1. Wilful neglect could be “allowing” a person to become missing when
reasonable steps could have been taken to prevent it. For wilful neglect could be true if
there was a deliberate decision not to follow someone who they believed could come to
harm if they become a missing person.

10.3.4. Section 20 Criminal Justice and Courts Act 2015 makes it an offence for an individual who
has the care of another individual by virtue of being a care worker to ill-treat or willfully
neglect that individual.

10.3.5. Section 21 Criminal Justice and Courts Act 2015 makes it an offence for a care provider; if
an individual who has the care of another individual by virtue of being part of the care
provider’s arrangements ill-treats of willfully neglects that individual or; the care provider’s
activities are managed or organized in a way which amounts to a gross breach of a duty of
care owed by the care provider to the individual who is ill-treated or willfully neglected
and; in the absence of the breach, the ill-treatment or willful neglect would not have
occurred or would be less likely to occur. This would need to be taken into consideration
when considering any ‘lone working’ directives or any directive not to follow a vulnerable
person who it was believed could come to harm if they became a missing person.

10.4. Mental Health Act 1983 (as amended by PACA 2017)

10.5. Mental Health Act Codes of Practice

10.6. Mental Capacity Act 2005

10.7. Human Rights Act 1998

10.8. Data Protection Act 2018

10.9. Criminal Justice & Courts Act 2015

10.10. College of Policing — Missing APP

10.11. Rabone & Anor v Pennine Care NHS Foundation Trust 2012
10.12. Osmanv UK 1998

10.13. Powell v UK 2000

10.14. R (on the application of Munjaz) v Mersey Care NHS Trust 2003

Solent NHS Trust

10.15. Mental Health Act Policy

10.16. Section 17 Leave Policy

10.17. Deprivation of Liberty Safeguards and Mental Capacity Act Policy
10.18. Lone Working Policy

10.19. Clinical Assessment & Management of Risk Policy & Procedure
10.20. Incident Reporting, Investigation and Learning Policy
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Isle of Wight

10.21.
10.22.
10.23.
10.24.
10.25.

11.

111

Close Supervision Policy

Mental Capacity Act Policy

Section 17 Mental Health Act Leave Policy

Supportive Observation & Engagement Policy for Mental Health Inpatients
Missing Persons Policy

GLOSSARY

AMH — Adult Mental Health

AMHP — Approved Mental Health Professional
APP — Authorised Professional Practice

AWOL - Absent Without Leave

CPA — Care Programme Approach

CTO — Community Treatment Order

CQC - Care Quality Commission

Dols — Deprivation of Liberty Safeguards (to be replaced with Liberty Protection

Safeguards)

ED — Emergency department
HCA — Health care Assistant
MCA — Mental Capacity Act
NHS — National Health Service
PACA — Policing and Crime Act
RC —responsible Clinician

S17 — Section 17 MHA 1983
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Appendix: A Equality Impact Assessment

Equality Analysis and Equality Impact Assessment

Equality Analysis is a way of considering the potential impact on different groups protected from
discrimination by the Equality Act 2010. It is a legal requirement that places a duty on public sector
organisations (The Public Sector Equality Duty) to integrate consideration of Equality, Diversity and
Inclusion into their day-to-day business. The Equality Duty has 3 aims, it requires public bodies to
have due regard to the need to:

e eliminate unlawful discrimination, harassment, victimisation and other conduct prohibited
by the Equality Act of 2010;

e advance equality of opportunity between people who share a protected characteristic and
people who do not;

o foster good relations between people who share a protected characteristic and people who
do not.

Equality Impact Assessment (EIA) is a tool for examining the main functions and policies of an
organisation to see whether they have the potential to affect people differently. Their purpose is to
identify and address existing or potential inequalities, resulting from policy and practice
development. Ideally, EIAs should cover all the strands of diversity and Inclusion. It will help us better
understand its functions and the way decisions are made by:

e considering the current situation

¢ deciding the aims and intended outcomes of a function or policy

e considering what evidence there is to support the decision and identifying any gaps
e ensuring it is an informed decision

Equality Impact Assessment (EIA)

Step 1: Scoping and Identifying the Aims

Service Line / Department Mental Health Services

Title of Change: Missing & AWOL Patients Policy for Psychiatric Units &
Community Teams

What are you completing this EIA for?
(Please select):

What are the main aims / objectives of Update current policy
the changes

Policy (If other please specify here)

Step 2: Assessing the Impact

Please use the drop-down feature to detail any positive or negative impacts of this document
/policy on patients in the drop-down box below. If there is no impact, please select "not
applicable™

Positive Negative | Not Action to address negative impact:
Impact(s) | Impact(s) | applicable | (e.g. adjustment to the policy)

S N

| Genderreassignment | | |

[Disabilty | | |

[Age |

Sexual Orientation
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I I G
maternit
[ G
partnership

Rellglon or belief

Race ____

If you answer yes to any of the following, you MUST complete the evidence column explaining what

information you have considered which has led you to reach this decision.

Assessment Questions Please document evidence / any mitigations

There were no external stakeholder consultations for
this policy. Consultations have taken place via the MHS
Clinical Governance Group and review meeting with
colleagues from Security Management, Solent/Isle of
Wight inpatient leadership teams and Mental Health
Act Leads.

Yes . . S
The appropriate action to take when a patient is absent

from the ward/usual place of residence is determined
by the needs of that individual, to show parity between
different groups and fairness to all patients. Patients
can share views on their experience and to help service
improvements in the future.

This policy makes reference to relevant legislative
Yes frameworks, such as the Mental Health Act and
Equality Act.

Step 3: Review, Risk and Action Plans
How would you rate the overall level of impact / Medium

risk to the organisation if no action taken? u O O
What action needs to be taken to reduce or
eliminate the negative impact?

Who will be responsible for monitoring and regular RRYElilaERIslelV
review of the document / policy?
Step 4: Authorisation and sign off

I am satisfied that all available evidence has been accurately assessed for any potential impact on

patients and groups with protected characteristics in the scope of this project / change / policy /
procedure / practice / activity. Mitigation, where appropriate has been identified and dealt with
accordingly.

Equality Ben Martin-Lihou Date: 20/08/2021
Assessor:
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Additional guidance

Protected characteristic \ Who to Consider

1 Disability

A person has a disability if they have a
physical or mental impairment which
has a substantial and long term effect on
that person’s ability to carry out normal
day today activities. Includes mobility,
sight, speech and language, mental
health, HIV, multiple sclerosis, cancer

Example issues to consider

Accessibility

Communication formats (visual
& auditory)

Reasonable adjustments.
Vulnerable to harassment and
hate crime.

Further guidance

Further guidance can be
sought from:

Solent Disability Resource
Group

Reassignment

characteristics that are not
stereotypically associated with ones sex
at birth” World Professional Association
Transgender Health 2011

accommodated according to
their presentation, the way they
dress, the name or pronouns
that they currently use.

2. Sex A man or woman e Caring responsibilities Further guidance can be
e Domestic Violence sought from:
e  Equal pay Solent HR Team
e Under (over) representation
3 Race Refers to an individual or group of . Communication Further guidance can be
people defined by their race, colour, and | ¢  Language sought from:
nationality (including citizenship) ethnic e  Cultural traditions BAME Resource Group
or national origins. e  Customs
e Harassment and hate crime
e  “Romany Gypsies and Irish
Travellers”, are protected from
discrimination under the ‘Race’
protected characteristic
4 Age Refers to a person belonging to a e Assumptions based on the age Further guidance can be
particular age range of ages (eg, 18-30 range sought from:
year olds) Equality Act legislation defines | o  Capabilities & experience Solent HR Team
age as 18 years and above e Access to services technology
skills/knowledge
5 Gender “The expression of gender e  Tran’s people should be Further guidance can be

sought from:
Solent LGBT+ Resource
Group

6 Sexual
Orientation

Whether a person’s attraction is
towards their own sex, the opposite sex
or both sexes.

Lifestyle

Family

Partners

Vulnerable to harassment and
hate crime

Further guidance can be
sought from:

Solent LGBT+ Resource
Group

7 Religion
and/or belief

Religion has the meaning usually given
to it but belief includes religious and
philosophical beliefs, including lack of
belief (e.g Atheism). Generally, a belief
should affect your life choices or the
way you live for it to be included in the
definition. (Excludes political beliefs)

Disrespect and lack of awareness
Religious significance
dates/events

Space for worship or reflection

Further guidance can be
sought from:

Solent Multi-Faith
Resource Group

Solent Chaplain

8 Marriage

Marriage has the same effect in relation
to same sex couples as it has in relation
to opposite sex couples under English
law.

Pensions
Childcare
Flexible working
Adoption leave

Further guidance can be
sought from:
Solent HR Team

9 Pregnancy
and
Maternity

Pregnancy is the condition of being
pregnant or expecting a baby. Maternity
refers to the period after the birth and is
linked to maternity leave in the
employment context. In non-work
context, protection against maternity
discrimination is for 26 weeks after
giving birth.

Employment rights during
pregnancy and post pregnancy
Treating a woman unfavourably
because she is breastfeeding
Childcare responsibilities
Flexibility

Further guidance can be
sought from:
Solent HR team
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Appendix: B
Name:

NHS Number:

Date of Birth:

Missing Persons Checklist

When was the individual last seen?

Where were they expected to be at the point at which they were noticed missing?

What time where they noticed to be missing?

Action

Comments

Signed

Time

Ward Searched

Hospital searched

If found here refer to appendix C for
guidance on powers to return.

Phone patients mobile:

Check with supported
accommodation
providers

Who? If found here refer to appendix C for
guidance on powers to return.

Check with family
members or friends
(provided consent has
been given or if risk
sufficient)

Who? If found here refer to appendix C for
guidance on powers to return.

Inform ward manager /
senior nurse on site:

Who?

Local area searched if
appropriate

If found here refer to appendix C for
guidance on powers to return.

Review CCTV if
necessary

Notify police

Name of person taking call + Collar number?

Incident number:

Comments on mutually agreed plan:

Record on Trust Incident
System

Incident Number:

Inform Medics: RC and
Duty doctor.

RC:

Duty Doctor:

Inform Care Coordinator
if appropriate.
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Relatives / significant
others

A&E department

Who?
Bleep holder?

Home Office
(Restricted patients)

Safeguarding concerns:

CHILD

ADULT

Individual at Local authority notified:

Details:

Others: Social services.

Housing providers:

For the purposes of ensuri

ng appropriate escalation. it will be the responsibility of the person completing this form

to check on the following also:

Out of Hours:

Check with Senior Nurse
on site that On call Duty
manager has been
notified

Senior nurse on site:

On call duty manager:

Check with Senior Nurse
on Site that the On call
duty consultant has
been notified

On call duty consultant:

Establish whether media
coverage is considered
appropriate

If so; ensure that The Trusts
Head of Communications
Manager is informed

All of the above
documented on
Electronic Patient
Record
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Appendix C: Missing & AWOL Patients Policy for Psychiatric Units & Community Teams

IS THE INDIVIDUAL DETAINED UNDER MHA (19

Consideration should be made to Time limits for returning patients who are AWOL or who have absconded from legal custody under the Act [sections 18 and 138]

(see appendix D)

IS THE INDIVIDUAL IN A PUBLIC PLACE?

The patient may be taken and returned to

hospital using the powers unders13 (1) Ifthe patientis located somewhere that
MHA— member of staff or Police would not
This poweris available to a Police officer, or have authorized access, and is refusing

by any member of staff of the hospital (This to returnthens18 (1) MHA cannot be
could include a secure ambulance service).
Therefore there would need to be a clearly
defined immediate risk to self or othersin
orderfor police to be preferred toward warrant can be applied for
staff & secure transport.

relied upon because this does not
provide a power of entry. A 5135 (2)

Consideration should be
given to requesting
Police assistance with a
view for Police to use
their powers under 5136
MHA — the patient must
however be inimmediate
need of care or control

If the patient is unwilling to accept
support or treatment but is within a
“house [ flat / room [ garden [ garage /
yard or associated outbuilding” and it is
considered that forced entry would be
required to conduct a MHA assessment
then consideration should be given to
applying for a 5135(1) warrant

If the patient is unwilling to accept support or treatment and; irrespective of their location and any delayin
obtaining a 136 or s135 warrant could result in serious injury or death then consideration should be given to calling

an Ambulance without delay.

In all circumstances; unless the risk is high & immediate, staff will need to coordinate secure transport to execute the return of a patient in conjunction with police
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Appendix: D:

Time limits for returning patients who are AWOL or who have absconded from legal
custody under the Act [sections 18 and 138]

The time limits for returning patients who go AWOL or otherwise abscond in England or Wales
are summarised below:

Where the police are asked for help in returning a patient, they must be informed of the time
limit for taking them into custody. They should also be told immediately if a patient is found or
returned.

A patient who, at the time of
absconding, was (or is treated as):

May not be returned after:

Liable to be detained on the basis of a
nurse’s record under section 5(4)

6 hours starting at the time the nurse
made the record

Liable to be detained on the basis of the
report of a doctor or an approved
clinician under 5(2)

72 hours starting at the time the doctor
or approved clinician furnished the
report, or

If the patient was first held under
section 5(4) following a record made by
a nurse, 72 hours starting at the time
the record was made

Being conveyed to hospital on the basis
of an application for admission for
assessment or treatment under section 2
or3

14 days starting with the day the
patient was last examined by a doctor
for the purposes of a medical
recommendation in support of the
application

Being conveyed to hospital on the basis
of an emergency application under
section 4

24 hours starting at the time the
patient was last examined by a doctor
for the purposes of the medical
recommendation in support of the
application

Detained on the basis of an emergency
application under section 4, where the
second medical recommendation has not
vet been received

72 hours starting at the time the
patient was admitted (or treated as
admitted) to the hospital on the basis
of the emergency application

Detained on the basis of an application
for admission for assessment under
section 2 (or under section 4, where the
second medical recommendation has
since been received)

28 days starting with the day the
patient was admitted (or treated as
admitted) on the basis of the
application
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A patient who, at the time of
absconding, was (or is treated as):

May not be returned after:

Detained on the basis of an application
for admission for treatment under section
3

Liable to be detained on the basis of an
unrestricted hospital order, hospital
direction or transfer direction under part 3

The later of:

six months starting with the day the
patient went absent, or

the date on which the authority under
which they were detained at the time
they went absent is due to expire
(ignoring any possibility of it being
renewed or replaced by a different
authority and any extension allowed
because of the patient’s absence)

A patient on a community treatment order
who had been recalled to hospital

The later of:

six months starting with the day the
patient went absent, or

the date on which the community
treatment order is due to expire
(ignoring any possibility of it being
extended or revoked and any
extension allowed because of the
patient’s absence)

Subject to a restriction order, limitation
direction or restriction direction (whether
or not conditionally discharged)

The restriction order, limitation
direction or restriction order ceases to
have effect (which may not be until
the patient dies)

Subject to guardianship on the basis of
an application for guardianship under
part 2

Subject to a guardianship order under
part3

The later of:

six months starting with the day the
patient went absent, or

the date on which the authority under
which the patient was subject to
guardianship at the time the patient
went absent is due to expire (ignoring
any possibility of it being renewed and
any extension allowed because of the
patient’s absence)

Detained in a place of safety under
section 135 or 136

The earlier of:

24 hours from the time the patient
absconded, or

the period for which the patient may be
detained, i.e. 24 hours from the start of
the patient’s detention in the place of
safety
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A patient who, at the time of
absconding, was (or is treated as):

May not be returned after:

Subject to a remand under section 35 or
36 or an interim hospital order under
section 38

No time limit is specified. The patient
may be arrested by any police officer
(or other constable), and when
arrested must be brought before the
court that made the remand or interim
hospital order as soon as practicable

Being conveyed in England or Wales en-route to
Scotland, Northern Ireland, the

Isle of Man or any of the Channel

Islands, in accordance with a transfer

warrant

The period during which the patient
could be retaken if no transfer was
being attempted. This is because,
until the transfer is complete, they
remain subject to detention or
guardianship in England

Being conveyed in England or Wales en-route from
detention in Scotland,

Northern Ireland, in accordance with a

transfer warrant (or its equivalent) or from

the Isle of Man under section 84, but yet

to arrive at the hospital to which they are

to be admitted

The end of the period during which the
patient could be retaken if they had
already been admitted to hospital in
England or Wales and had then gone
AWOL. This will vary depending on the
type of application, order(s) or
direction(s) to which they would be
treated as subject on completion of the
transfer

Being conveyed from the Isle of Man or
any of the Channel Islands, in
accordance with a transfer under section
85, but yet to arrive at the hospital to
which they are to be admitted.

The end of the period during which
they could be retaken had they
absconded while still in the Isle of
Man, or the relevant Channel Island

Retaking patients who abscond to Scotland, Northern Ireland, the Isle of Man or The Channel
Islands

A Person (other than one subject to guardianship)
who could be taken into custody in England and
Wales may be taken into custody and returned by:

In accordance with

Scotland e  AScottish constable

e A mental Health officer as
defined in the Mental Health
(care and treatment)
(Scotland) Act 2003

e A member of any hospital in
Scotland

e Anyone authorised by the
patients responsible Clinician
(or equivalent)

The Mental Health (Absconding patients from
other jurisdictions) (Scotland) regulations 2008

Northern e A constable or officer of the
Ireland Police Service of Northern
Ireland

e A Northern Ireland Approved
Social Worker

e Anyone who could do so in
England and Wales

Section 88

loM / e Anyone authorised under
Channel local legislation
Islands

The applicable legislation
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Patients who abscond overseas

The Act does not permit patients to be retaken outside of the UK, The Isle of Man or the Channel
Islands.

In certain cases, under the Extradition Act 2003 patients who are convicted offenders or accused
of a crime may be extradited back to England, if the necessary warrants have been issued
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Amendments Summary:

Amend Issued Section Subject Action Date
No
1 February 1.6 Include reference to Code of February 2016
2016 Practice (COP 2015)
2 February 1.7 Contact number update and February 2016
2016 change to guiding principles
3 February 1.8t01.13 New sections to cover Human February 2016
2016 Rights and Equality sections in
revised Code of Practice.
4 February 3.8 Removed reference to February 2016
2016 appendix
5 February 3.11 Carers and advocates sentence | February 2016
2016 added
6 February 3.14 Reference updated February 2016
2016
7 February 3.15 Added to in light of the new February 2016
2016 Code (more guidance on what
to include)
8 February 3.40 Reference update February 2016
2016
9 February 3.42 Reference to appendix February 2016
2016 removed
10 February 3.60 Reference update February 2016
2016
11 February 3.104 to Removed as there is no longer | February 2016
2016 3.107 an SLA with PHT in place
12 February 3.158 Removal of reference to a February 2016
2016 sample letter as this has been
removed from the code
13 February 3.174 Update in light of new code: February 2016
2016 inclusion of case in which
patient has no NR
14 February 3.175 Reference update February 2016
2016
15 February 3.189 Reference to BNF qualified: the | February 2016
2016 current BNF recommended in
guidance and need for RCs to
stay up to date
16 February 3.196 Removal of need for statutory | February 2016
2016 consultee to complete form in
light of changes to Code
17 February 3.215 (now Review of referral times February 2016
2016 3.217) changed to annual and not six
monthly
18 February 3.231to Removed need to report February 2016
2016 3.234 AWOL to CQCin light of new
regulations
19 February 3.238 (now Reference update February 2016
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2016 3.239)
20 February 3.240 (now Reference update February 2016
2016 3.239)
21 February 3.241to Removal of guidance in February 2016
2016 3.245 relation to s17 in light of new
case law. Inclusion of new
3.242 guidance
22 February 3.320to Removal of sections as OPMH February 2016
2016 3.231 now have the same RC for in
and outpatient.
23 February 3.417 (now Removal of reference to February 2016
2016 3.412) appendix and changed to
guidance.
24 February 3.424 to Removal of guidance and February 2016
2016 3.426 inserted referral to COP ch 13
at 3.418
25 February References Removal of reference to CQC February 2016
2016 guidance as they have
withdrawn this.
26 February Appendixes |Guidance is removed from February 2016
2016 appendixes so it can be kept
under review by the relevant
lead and issued on an on going
basis.
27 March 3.13 Guidance on referrals to IMCA’s | March 2020
2020 for detained patients.
28 March 3.42-3.43 Guidance on receipt and March 2020
2020 scrutiny of section papers.
29 March 3.210 Guidance on consent to March 2020
2020 treatment for 16/17 year olds
30 March 3.29, 3.30, Change from Rio to SystmOne. March
2020 3.119, 3.131, 2020
3.133, 3.135,
3.137
Review Log:
Version Review Date | Lead Name Ratification Process Notes
Number
4 February Richard Divisional governance groups
2016 Murphy Policy Steering Group
Assurance Committee
5 March Elliot Virtual AMH panel
2020 Wylde Policy Steering Group
Trust Management Team
meeting
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SUMMARY OF POLICY

This policy sets out how the powers and duties of the Mental Health Act will be delegated
and administered within Solent NHS Trust. This includes what safeguards will ensure that
patients are only detained and treated as the law allows.

The various sections of the policy deal with different aspects of the Act. The patient journey
below illustrates where they are relevant to the patient pathway.

The Patient’s Journey

(3M).

Patient detained from
the community or if l
on a CTO recalled

Patient admitted informally

The use of s5 powers considered if the patient needs to be detained with a
view to assessment for detention under the act. (3G). If it is a CTO patient

admittedlv informallv thev mav need recalled (3M).

\ 4 »
»

A\ 4

Patient received in the hospital and

documents scrutinised (3D). If a recalled CTO

. :

— Patient informed of their rights. This should be Part IV Treatment
If patient is 53 or s37, repeated at regular intervals. (3C). provisions apply
the RC may consider a (31)
CTO (3M). l 2
2
The RC renews the detention under s20 (3H).
A
The RC, Nearest Relative, tribunal
v or ‘Manager’s Panel discharge the v
patient. (3l).
Parts of the policy that apply throughout the period of admission
3E Transfer of patients between wards or hospitals
30 Entry and Exit from the wards and visiting of patients
3N Information shared under the Domestic Violence Crime and Disorder Act
3L Reporting instances of Absent Without Official Leave (AWOL) and Deaths of

detained patients to the CQC
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3R

3Q

3P

Overlap between the Mental Capacity Act 2005, the Deprivation of Liberty
Safeguards and the Mental Health Act 1983.

Ensuring any child is admitted and remains in age appropriate accommodation

Obtaining a warrant for a patient who has gone AWOL
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11

1.2

1.3

1.4

1.5

1.6

1.7

MENTAL HEALTH ACT POLICY

INTRODUCTION & PURPOSE

This policy is a reference document. It is not designed to be used as a step by step
guide to a detained patient’s journey. The topics in the policy were chosen as they
constitute the specific duties for which the Board for Solent NHS Trust have a duty to
delegate within the organisation. The flowchart on p6 may help staff to place the
sections of the policy into the context of the patient’s journey.

The Mental Health Act 1983 sets out the duties and powers that detaining
authorities have in regard to detained patients. In doing so it places these duties and
powers with the ‘hospital managers’. For NHS trusts this term means the
organisation itself. For Solent NHS Trust these are the ultimate responsibility of the
board. In particular, the board must ensure that patients are detained only as the
Act allows, that their treatment and care accord fully with its provisions, and that
they are fully informed of, and are supported in exercising, their statutory rights.
This policy outlines how the board delegates these and in doing so sets out Solent
NHS Trust’s scheme of delegation.

The Mental Health Act 1983 Code of Practice sets out requirements for detaining
authorities to have policies in place to cover a number of areas. This policy sets out
these requirements and meets them or states how they are met by other Solent NHS
Trust Policies.

The policy includes a delegation of a number of roles under the Mental Health Act to
employees of Solent NHS Trust. However, Solent NHS Trust’s power under s23 to
discharge patients from detention cannot be delegated to employees but only to
volunteers who are members of a committee or sub-committee of the board or who
are non-executive directors. The duties and related delegation in relation to this
power is covered in section 3l of the policy.

The effective and efficient administration of the Mental Health Act is a critical
element of the work of Solent NHS Trust. This policy has been produced to ensure
that the Act is carried out equitably and to the highest professional standards.

This Policy has been written and compiled for professionals who are involved in the
day to day procedures of the Mental Health Act 1983. It has been fully updated to
comply with the requirements of the law as amended by the MHA 2007. However, it
is not a comprehensive guide to the Mental Health Act 1983; for more information
on the Act a list of reference books follows.

The following are the guiding principles as written in the Mental Health Act 1983
Code of Practice. All professionals undertaking duties under the Act must have
regard to them and they should underpin all aspects of practice and decision making.

Least restrictive option and maximising independence

Where it is possible to treat a patient safely and lawfully without detaining them
under the Act, the patient should not be detained. Wherever possible a patient’s
independence should be encouraged and supported with a focus on promoting
recovery wherever possible.
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1.8

1.9

Empowerment and involvement

Patients should be fully involved in decisions about care, support and treatment. The
views of families, carers and others, if appropriate, should be fully considered when
taking decisions. Where decisions are taken which are contradictory to views
expressed, professionals should explain the reasons for this.

Respect and dignity
Patients, their families and carers should be treated with respect and dignity and
listened to by professionals.

Purpose and effectiveness

Decisions about care and treatment should be appropriate to the patient, with clear
therapeutic aims, promote recovery and should be performed to current national
guidelines and/or current, available best practice guidelines.

Efficiency and equity

Providers, commissioners and other relevant organisations should work together to
ensure that the quality of commissioning and provision of mental healthcare
services are of high quality and are given equal priority to physical health and social
care services. All relevant services should work together to facilitate timely, safe and
supportive discharge from detention.

Using the principles
All decisions must, of course, be lawful and informed by good professional practice.
Lawfulness necessarily includes compliance with the Human Rights Act 1998.

The principles inform decisions, they do not determine them. Although all the
principles must inform every decision made under the Act, the weight given to each
principle in reaching a particular decision will depend on the context.

That is not to say that in making a decision any of the principles should be
disregarded. It is rather that the principles as a whole need to be balanced in
different ways according to the particular circumstances of each individual decision.
Any decision to depart from the principles should be recorded with clear reasons.

When making decisions under the Mental Health Act decision makers will also need
to be clear of their responsibilities under Human Rights legislation and Equality
legislation.

The HRA gives effect in the UK to certain rights and freedoms guaranteed under the
European Convention on Human Rights. The Human Rights Act 1998 places a duty on
public authorities to respect and protect people’s human rights. A wide range of
bodies carrying out public functions, including the delivery of public services by
private and contracted-out providers, have legal obligations to respect and protect
human rights.

In some instances, competing human rights will need to be considered, which may
require finely balanced judgements. Such decisions and the reasons for them should
be clearly documented. Decisions restricting a person’s rights will need to be
justifiable as necessary and proportionate in the circumstances of the specific case.
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1.10

1.11

1.12

1.13

Scope
2.1

2.2

Any restriction imposed should be kept to the minimum needed to meet the
purpose and aim of the restriction.

The Equality Act makes it unlawful to discriminate (directly or indirectly) against a
person on the basis of a protected characteristic or combination of protected
characteristics.1 Protected characteristics under this Act include age, disability,
gender reassignment, marriage and civil partnership, pregnancy and maternity, race,
religion or belief, sex and sexual orientation. The protected characteristic of
disability includes a mental impairment that has a substantial and long-term adverse
effect on the person’s ability to carry out normal day-to-day activities.

This may involve treating persons with mental health problems more favourably
than others in order to achieve equality of access to services and outcomes.

The Equality Act places a duty on providers of services to the public to make
reasonable adjustments for people with an impairment (including mental
impairment) that constitutes a disability under the Equality Act. Providers must take
reasonable steps to avoid putting a person with a disability at a substantial
disadvantage compared with those who are not disabled.

The reasonable adjustments a person may need could be considered as part of a
person-centred care planning process in all mental health service settings (see
chapter 34). The duty applies where:

® a provision, criterion or practice puts disabled people at a substantial
disadvantage compared with those who are not disabled,;

¢ a physical feature puts disabled people at a substantial disadvantage
compared with people who are not disabled; and

¢ not providing an auxiliary aid puts disabled people at a substantial
disadvantage compared with people who are not disabled.

SCOPE & DEFINITIONS

This policy applies to “locum, permanent, and fixed term contract employees
(including apprentices) who hold a contract of employment or engagement with the
Trust, and the secondees (including students), volunteers (including Associate
Hospital Managers), bank staff, Non-Executive Directors and those undertaking
research working within Solent NHS Trust, in line with Solent NHS Trust’s Equality,
Diversity and Human Rights Policy. It also applies to external contractors, agency
workers and other workers assigned to Solent NHS Trust.

Solent NHS Trust is committed to the principles of Equality and Diversity and will
strive to eliminate unlawful discrimination in all its forms. We will strive towards
demonstrating fairness and Equal Opportunities for users of services, carers, the
wider community and our staff.

Definitions

2.3

Advance Decision to Refuse Treatment (ADRT): Defined in the Mental Capacity Act
2005. A person may at a time when they have the mental capacity to do so, make a
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2.4

2.5

2.6

2.7

2.8

2.9

2.10

2.11

2.12

2.13

decision to refuse specific treatment at a future date when they lack capacity to do
so. IF the treatment is life sustaining treatment it must be written, witnessed and in
a specific form. An ADRT does not apply to certain treatments given under the
authority of the Mental Health Act 1983.

Approved Clinician (AC): A practitioner who has been specially approved to
undertake certain functions under the Mental Health Act 1983, including the role of
RC. Solent NHS Trust has a register of all practitioners who have been given this
approval by the Strategic Health Authority. Only practitioners with this approval can
act as a patient’s Responsible Clinician.

Approved Mental Health Professional (AMHP): Professional Practitioners approved
by the Local Authority Social Services to perform certain roles under the Act. These
include coordinating Mental Health Act assessments, making applications for
detention under the Act and considering if Community Treatment Orders meet the
statutory criteria and should be made and if so, if they agree to the Responsible
Clinician’s conditions.

Care Quality Commission (CQC): The regulatory body of NHS Hospitals.

Community Treatment Order (CTO): An amendment of the Mental Health Act, made
in 2007,that enables the compulsory care of patients in the community without the
need for an element of hospital treatment.

Consent to Treatment Provisions: The part of the Mental Health Act that sets out
the requirements with regard to the treatment of detained patients and patients
subject to Community Treatment Orders.

Electro Convulsive Therapy (ECT): A specific form of treatment for mental disorder.
There are additional safeguards regarding its use with detained patients.

Independent Mental Health Act Advocate (IMHA): Each detained patient has the
right to support from an IMHA. They are independent of Solent NHS Trust and their
role is to support the patient through the processes of accessing their rights and
representing the patient’s view, or supporting the patient to represent their own
view.

Lasting Power of Attorney (LPA): The legal power of a person to appoint a donee or
donees who, at a stage when the person lacks capacity, will have the power to make
specified decisions on that person’s behalf. There are welfare and property and
affairs LPAs. The legal documents are available from the Office of the Public
Guardian.

Mental Capacity Act 2005 (MCA): The statute in relation to matters concerning
mental capacity including determining if a person is unable to make a specific
decision at a specific time and the powers and duties others have to them. The Act
also sets out the powers to make a Lasting Power of Attorney and an advance
decision to refuse treatment.

Nearest Relative (NR): A specific role of an identified relative in relation to detained
patients, persons where the making of an application under the Act is being
considered and persons who are likely to have an application under the Act
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considered. Who the NR is is determined by very specific rules set out in in s26 of
the MHA. It is not the same as ‘next of kin’.

2.14  Responsible Clinician (RC): The Approved Clinician with overall responsibility for the
patient’s care. A patient can only have one RC at any one time. Only a practitioner
with AC status can act as an RC. Every detained patient must have an RC appointed
by Solent NHS Trust. An RC cannot delegate their roles with regard to s17 but Solent
NHS Trust can direct another AC to temporarily take on the role if the normal RC is
not available at the time a s17 leave decision needs to be made. This will be done in
line with the Mental Health Act Procedures and Guidelines Policy.

2.15 SystmOne: The electronic patient information system used within the organisation.

2.16  Statutory Forms: The Mental health Act requires statutory forms to be used when
staff members undertake specific functions in relation to the Act. These are:

A1l Section 2 — application by nearest relative for
admission for assessment

A2 Section 2 — application by an approved mental health
professional for admission for assessment

A3 Section 2 — joint medical recommendation for
admission for assessment

A4 Section 2 — medical recommendation for admission
for assessment

A5 Section 3 — application by nearest relative for
admission for treatment

A6 Section 3 — application by an approved mental health
professional for admission for treatment

A7 Section 3 — joint medical recommendation for
admission for treatment

A8 Section 3 — medical recommendation for admission
for treatment

A9 Section 4 — emergency application by nearest relative
for admission for assessment

A10 Section 4 —emergency application by an approved
mental health professional for admission for assessment

A11 Section 4 — medical recommendation for emergency
admission for assessment

H1 Section 5(2) — report on hospital in-patient 4(1)(g)

H2 Section 5(4) — record of hospital in-patient 4(1)(h)

Mental Health Act Policy Page 12 of 103 Version 5





H3 Sections 2, 3, and 4 — record of detention in hospital 4(4) and (5)

H4 Section 19 — authority for transfer from one hospital
to another under different managers

H5 Section 20 — renewal of authority for detention 13(1), (2) and (3)

H6 Section 21B — authority for detention after absence without leave for more
than 28 days

G1 Section 7 — guardianship application by nearest relative

G2 Section 7 — guardianship application by an approved mental health professional
G3 Section 7 — joint medical recommendation for reception into guardianship

G4 Section 7 — medical recommendation for reception into guardianship

G5 Section 7 — record of acceptance of guardianship application

G6 Section 19 — authority for transfer from hospital to guardianship

G7 Section 19 — authority for transfer of a patient from the guardianship of one
guardian to another 8(1)(a), (d) and (e)

G8 Section 19 — authority to transfer from guardianship to hospital
G9 Section 20 — renewal of authority for guardianship 13(4) and (5)

G10 Section 21B — authority for guardianship after absence without leave for more
than 28 days

M1 Part 6 — date of reception of a patient in England 15(2), (4)(a) and 16(2)
M2 Section 25 — report barring discharge by nearest relative

T1 Section 57 — certificate of consent to treatment and second opinion

T2 Section 58(3)(a) — certificate of consent to treatment 27(2)

T3 Section 58(3)(b) — certificate of second opinion 27(2)

T4 Section 58A(3) — certificate of consent to treatment (patients at least 18 years
old)

T5 Section 58A(4) — certificate of consent to treatment and second opinion
(patients under 18)

T6 Section 58A(5) — certificate of second opinion (patients who are not capable of
understanding the nature, purpose and likely effects of the treatment)
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3A
3.1

3B
3.2

3C
3.3

3.4

CTO1 Section 17A — community treatment order
CTO2 Section 17B — variation of conditions of a community treatment order
CTO3 Section 17E — community treatment order: notice of recall to hospital

CTO4 Section 17E — community treatment order: record of patient’s detention in
hospital after recall

CTOS Section 17F(4) — revocation of community treatment order

CTO6 Section 17F(2) — authority for transfer of recalled
community patient to a hospital under different manager

CTO7 Section 20A — community treatment order: report extending community
treatment period

CTO8 Section 21B — authority for extension of community treatment period after
absence without leave for more than 28 days

CTO9 Part 6 — community patients transferred to England 16(4) and (5)

CTO10 Section 19A — authority for assignment of responsibility for community
patient to a hospital under different managers

CTO11 Section 64C(4) — certificate of appropriateness of treatment to be given to
community patient (Part 4A certificate)

CTO12 certificate certifying capacity and consent of a CTO patient
PROCESS/REQUIREMENTS

Scheme of Delegation

The Solent NHS Trust Board have ultimate responsibility for the powers and duties
carried out on its behalf under the Mental Health Act 1983. This policy sets out the
delegation and governance of those duties. The main duties and powers and their
delegation are summarised in Appendix 1.

Policy Requirements

The Mental Health Act 1983 Code of Practice requires Solent NHS Trust to have
policies in relation to a number of areas relevant to the Mental Health Act 1983.
These requirements are met by this policy and a number of other related policies.
These requirements are monitored by the Mental Health Act Scrutiny Committee.

Information for patients, nearest relatives and others

Solent NHS Trust is required to keep all detained patients and patients subject to
CTO informed of their rights under the Mental Health Act 1983. This duty is
delegated to the most appropriate front line staff and monitored by the Mental
Health Act Administration team and the Mental Health Act Scrutiny Committee.

The purpose of this section of the policy is to ensure that:
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3.5

3.6

3.7

e the correct information is given to patients and their nearest relatives;

e information is given in accordance with the requirements of the MHA, at a
suitable time and in an accessible format, where appropriate with the aid of
assistive technologies and interpretative and advocacy services;

e people who give the information have received sufficient training and guidance;

e arecord is kept of the information given, including how, when, where and by
whom it was given, and an assessment made of how well the information was
understood by the recipient; and

e aregular check is made that information has been properly given to each patient
and understood by them.

A number of different professionals have duties to provide information under the
Mental Health Act 1983: AMHPs, IMHAs, RCs and hospital and community staff.
Some of these staff will be employees of Solent NHS Trust and others will not. Solent
NHS Trust staff need to be clear that when they have a specific duty to provide
information this cannot be discharged by a member of another organisation
providing information; nor, can a failure to provide information be excused by
reference to a failure of another professional to provide similar information; when a
member of Solent NHS Trust staff have a duty to provide information under the Act
it is their duty to ensure it is discharged either by them or another appropriate
Solent NHS Trust staff member on their behalf.

Information can be provided by staff who are members of a professional body or by
other staff who have received appropriate training from the Mental Health Act

Administration team.

The duty to provide information is delegated as follows

Situation

Professional Initially
responsible

Professional with on-going

responsibility

Patient subject to new application or
court order, recalled to hospital from
s17 leave or CTO and patient revoked
from a CTO.

Nurse receiving
detention papers

Patient’s Lead Nurse

Detained patient transferred to ward

Nurse receiving
detention papers

Patient’s Lead Nurse

Inpatient made subject to CTO

Patient’s Lead Nurse
Community Care
Co-ordinator

Community Care
Co-ordinator

Outpatient made subject ot a CTO

Community Care
Co-ordinator

Community Care
Co-ordinator

Patient first subject to treatment

Responsible Clinician

Responsible Clinician

under s58 or s58A (treatment provisions (treatment provisions only)
only)
3.8 These actions must be recorded on the appropriate patient’s rights form and on

Mental Health Act Policy

SystmOne; apart from the Responsible Clinician’s duty to inform and keep the
patient informed of the treatment provisions of the Act. This is to be recorded on
SystmOne and on the Consent to Treatment Forms.
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3.9

3.10

3.11

3.12

3.13

3.14

The recording on SystmOne must include:

e who gave the information,

e how the information was given,

e how well the information was understood, and
e when the information will be repeated.

All information is to be provided orally and in writing. All wards will have written
information to provide patients with. Further written information in a number of
different languages and easy to read formats is available on the Mental Health Act
1983 intranet site. If a person is unable to read or has difficulty reading then a staff
member must read the information with or for the patient, unless the patient does
not want this.

Staff discharging these duties must take every practicable step to ensure
information is provided in a means the patient can understand. This includes
consideration of the use of an interpreter, if the person’s first language is not
English. Carers and advocates should be involved where the patient wishes or if the
patient lacks capacity to understand.

If the patient is unable to understand the information then consideration should be
given to when it will be repeated. Hospital wards and community teams must have
processes in place to ensure that these actions can be scheduled and monitored.
However, it remains the responsibility of the lead nurse and care coordinator to
ensure that the duty is discharged for their patients/ service users they are
responsible for. A review of these duties should be a part of regular management
supervision.

All detained patients will have a referral made for an IMCA and they can opt out of
this if capacitous. The advocate can review the case and ensure the provisions of the
Act are complied with.

Chapter 4 of the Code of Practice sets out guidance on what information is to be
provided and when. Staff undertaking these duties should be familiar with this
guidance, which is summarised below.

Information to be provided

3.15

The reasons and consequences of detention:

e The factual and legal grounds of their detention: To enable the patient to
challenge their detention, should they wish, they should be given the full facts
surrounding it. They should be given the opportunity to view a copy of the
detention documentation, unless the hospital managers are of the opinion
(based on the advice of the authors of the documents) that the information
disclosed would adversely affect the health or wellbeing of the patient or
others. This includes the AMHP’s report. It may be necessary to remove any
personal information about third parties.

e The provisions of the Act under which they are detained or on CTO, and the
effect of those provisions. Where the following apply, the patient should be
informed:
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e that their detention or CTO may be ended at any time if it is no longer
required or the criteria for it are no longer met;
e that they will not automatically be discharged when the current
period of detention or CTO ends;
e that their detention or CTO will not automatically be renewed or
extended when the current period of detention or CTO ends
e the reasons for being recalled; and
e for patients subject to a CTO, the reasons for the revocation of a CTO.
The rights (if any) of their nearest relative to discharge them (and what can
happen if their responsible clinician does not agree with that decision).
For patients under CTO, this should include the information outlined in the
part of this policy covering community treatment orders.

3.16 Information about consent to treatment:

The circumstances (if any) in which they can be treated without their consent
—and the circumstances in which they have the right to refuse treatment.

The role of second opinion appointed doctors (SOADs) and the circumstances
in which they may be involved.

Where relevant the rules on electro-convulsive therapy (ECT).

3.17 Information about seeking a review:

The right of the responsible clinician and the hospital managers to discharge
them (and, for restricted patients, that this is subject to the agreement of the
Secretary of State for Justice).

Their right to ask the hospital managers to discharge them.

That the hospital managers must consider discharging them when their
detention is renewed or their CTO extended.

Their rights to apply to the Tribunal, the role of the Tribunal and how to apply.
The rights (if any) of their nearest relative to apply to the Tribunal on their
behalf.

That they are likely to be entitled to legal aid if they apply to a Tribunal, how
they can access legal advice and how they can access the IMHA service to
support with this.

3.18 Information about the Care Quality Commission:

That the Care Quality Commission is an independent regulatory body that over
sees the implementation of the Mental Health Act 1983.

That the commission makes unannounced visits to the hospital.

That, during these visits, the patient may request to speak to the
commissioner in private.

How to make a complaint to the Care Quality Commission and that the IMHA
service could support them to do this.

How to make a complaint to Solent NHS Trust and that the IMHA service could
support them to do this.

3.19 Information about Independent Mental Health Advocates (IMHA)

Their entitlement to the support of an IMHA to understand and exercise their
rights under the Mental Health Act 1983.
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3.20  With holding of Outgoing Post
e That section 134 entitles Solent NHS Trust to withhold any outgoing mail if
requested to do so by the recipient. The process is outlined below.

Other duties regarding IMHAs
3.21 Some informal patients also have the right to the support of an IMHA; they are
patients:
e being considered for a treatment to which section 57 applies (“a section 57
treatment”); or
e under 18 and being considered for electro-convulsive therapy or any other
treatment to which section 58A applies (“a section 58A treatment”).
In these cases the RC is responsible for informing the patient of their rights to an
IMHA.

3.22 The Code of Practice summarises the duties of an IMHA as helping a patient to
understand and exercise their rights in the following areas:

e their rights under the Act;

e the rights which other people (e.g. nearest relatives) have in relation to them
under the Act;

e the particular parts of the Act which apply to them (e.g. the basis on which
they are detained) and which therefore make them eligible for advocacy;

e any conditions or restrictions to which they are subject (e.g. as a condition of
leave of absence from hospital, as a condition of a community treatment
order, or as a condition of conditional discharge);

e any medical treatment that they are receiving or might be given;

e the reasons for that treatment (or proposed treatment); and

e the legal authority for providing that treatment, and the safeguards and other
requirements of the Act which would apply to that treatment.

3.23  The multi-disciplinary team should consider requesting an IMHA to visit a qualifying
patient if they think that the patient might benefit from an IMHA’s visit but is unable
or unlikely for whatever reason to request an IMHA’s help themselves. If such a visit
is requested it is done so on behalf of the RC. This should be done for patients who
lack capacity to request an IMHA’s support, unless there are clear and good reasons
not to do so. These reasons must be recorded.

3.24  Before requesting an IMHA to visit a patient, they should, wherever practicable, first
discuss the idea with the patient, and give the patient the opportunity to decide for
themselves whether to request an IMHA’s help. RCs should not request an IMHA to
visit where they know, or strongly suspect, that the patient does not want an IMHA's
help, or the help of the particular IMHA in question.

3.25 IMHAs must comply with any reasonable request to visit and interview a qualifying
patient, if the request is made by the patient’s nearest relative, an approved mental
health professional (AMHP) or the patient’s responsible clinician (if they have one).
But patients may refuse to be interviewed and do not have to accept help from an
IMHA if they do not want it.

3.26 IMHA’s also have certain rights to access the patient’s records and visit the patient.
These are detailed in paragraphs 20.21 to 20.33 of the Code of Practice and section
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30 of this policy. The SystmOne operating policy sets out a process for IMHA to
access files. For the purpose of deciding what is appropriate for the IMHA to view, in
Solent NHS Trust the RC is the record holder and in the event of a dispute has the
final view on this matter.

Process for withholding outgoing post

3.27

3.28

3.29

3.30

3.31

3.32

The Act only allows for outgoing post to be withheld if the recipient has made the
request in writing.

The request should be made in writing and addressed to Solent NHS Trust; the
patient’s responsible clinician (if the patient has one) or the approved clinician with
overall responsibility for the patient’s case (if not); or the Secretary of State for
Health or Justice.

With regard to outgoing mail, any such request should be clearly recorded on
SystmOne. This should include who made the request, who received it and how long
it remains valid for. A copy should be uploaded onto SystmOne.

If such a request is in force the addresses of post sent by the patient should be
checked before it goes in the hospital mail. Any time mail is withheld this should be
recorded on SystmOne by the nursing staff involved and the patient informed.

The Mental Health Act Administration team must be made aware of any such
request. The Mental Health Act Lead will report any such request to the Mental
Health Act Scrutiny Committee.

Post sent to a patient detained in an NHS Solent Trust hospital may not be
inspected, opened or withheld under any circumstances. Specific provisions in
relation to this are made for special hospitals only. However, if either a detained or
informal patient is sent articles of potential danger, such as weapons, explosives or
matches, through the mail, section 3(1) of the Criminal Law Act 1967 and the
common law provide authority for hospital staff to take reasonable measures to
prevent the patient receiving or keeping the article in his / her possession. If there
are concerns in this regard then further advice should be sought from the Mental
Health Act Lead.

Review of patient’s rights

3.33

Information giving to patients shall be repeated at regular intervals. All wards must
have a set period of time in which a person’s rights must be reviewed with them.
This time period must be agreed with the Mental Health Scrutiny Committee. Those
in charge of wards must ensure these are complied with. In addition, rights should
be reviewed when:

the patient is considering applying to the Tribunal, or when the patient becomes
eligible again to apply to the Tribunal;

the patient requests the hospital managers to consider discharging them;

the rules in the Act about their treatment change (for example, because three
months have passed since they were first given medication, or because they have
regained capacity to consent to treatment;

any significant change in their treatment is being considered;

there is to be a Care Programme Approach review (or its equivalent); or
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e renewal of their detention or extension of their CTO is being considered; or a
decision is taken to renew their detention or to extend their CTO.

Role of Mental Health Act Administrators

3.34 The Mental Health Act Administrator will then, as soon as practicable after
commencement of the patient’s detention, write to the patient and the nearest
relative (unless the patient objects) informing them of the information set out in
Section 132 of the Mental Health Act.

3.35 The Mental Health Act Administrators will also, unless the patient objects, keep the
nearest relative informed of the renewal of a patient’s detention, extension of CTO
or transfer from one hospital to another.

3.36  Section 133 provides that, unless either the patient or nearest relative requests
otherwise, the hospital managers will take such steps as are practicable to provide
the nearest relative with at least seven days’ notice of the discharge of a patient
from detention or CTO.

3.37 In circumstances where discharge from detention can be assured seven days in
advance the above action will be taken by the Mental Health Act Administration
team. However, the Trust accepts that often this is not feasible due to the patient
being discharged immediately from section when the criteria for detention are no
longer met.

3.38 In addition, there will occasionally be cases where the duty to inform a nearest
relative, even in the absence of objection by the patient, does not apply because
disclosing information about the patient to the nearest relative cannot be
considered practicable, on the grounds that it would have a detrimental impact on
the patient that is disproportionate to any advantage to be gained from informing
the nearest relative. This would therefore be a breach of the patient’s right to
privacy under the European Convention on Human Rights. The risk of this is greatest
where the nearest relative is someone whom the patient would not have chosen
themselves.

3.39 The Mental Health Act Administration team will monitor and audit the provision of
information to patients in line with this policy. This will be reported to the Mental
Health Act Scrutiny Committee on a quarterly basis.

3D Receipt and Scrutiny of Detention Papers

3.40 The Code of Practice, Mental Health Act 1983, Chapter 35 gives guidance as to the
receipt and scrutiny of Section papers. This Policy is drawn from that guidance. If
there is any doubt then the Mental Health Act Lead should be consulted.

3.41 When a patient is detained to a Solent NHS Trust ward then the organisation has the
responsibility to ensure that the detention documents are valid and constitute
authority to legally detain the patient.

3.42  This duty is initially delegated to the nurse in charge of the ward who has the
responsibility to receive the papers and check that they do not contain an error that
would fundamentally undermine the authority to detain. In discharging this duty
they must follow the processes and use the appropriate checklist. This task can then
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3.43

3.44

3.45

be completed by any trained mental health/learning disability nurse who has been
deemed competent to undertake the receipt and scrutiny of section papers.

All qualified nurses must receive education on the receipt and scrutiny of section
documents.

The papers are then passed to the Mental Health Act Administrator who further
scrutinises them for accuracy, arranges medical scrutiny and for any correctable
errors to be amended.

Where a patient is admitted under the Act on the basis of an application by their
nearest relative, the Mental Health Act Administrators must request the relevant
local social services authority (LSSA) to provide them with the social circumstances
report required by section 14.

Process for receiving Detention Papers

3.46

3.47

3.48

3.49

3.50

3.51

The nurse in charge will receive the detention papers from the AMHP and keep all
Section forms with the patient’s medical notes until all papers are completed.

The nurse in charge of the ward receiving the Section papers will check the accuracy
of the papers with the AMHP before the AMHP leaves, ensuring there are no errors
that would invalidate the authority to detain.

The authority to receive the papers by signing Form H3, MHA, for Section 2, 3, 4 and
5, is delegated to the nurse in charge. Although a failure to complete this form at the
time of receipt would not in itself invalidate the authority to detain, it is good
practice and the expectation of Solent NHS Trust that it is completed at the time the
patient and detention papers are received.

On completion of all papers, the nurse in charge will arrange for the papers to be
collected/ taken immediately to the Mental Health Act Administration Department
for scrutiny of MHA Section papers. Each ward manager must ensure they have
process in place to ensure that when receiving detention papers Out of Hours the
Mental Health Act Administration team are informed the next working day and the
papers are available for them to scrutinise.

The role of the Mental Health Act Administrator is to scrutinise all Section papers
following the patient’s admission or, if the patient is admitted outside of office
hours, on the next working day.

The Mental Health Act Administrator will scrutinise the documents for errors. Some
errors can be corrected under Section 15 of the Mental Health Act. A specific form to
assist with this task will be provided to the service and kept up to date by the Mental
Health Act Lead. However, other errors cannot be corrected and potentially
invalidate the application for admission. In cases where the error cannot be
corrected, the following steps must be taken:

=  Where practicable, The Mental Health Act Lead should be consulted for
a final view. Legal advice will be sought if necessary.

= The applicant and the patient must immediately be advised of the
rejection of the application.
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3.52

3.53

3.54

= The patient must be informed of the need for him/her to obtain legal
advice.

= An appropriate note must be made in the patient’s records.

= The authority to detain under the current section should not be relied
on but, whilst they remain an in-patient, consideration should be given
to the use of holding powers under Section 5(2) or (4).

The Mental Health Act Administrators will arrange for any corrections, under s15, to
be made to the forms. Details of these corrections with dates will be recorded on
the appropriate form. All errors, both correctable and non-correctable, will be
reported to the Mental Health Act Scrutiny Committee.

Mental Health Act Administrator will photocopy the Section papers and send them
to the ward, where they will be filed in the patient’s copy legal file.

The Section papers are sent by the Mental Health Act Administrator to an Approved
Clinician for scrutiny of the medical recommendations to ensure that they show
sufficient legal grounds for detention. If any errors are identified then the processes
in 3.39 should be followed.

Identification of other errors or circumstances that cast doubt on the authority to detain

3.55

3.56

Errors to the paperwork may be identified at other times or circumstances that cast
doubt on the authority to detain may come to light. For example, facts about the
assessment process or potential conflicts of interest. In these situations the Mental
Health Act Lead should be consulted for a view and legal advice will be sought if
necessary.

If a view is taken not to rely on the authority to detain then the incident must be
reported to the Mental Health Act Scrutiny Group by the Mental Health Act Lead.

Patients detained under Part Ill (Patients subject to Criminal Proceedings or under
sentence)

3.57

3.58

These papers should be received by the Mental Health Act Administrators, ideally
before the patient arrives. Where this is not practicable, the ward has the
responsibility to deliver the papers to the Mental Health Act Administrators the next
working day.

The Mental Health Act Administrators should check these for accuracy and clarify
any conditions associated with the order or further actions needed. They should
then photocopy papers and start a legal file for the ward.

Register of detained Patients and monitoring

3.59

3.60

The Mental Health Act Administrators are responsible for keeping a register of
detained and Community Treatment Order patients that Solent NHS Trust are
responsible for.

The Mental Health Act Lead will report statistics on the number of detained patients
to the Mental Health Act Scrutiny Committee. This will include the use of s4, to
monitor and take steps, when necessary, to prevent misuse of that section.

Mental Health Act Policy Page 22 of 103 Version 5





Receipt of other statutory documents

3.61 The table below sets out who, on behalf of Solent NHS Trust, are authorised to
receive other statutory documents that are not mentioned elsewhere in this policy.

Statutory form Person/ persons authorised to receive it

H5 Section 20 — renewal of authority for | The Mental Health Act Administrators

detention

H6 Section 21B — authority for detention Lead nurse on the ward, Mental Health Act

after absence Administrators.

without leave for more than 28 days

G8 Section 19 — authority to transfer from Lead nurse on the ward, Mental Health Act
guardianship Administrators.
to hospital

M1 Part 6 — date of reception of a patientin | Lead nurse on the ward, Mental Health Act
England 15(2), (4)(a) and Administrators.

16(2)

3E
3.62

3.63

3.64

3.65

3.66

3.67

Transfer of detained Patients (including into Guardianship)

Before any transfer of a patient between wards or hospitals consideration should be
given to the guiding principles of the Act and to whether the transfer is in the
patient’s best interest. Paragraphs 37.16 to 37.27 of The Code of Practice gives
detailed guidance on factors to consider and who should be consulted.

Transfers should only occur if there is a good reason to do so. Wherever possible the
patient should be involved in discussions about the transfer and their views
recorded. It is important to explain the reasons for a proposed transfer to the
patient and, where appropriate, their nearest relative and other family or friends,
and to record them. Only in exceptional circumstances should patients be
transferred to another hospital without warning.

A transfer to another hospital could potentially engage the patient’s European
convention of Human Rights Article 8, right to Private and Family life. Therefore, if it
is done without the consent of the patient then it must be necessary to promote
their recovery, health or manage risk to themselves or others and be a
proportionate response to the situation.

A patient may themselves request a transfer. The professionals involved in their care
should always be prepared to discuss the possibility of a transfer, and should raise
the issue themselves with the patient if they think the patient might be interested
in, or benefit from, a transfer.

Requests made by, or on behalf of, patients should be recorded and given careful
consideration. Every effort should be made to meet the patient’s wishes. If that
cannot be done, the patient (or the person who made the request on the patient’s
behalf) should be given a written statement of the decision and the reasons for it.

Nearest relatives’ consent to transfers is not a statutory requirement. However,
unless the patient objects or there are reasons not to involve the nearest relative as
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outlined in paragraph 3.27 of this policy, the patient’s nearest relative should
normally be consulted before a patient is transferred to another hospital, and, in
accordance with the regulations, they must normally be notified of the transfer
(paragraph 3.24 of this policy).

$17 Leave or Transfer to another Hospital

3.68

3.69

3.70

3.71

A patient can be granted s17 leave to reside at another hospital or be transferred to
that hospital. The decision to use either should be based on the most appropriate
way to meet the patient’s clinical needs and ensure their detention under the
Mental Health Act is effectively managed and their rights ensured.

If s17 leave is used then the organisation that manages the hospital where the
patient is detained remains responsible for the management of the person’s
detention under the Mental Health Act 1983, including continuing to discharge its
duties and ensuring the patient continues to be aware of their rights and able to
exercise them. When a patient is transferred the organisation that manage the
hospital they are transferred to become responsible for the management of the
person’s detention under the Mental Health Act 1983.

Where a patient is granted leave of absence to another hospital, the responsible
clinician at the first hospital should remain in overall charge of the patient’s case. If it
is thought that a clinician at the other hospital should become the responsible
clinician, the patient should instead be transferred to that hospital. An approved
clinician in charge of any particular aspect of the patient’s treatment may be from
either hospital. For example, if a detained patient is moved to a specialist unit for
treatment of a mental disorder, then it is usually more appropriate to transfer the
patient. Although, this could be after a period of trial s17 leave there.

When a patient is admitted to a general hospital managed by another organisation
for a specific treatment and it is expected that they will return to the Solent NHS
Trust hospital, it is normally more appropriate to use s17 leave to authorise the
period of admission. For more information see the Section 17 Leave of Absence
under the Mental Health Act Policy.

Process of Transfer

3.72

3.73

3.74

In order to ensure that a detained patient’s documentation is in order and
constitutes valid authority to detain, the Mental Health Act Administration team
should be involved as soon as a transfer is being considered.

Before agreeing to a person being transferred to a Solent NHS Trust ward or hospital
the nurse in charge, as far as is practicable, must ensure that the MHA
administration team have received copies of the papers and are satisfied that they
are legal and in order. Likewise, as far as is practicable, when a transfer from a
Solent NHS Trust hospital or ward to a hospital or ward managed by another
organisation is being considered, the Solent NHS Trust MHA administration team
must be informed and they must liaise with their counterparts to ensure that both
parties are satisfied with the legality of the paperwork before the person is moved.

On arrival of the patient they must ensure that the patient’s original detention
papers have been sent with them and that a Form H4 has been included. The senior
nurse on the ward then completes the second part of the Form H4 accepting receipt
of the patient and the detention order and signs it. The process in this policy for
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3.75

3.76

3.77

3.78

3.79

3.80

receiving detention documents and informing the patient and others of their rights
should then be followed.

If the patient has come to the hospital on leave or trial leave, only a copy of his s17
leave form is required and details of the leave arrangements. The process for
informing the patient and others of their rights outlined in this policy should then be
followed.

For transfer of a non-restricted detained patient from one Solent NHS hospital or
ward to another no formal authority or paperwork is necessary. For restricted
patients the transfer can only occur if the conditions allow it.

For transfer of patients to a ward or hospital that is managed by another
organisation, the authority to detain must be transferred to the new organisation.
This is done using form H4. For patients detained under s35, 36 and 38 this requires
the permission of the Court, for restricted patients detained under s37, s48 and s47
this requires the permission of the ministry of justice.

Patients detained under s4 and s5 cannot be transferred. Patients detained under
s135 and s136 can only be transferred in line with the s136 protocol.

All other non-restricted patients do not require any further authority, other than
form H4.

Solent NHS Trust delegates the authority to authorise a transfer to all responsible
clinicians, ward managers, senior nurses on the ward and duty managers.

Transfer from Detention into Guardianship

3.81

3.82

3.83

The Act allows the transfer of a patient detained under s2, 3 or 37 (providing they
are an unrestricted patient) into Guardianship. This is an alternative to

Solent NHS Trust delegates this power to the Responsible Clinician for the patient.
No other staff member is entitled to use this power.

If this power is to be used then a member of the community team supporting the
patient will be requested to complete a social circumstances report and submit it,
alongside the transfer documentation to the Local Authority for approval.

Conveyance of a patient from one hospital to another

3.84

3.85

Providing there is valid authority to transfer a patient they may be transferred by
any employee of Solent NHS Trust, any employee of the organisation whose hospital
they are being transferred to or anyone authorised by the organisation that
manages the hospital the person is being transferred to.

It is the responsibility of the person authorising a transfer to ensure it is thoroughly
risk assessed and conducted in a safe manner and in line with the guiding principles
of the Code of Practice. The form of transport could include an escort, the use of
Solent NHS Trust provided transport, the use of Hampshire ambulance or the use of
a private organisation. Any funding implications need to be authorised by the
associate director or their nominee. Out of Hours this will be the on call duty
manager.

Mental Health Act Policy Page 25 of 103 Version 5





3.86  Solent NHS Trust delegates the power to authorise non-Solent NHS Trust employees
to undertake transfers to all responsible clinicians, ward managers, senior nurses on
the ward and duty managers. Any such authorisation made must be clearly recorded
in the patient’s file and the reasons for it clearly recorded as part of the risk
assessment.

3.87 Whilst being transferred the person is in the custody of those authorised to transfer them. If
they abscond they should be considered to be AWOL.
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Transfer of Patients from one Hospital to another that is managed by a different organisation.

Section 2, 3, 37 Section 35, 36, Section 37/41, Section 5(2),
38 48/49, 47/49 5(4), 4
A 4 A 4
Agreement from Agreement from
Courts. Ministry of Justice.
A 4 \ 4 A 4 A 4
Yes No Yes No
v
Can be transferred. [* <
\ 4
Form H4 must be completed
Where practicable ensure the MHA Administration team > Cannot be
transferred

are informed. They will scrutinise the detention papers
and liaise with their counterparts to ensure all parties are
satisfied as to the legality of the documents.

A 4

Original detention papers to be sent with the

A\ 4

patient and photocopy kept by MHA
administrator.

A 4

Form H4 DOES NOT have to be completed if patient is
transferred on Section 17 leave. This is advisable if the
stay is for a limited period of duration and the unit is
not a specialist mental health unit.

On arrival of the patient follow the
processes in this policy regarding the receipt
of detention papers and informing the
patient and others of their rights.
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3F

Identifying the Responsible Clinician (RC), Transfer of Responsible Clinicians and an

Approved Clinician (AC) temporarily stepping into the shoes of the Responsible Clinician

(RC)

Background

3.88

3.89

3.90

3.91

3.92

Every detained patient, under the Mental Health Act 1983, that Solent NHS Trust are
responsible for must be allocated a Responsible Clinician (RC) by the Trust. The only
exceptions are patients detained under section 5, 135 and 136, as they do not have
an RC.

This person will have overall responsibility for the patient’s care. There are certain
functions that only the RC is able to undertake. These functions are: granting and
revoking section 17 leave, making, recalling and revoking a CTO, varying or
suspending discretionary conditions attached to a CTO, renewing detention or
extending a CTO, and exercising their power of discharge with regard to a detained
patient or a patient subject to guardianship or a CTO.

These functions can not be delegated. However, Solent NHS Trust can direct that
another Approved Clinician ("AC") temporarily becomes the RC. They do not need
the approval of the current RC to do this.

The Code of Practice states that Trusts should keep a list of ACs and should have
clear protocols to:
e ensure that the patient’s RC is the available AC with the most appropriate
expertise to meet the patient’s main assessment and treatment needs;
e ensure that it can be easily determined who a particular patient’s RCis;
e ensure that cover arrangements are in place when the RC is not available (e.g.
during non working hours, annual leave etc);
e include a system for keeping the appropriateness of the responsible clinician
under review. ( the Code paragraph 14.3)

The processes to meet these requirements are set out in this policy.

Allocation of an RC

3.93

3.94

3.95

3.96

If the patient has an inpatient AC already in charge of their care the RC will be that
person. If the patient does not then they will be allocated an RC based on the GP
surgery they are registered with and whether they are admitted to the older
person’s wards, a learning disability ward or the adult mental health wards. If they
are not registered with a GP then the ‘difficult to allocate rota’ will be used.

The only exception to these rules is when there is prior agreement that it is more
clinically appropriate for a different AC to become the RC. For example the patient is
allocated to a specialist team and an AC from that team is in charge of that person’s
care.

If there is disagreement about whom the RC is then the inpatient AC covering that
GP surgery will be the RC until the disagreement is resolved.

Who the RC is will be clearly documented in the patient’s notes and on the
appropriate clinical computer system in use.
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Review of RC

3.97

The appropriateness of the RC remaining so will be reviewed by the multidisciplinary
team through the Care Programme Approach ("CPA") process, or equivalent. The
appropriateness of the RC will be decided on a clinical basis, having considered the
importance of continuity to the patient’s care. If the patient is to be transferred to
another RC then the current RC is responsible for negotiating this.

Other transfers of RC

3.98

3.99

3.100

3.101

3.102

3.103

As patients move between the community and the hospital they may need to be
transferred to another RC. In Older Persons Mental Health the person has the same
RC unless they are transferred as described in the ‘Review of RC’ above.

In Adult Mental Health the Supervised Community Treatment (" CTO") RC pathway
will determine who the RC is and when transfers occurs. This will only be departed
from in line with the "Review of RC" process above.

Learning Disability patients will transfer to the community RC on discharge from
hospital.

When a patient is transferred to another hospital then the RC to take over the care
should be identified as soon as is possible after the transfer has been agreed. The
current RC is responsible for liaising with the RC at the other hospital about the
patient's care.

For community patients who are under the provisions of the Act and are to be
transferred to another area the RC will be responsible for making contact with the
RC from the other area and arranging transfer.

When a patient is to be transferred into Guardianship under s19 of the Act it is the
responsibility of the inpatient RC to agree transfer to the community RC.

Temporary transfer to a different RC

3.104

3.105

3.106

3.107

Temporary transfer of an RC will occur when a decision needs to be made, that only
the RC can make, and the current RC is not available. Whether a decision can wait or
not will be the clinical decision of the Multi-Disciplinary Team in charge of the
patient’s care.

In all cases of temporary transfer the ‘normal RC' remains the AC in charge of any
treatment they have directed under Part IV of the Act; unless an urgent treatment
decision needs to be made and it can not wait for ‘the usual’ AC to be available.
Whether a treatment decision can wait or not will be the clinical decision of the
Multi-Disciplinary Team in charge of the patient’s care.

If a decision is deemed not to be able to wait for the current RC then the AC to be
allocated for the decision to be made will be determined by following the processes
below.

Although, the new RC will be allocated when the MDT determine a decision can not
wait, the new RC can not be directed as to what decision to make; the decision
remains theirs. This can include not making any changes.
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3.108

3.109

3.110

3.111

3.112

3.113

When an RC is away for an extended period due to sickness or leave then they
should consider agreeing transfer of the patient to another RC for this period. What
is considered an extended period will depend on the circumstances of each case and
can change over time. However, the RC is responsible for consulting with the MDT
and ensuring patient safety and clinical standards when considering if transfer is
appropriate. They are responsible for informing the Mental Health Act
Administration team of this and the Multi-Disciplinary Team (MDT) in charge of the
patient’s care. If for any reason the RC has been unable to agree transfer to another
RC, the MDT in charge of care consider it necessary, and the process below does not
meet the patient’s need for a consistent RC then the MHA administration team will
identify an RC for the patient to be transferred to.

At other times when such a decision has to be made in the RC’s absence then the
following pathways should be used to identify the AC responsible for stepping into
the shoes of the RC.

If there are any disputes then the Mental Health Act Administration team, and if
need be the Mental Health Act Lead will determine who the RC is.

For the purpose of the flow charts out of hours means bank holidays and outside of
9am to 5pm Monday to Friday.

For Older Person’s Mental Health (OPMH)

1) Out of hours the on call psychiatrist will be responsible for temporarily stepping
into the role of the RC.
2) In normal working hours the nominated AC will step into the role of the RC.
3) The nominated AC will be determined in the order below, subject to availability.
An AC will be considered not eligible to fulfil the role if they are not available to do
so within the time limit that the MDT deems the decision is necessary to be made
in.

i) An AC who had agreed to undertake the role with the RC.

ii) The next senior AC available in the OPMH Solent NHS Trust team.

iii) The Lead Consultant in the Trust.
4) If an AC has agreed to undertake the role in the RC’s absence then it will be the
responsibility of the RC to agree this with the Mental Health Act Administrator and
inform the MDT who this person is.
5) The nominated AC will become the RC for the period required to consider the
case, make any required decisions, and undertake any follow up actions required
to ensure patient safety and clinical standards. The role of RC will then transfer to
the AC normally in overall charge of the patient’s care.

For Adult Mental Health (AMH) and Neuro-Psychiatric Service

1) Out of hours the on call psychiatrist will be responsible for temporarily stepping
into the role of the RC.
2) In hours the nominated AC will step into the role of the RC.
3) The nominated AC will be determined in the order below, subject to availability.
An AC will be considered not eligible to fulfil the role if they are not available to do
so within the time limit that the MDT deems the decision is necessary to be made
in.

i) An AC who had agreed to undertake the role with the RC.
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3G
3.107

3.108

3.109

3.110

3.111

3.112

ii) The AC on the Emergency Psychiatric Service rota or the equivalent

arrangement for learning disability services.

iii) The next senior AC available in Adult Mental Health.

iv) The Lead Consultant in the Trust.
4) If an AC has agreed to undertake the role in the RCs absence then it will be the
responsibility of the RC to agree this with the Mental Health Act Administrator and
inform the MDT who this person is.
5) The nominated AC will become the RC for the period required to consider the
case, make any required decisions, and undertake any follow up actions required
to ensure patient safety and clinical standards. The role of RC will then transfer
back to the AC normally in overall charge of the patient’s care.

Use of s5 Holding Powers

Section 5(2) provides approved clinicians and doctors with holding powers to enable
detention under the Mental Health Act to be considered; section 5(4), for certain
nurses. The intent of this policy is not to set out a full description of these powers
but to set out how specific features of them apply to Solent NHS Trust. The Code of
Practice ch18 sets out a fuller description of the powers and should be consulted by
those applying them. Practitioners also need to be mindful that for psychiatric
inpatients there is a duty under the European Convention of Human Rights Article 2,
to take reasonable steps to prevent a risk to life when the practitioners know about
or should know about a real and immediate risk to the person’s life. That is, a risk
which is more than remote or fanciful and which is present and continuing. A part of
this duty is considering the appropriateness of the s5 holding powers and ensuring
any risk assessment is thorough and contemporaneous.

Section 5 holding powers apply to inpatients. An inpatient is defined as:

e aperson with capacity who has accepted the offer of a bed, appeared on the
ward, cooperated with the admission processes and is on hospital premises,

e a person who lacks capacity to consent to admission, is on hospital premises
and did not object to the admission process, or

e a person who lacks capacity and is an-inpatient by virtue of the Mental
Capacity Act Deprivation of Liberty Safeguards.

A person should not be admitted as an informal patient solely for the purpose of
applying the s5 holding powers.

Section 5 powers cannot be used for a person under section 2, 3 or 4 of the Act, or
who is an informal patient on a CTO. If an informal patient on a CTO needs to be
prevented from leaving the hospital then the process for recalling them should be
followed.

Doctors and approved clinicians may leave instructions with ward staff to contact
them (or their nominated deputy) if a particular patient wants or tries to leave. But
they may not leave instructions for their nominated deputy or nurse to use their
powers under section 5, nor may they complete a section 5 report in advance to be
used in their absence.

A section 5 holding power can not be renewed. However, there is nothing to prevent
the power being used at a later date in respect of the same patient. Whether to do
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3.113

3.114

so or not needs to be determined by the professional whose responsibility it is at the
time and the decision based on the circumstances they are presented with at that
time. Their responsibility is to ensure the safety of the patient and others at that
time.

The use of section 5 is monitored by the Mental Health Act Administrators. In order
to prevent a person being in effect Deprived of their Liberty, any instance where s5
powers are used in respect of the same patient more than once during any single
period of admission will be identified. The Multi-Disciplinary Team will then be asked
to consider the issue in a care plan. This should address the following issues:

e Is the patient in effect deprived of their liberty?

e What is the patient’s views of the incidents that led to the use of s5?

e Are there any steps that can be taken to reduce the risk of s5 being used in
the future?

e Is there any guidance to support staff who may need to consider the use of
s5 in the future?

The Mental Health Act Lead will report the following to the Mental Health Act
Scrutiny Committee:
e any instances where s5 powers have been used more than once with respect
of the same patient during the same admission,
e how quickly patients are assessed for detention and discharged from the
holding power,
e the attendance times of doctors and approved clinicians following the use of
section 5(4),
e the outcome of a patient after being placed under s5,
e the proportion of cases in which applications for detention are, in fact, made
following use of section 5, and
e any other issues in relation to s5 that support the scrutiny of the Act.

Section 5(4)

3.115

Nurses of the “prescribed class” may invoke section 5(4) of the Act in respect of a
hospital in-patient who is already receiving treatment for mental disorder. At the
time of publication of this policy they are nurses registered in sub-parts 1 or 2 of the
register maintained by the Nursing and Midwifery Council whose entry in the
register indicates that their field of practice is either mental health nursing or
learning disability nursing.

3.116 This power may be used only where the nurse considers that:

e the patient is suffering from mental disorder to such a degree that it is
necessary for the patient to be immediately prevented from leaving the
hospital either for the patient’s health or safety or for the protection of
other people; and

e it is not practicable to secure the attendance of a doctor or approved
clinician who can submit a report under section 5(2).

The nurse should consider the following before using the power:

e the likely arrival time of the doctor or approved clinician, as against the likely
intention of the patient to leave. It may be possible to persuade the patient
to wait until a doctor or approved clinician arrives to discuss it further, and
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3.117

3.118

3.119

3.120

3.121

3.122

3.123

3.124

3.125

e the consequences of a patient leaving the hospital before the doctor or
approved clinician arrives — in other words, the harm that might occur to the
patient or others.

e Further guidance is given at 18.30 to 18.32 of the Code of Practice.
It can be used only when the patient is still on the hospital premises.

The use of the holding power permits the patient’s detention for up to six hours,
from when it is invoked, or until a doctor or approved clinician with the power to use
section 5(2) arrives, whichever is the earlier. It cannot be renewed.

The patient may be detained from the moment the nurse makes the necessary
record (Form H2). The record must then be received by the senior nurse on the
ward. The senior nurse is then responsible for ensuring the report is delivered to the
Mental Health Act Administrator and that the patient’s rights are explained to them
both orally and in writing. This must be recorded on SystmOne and on the patient’s
right’s form.

The decision to invoke the power is the personal decision of the nurse, who cannot
be instructed to exercise the power by anyone else. However, in considering to use
the power the nurse should have regard to any concerns the doctor had about a
patient leaving or instructions that they, or their deputy, are to be contacted if the
patients decides to leave the ward.

The reasons for invoking the power should be entered on SystmOne. The approved
clinician in charge of the patient’s care or their deputy should be contacted by the
nurse as soon as practicable after s5(4) is used. The use of section 5(4) is an
emergency measure, and the doctor or approved clinician with the power to use
section 5(2) in respect of the patient should treat it as such and arrive as soon as
possible. The doctor or approved clinician should not wait six hours before attending
simply because this is the maximum time allowed.

Details of any patients who remain subject to the power at the time of a shift change
should be given to staff coming on duty.

If s5(4) lapses before the doctor arrives this should be considered a serious lapse, be
reported as a serious risk incident via the electronic risk reporting system, and a
report given to the Mental Health Act Scrutiny Committee.

If the doctor or approved clinician arrives before the end of the six hour maximum
period, the holding power lapses on their arrival. But if the doctor or approved
clinician then uses their own holding power, the maximum period of 72 hours runs
from when the nurse first made the record detaining the patient under section 5(4).

Following the doctors arrival and the outcome of their assessment, the nurse in
charge of the ward is responsible for ensuring the following is recorded on RIO:

e the time section 5(4) was instigated and the reasons,

e the time s5(4) ended,

e the reason why the patient is no longer detained under the power, and
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the outcome (for example patient is informal, detained under s5(2), or
discharged with or without the support of a specific team).

Section 5(2): Doctors or ACs holding Power

3.126 Section 5(2) authorises the detention of the patient in the hospital for a maximum of
72 hours so that the patient can be assessed with a view to an application under Part
Il of the Mental Health Act being made.

3.127 It can be used by the AC with overall responsibility for the patient’s care or, in
situations where they are not available, their deputy. Solent NHS Trust policy is that
the duty ward doctor on call is the deputy of the AC.

3.128 The power can be used when the professional assessing concludes that an
application for detention under the Act should be made. It authorises the detention
of the patient in the hospital for a maximum of 72 hours so that the patient can be
assessed with a view to such an application being made.

3.129 Section 5(2) should only be used if, at the time, it is not practicable or safe to take
the steps necessary to make an application for detention without detaining the
patient in the interim. Section 5(2) should not be used as an alternative to making an
application, even if it is thought that the patient will only need to be detained for 72
hours or less.

3.130 Doctors and ACs should use the power only after having personally examined the
patient.

3.131 If the doctor used the s5(2) holding power they must hand the report (Form H1) to
the senior nurse on the ward who will receive it on behalf of Solent NHS Trust. The
senior nurse is then responsible for ensuring the report is delivered to the Mental
Health Act Administrator and that the patient’s rights are explained to them both
orally and in writing. This must be recorded on SystmOne and on the patient’s right’s
form.

3.132 The period of detention starts at the time the patient was placed on s5(4), or if they
had not been on s5(4), the time the doctor hands the report to the senior nurse on
the ward to receive.

3.133 The doctor or AC assessing the patient must include the following on SystmOne:
o The time the patient was assessed,
e the outcome of the assessment and reason, including the risks considered, and
e if placed on s5.2, the time this occurred.

Actions following an assessment under s5.2

3.134 If the assessing doctor was the AC, who would be the patient’s RC if they were
detained under s2 or s3, and s5(2) powers were used then a referral should be made
by the ward to the Crisis Resolution and Home Treatment Team for an AMHP to
arrange a Mental Health Act Assessment.

3.135 |If the assessing doctor was the nominee and s5(2) powers were used then the ward

should make a referral for a Mental Health Act Assessment to the Crisis Resolution
and Home Treatment Team and make arrangements for the AC who would become
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3.136

3.137

3.138

the RC to assess the patient as soon as possible. If this will create delay over 24
hours then the senior nurse on the ward should discuss how to proceed with the on
call AMHP: to wait for the RC or for the AMHP to identify two different doctors and
proceed. The outcome of this conversation should be recorded on SystmOne.

When assessing the patient, the AC who would become the RC decides if an
assessment under the Mental Health Act is to be pursued. If they decide it is not, the
s5(2) holding power ceases to have effect. If they decide it is, the holding power
remains in force until the assessment under the Mental Health Act is concluded or
the 72 hour period has expired.

The AC who would become the RC must record the time and outcome of their
assessment on SystmOne and as far as practicable be available to be contacted by
the AMHP.

The AC must, as far as is possible, explain the outcome of their assessment to the
patient, the patient’s legal status and the next steps in their care.
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The Use of s5 holding powers

holding powers

Nurse considers the need to use s5

l

Is AC who would become the RC or Duty Doctor available?

\ 4

No

Does AC or D.D.
consider detention

A

necessary?

RC or D.D. completes
Section 5 (2) Form H1.

Detained for ub to 72 hours.

\ 4

Form H1 Received &
scrutinised by senior nurse

on the ward

A

Patient given rights leaflet and orally
explained their rights by this nurse

A 4

Has every effort been made to
contact RCor D.D.?

Nurse completes Section 5(4)
Form H2. Detained for upto 6
hours.

v
Patient given rights leaflet and orally
explained their rights by this nurse

l

Yes

A

Does RC or DD consider

further detention
necessarv?

A 4

Ng

If assessment was by deputy then AC conducts full assessment as soon as possible. If
the delay will be for more than 24 hours then senior nurse on the ward to discuss with
the duty AMHP as to whether to proceed with full Mental Health Act Assessment or

wait for AC. Senior nurse to record the outcome.

Wait for AC

A 4

Does AC wish to proceed to

Do not wait for AC

A 4

Senior nurse on the ward to ensure
a referral to the AMHP service is

Mental Health Act Assessment? Yes >
made.
\ 4
Patient becomes
informal
immediatelv.
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3H

Guidance regarding the second professional involved in renewing a detention

under s20

3.139

3.140

3.141

3.142

3.143

3.144

3.145

Section 20 gives the RC the power to renew a s3 and a s37 providing:

o they have personally examined the patient in the two months prior to the
detention expiring;

o they are satisfied that:

o the patient is suffering from a mental disorder of a nature or degree which
makes it appropriate for them to receive medical treatment in a hospital;
and

o it is necessary for the health or safety of the patient or for the protection
of other persons that they should receive such treatment and that it
cannot be provided unless they continue to be detained; and

e appropriate medical treatment is available for them;

« asecond professional involved in the patient’s care has agreed the above criteria
are met; and
« the RC and the second professional have certified the above on Form H5.

This policy is not a comprehensive description of the power of renewal but is limited
to how the role of the Second Professional will operate in Solent NHS Trust. Chapter
32 of the Code of Practice discusses s20 power of renewal and professionals
undertaking roles in relation to s20 must have regard to this guidance.

Before examining patients to decide whether to make a renewal report, responsible
clinicians should identify and record who the second professional is to be.

This second professional must be professionally concerned with the patient’s
treatment and must not belong to the same profession as the responsible clinician.

Possible professional groups that the second professional may come from include:
Nurses, Social workers, Occupational Therapists, Psychologists, Psychotherapists, or
Physiotherapists. This list is not exhaustive. The person must have a professional
qualification, be registered with a professional body and currently involved in the
patient’s care in that professional role.

The involvement of a second professional is intended to provide an additional
safeguard for patients by ensuring that:

e renewal is formally agreed by at least two suitably qualified and competent
professionals who are familiar with the patient’s case;

e those two professionals are from different disciplines, and so bring different, but
complementary, professional perspectives to bear; and

e the two professionals are able to reach their own decisions independently of
one another.

Accordingly, second professionals should:

e have sufficient experience and expertise to decide whether the patient’s
continued detention is necessary and lawful, but need not be approved
clinicians (nor be qualified to be one);

e have been actively involved in the planning, management or delivery of the
patient’s treatment; and

Mental Health Act Policy Page 37 of 103 Version 5





3.146

3.147

3.148

3.149

3.150

3.151

31

3.152

3.153

e have had sufficient recent contact with the patient to be able to make an
informed judgement about the patient’s case.

For the second professional to act as a real safeguard they must give their role due
diligence and reach an independent decision.

Second professionals should satisfy themselves that they have sufficient historical
and contemporaneous information on which to make the decision. The Act does not
state that this requires a separate clinical interview or examination of the patient.
However, when considering whether to undertake a separate clinical interview the
second professional should consider:
e their duty to have regard to all the facts of the case and to be satisfied that the
criteria are met before stating so;
e the nature of the contact that the second professional already has with the
patient; and
e the other circumstances of the case.

The second professional must record the following on SystmOne:
e their professional qualification;
e their involvement with the patient;
e if they undertook a separate clinical interview and their reason for doing so or
not; and
e why they agree each criteria stated in paragraph 3.139 are met.

Unless there are exceptional circumstances, the decision of the identified second
professional should be accepted, even if the responsible clinician does not agree
with it.

If, in exceptional circumstances, it is decided by the RC the agreement of a different
second professional should be sought, that decision should be drawn to the
attention of the Mental Health Act Administrators if, as a result, a renewal report is
made. The Mental Health Act Administrators will inform the Associate Hospital
Manager’s panel to consider the case, who may wish to receive written and/or oral
evidence from the original second professional.

A decision by a second professional not to agree to the renewal does not bring the
current period of detention to an end before it would otherwise have expired;
however the responsible clinician should reconsider if the criteria for detention
continue to be met and record their view.

‘Hospital Managers’ and Nearest Relatives s23 Power of Discharge. Including,
displacement of a Nearest Relative

When a person’s detention is renewed or if a person chooses to appeal to an
‘Associate Hospital Manager’s panel’ then Solent NHS Trust must ensure that an
‘Associate Hospital Manager’s panel’ consider whether to exercise the s23 power of
discharge on behalf of Solent NHS Trust.

All Associate Hospital Managers and Non Executive Directors (NED) sitting on these
panels will be members of the Mental Health Act Scrutiny Committee and its
subgroup, the Associate Hospital manager Group. Which with the support of the
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3.154

3.155

Mental Health Act Lead, the Mental Health Act Scrutiny Committee will scrutinise
their appointment, review and training.

Associate Hospital Managers will, with the support of the Mental Health Act Lead, be
appointed and/ or re-appointed for a fixed term by the Governance and
Nominations committee.

The Mental Health Act lead will produce and review guidance on the role of
Associate Hospital Managers, Associate Hospital Manager’s Panels, and NEDs sitting
on such Panels. This will ensure compliance with the legal requirements and the
Code of Practice. The guidance will be reported to and scrutinised by the Mental
Health Act Scrutiny Committee.

Nearest Relative Power of Discharge

3.156

3.157

3.158

3.159

3.160

3.161

3.162

A nearest relative may discharge a patient detained under s2, 3, and 4 or under CTO
by making a written discharge order. Before giving a discharge order, nearest
relatives must give Solent NHS Trust not less than 72 hours’ notice in writing of their
intention to discharge the patient. They will be informed of this right as part of the
provision of information to them and as detailed in this policy. Please see section 3C
of this policy for more information.

Neither the discharge order, nor the notice of it, has to be given in any particular
form. Although in theory the order should not be served until 72 hours after the
notice has been given, in practice it is appropriate to accept a discharge order as also
being notice of intention to discharge the patient after 72 hours.

All Solent NHS Staff working with Nearest Relatives should offer them any help they
require in exercising this power, such as providing them with a standard letter to
complete.

The notice (and the order for discharge itself) must be delivered at the hospital to an
officer of Solent NHS Trust authorised by them to receive it or be sent by prepaid
post to Solent NHS Trust at the hospital the patient is detained at. The officers
authorised to receive such notice are the Mental Health Act Administrators or the
staff member in overall charge of the ward at that time.

If the Nearest Relative contacts a staff member and wishes to use this power, they
should be informed of the means of serving it. If they wish to deliver the notice by
hand they should be informed of who is authorised to receive it. On receiving such
notice, the authorised officer or the recipient of a letter should record the time on
the patient’s file and forward it to the Mental Health Act Administrators without
delay.

The 72 hour period starts to run from the time when the notice is received by the
authorised person, or when it is received by post at the hospital to which it is
addressed. The Mental Health Act Administrators are responsible for recording this
time and informing the RC of the time when the 72 hours will expire and the patient
will be discharged.

If the RC consider that, if discharged, a patient is likely to act in a manner dangerous
to other persons or themselves, they may make a report to that effect under section
25 using Form M2 and send it to the Mental Health Act Administrators before the
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3.163

3.164

3.165

3.166

3.167

3.168

3.169

end of the 72 hour notice period. This is sometimes known as a “barring report”. If
this report needs to be accepted by Solent NHS Trust out of hours or before a
Mental Health Act Administrator is available a trained member of staff on the ward
where the patient is detained or at the responsible hospital for a CTO patient may
receive it.

Unlike other statutory forms used in connection with the Act, a notice given on Form
M2 may be formally served by faxing it to or by e-mailing (or otherwise sending
them) a scanned version, or other electronic reproduction, of the completed and
signed form. However, it may not be signed electronically.

The effect of such a report is to veto the nearest relative’s decision to discharge the
patient. It also prevents the nearest relative from discharging the patient from
detention at any time in the six months following the date of the report.

If such a report is issued in respect of a patient detained on the basis of an
application for admission for treatment under section 3 or under CTO, the Mental
Health Act Administrators will inform the nearest relative in writing without delay.
The nearest relative may then apply to the Tribunal for the patient’s discharge
instead. However, there is no right to apply if the patient is detained for assessment
under section 2 or 4.

If such a report is issued in respect of a patient detained under s2, 3 or under CTO
the Mental Health Act Administrators will arrange for a Manager’s Panel Hearing to
occur as soon as is possible.

If the responsible clinician does not make a report within the relevant period, the
patient must be discharged in accordance with the nearest relative’s order.

The Mental Health Act Administrators are responsible for keeping a record of any
instances of the Nearest Relative exercising their power of discharge. The Mental
Health Act Lead will report these to the Mental Health Act Scrutiny Group.

Nearest relatives may not discharge Part 3 patients, but can make applications to the
Tribunal instead in respect of unrestricted Part 3 patients.

Displacement of the nearest relative

3.170

3.171

3.172

The displacement of a nearest relative will engage their and the patient’s Article 8
rights. It should therefore be given careful consideration before any action is taken.

The following people may make an application to the county court to displace the
nearest relative and appoint another person to act in that role:
o the patient
e any relative of the patient;
e any other person with whom the patient is residing (or, if the patient is then
an in-patient in a hospital, was last residing before he was admitted); or
e an AMHP

The grounds that must be met for a nearest relative to be displaced are:
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3.173

3.174

3)
3.175

3.176

3.177

3.178

that the patient has no nearest relative within the meaning of this Act, or that it is not
reasonably practicable to ascertain whether he has such a relative, or who that
relative is;

that the nearest relative of the patient is incapable of acting as such by reason of
mental disorder or other illness;

that the nearest relative of the patient unreasonably objects to the making of an
application for admission for treatment or a guardianship application in respect of the
patient;

that the nearest relative of the patient has exercised without due regard to the
welfare of the patient or the interests of the public his power to discharge the patient
under this Part of this Act, or is likely to do so.; or that the nearest relative of the
patient is otherwise not a suitable person to act as such.

If the multi disciplinary team are of the view that the grounds to displace the nearest
relative are met and it is appropriate to do so then a referral should be made to the
AMHP service and the RC discuss the issue with the allocated AMHP.

If the patient has no nearest relative or seeks to displace their nearest relative then
they may benefit from the support of an advocate or further advice from the AMHP
service. In some situations the Local Authority may take the view that they, rather
than the patient, are the more appropriate applicant.

Part IV Consent to Treatment Provisions

The Code of Practice chapters 23 to 25 give specific guidance on treatment
provisions of the Mental Health Act and practitioners carrying out functions in
relation to them should have regard to this guidance. In addition, the Reference
Guide to the Mental Health Act gives a detailed description of these provisions and
can be a useful tool for practitioners.

Mental Health Act Administrators are responsible for keeping a list of Approved
Clinicians and will ensure they are in charge of treatment when the Act requires it.

It is essential that all staff prescribing or administering treatment under the Act must
comply with the safeguards in Part IV. If they are not, then staff members may,
depending on any negative effects of the treatment and how it is administered, be in
breach of:

= Article 3 (Inhumane and degrading treatment)

= Article 8 (Right to private and family life)

Regarding, the use of medication to manage disturbed behaviour, the Code gives the
following guidance:

Wherever practicable, the circumstances (if any) in which
medication is to be used as a response to episodes of particularly
disturbed behaviour should be established in advance in each
patient’s treatment plan. The use of medication as an unplanned
response to disturbed behaviour should be exceptional. Medication
should never be used to manage patients as a substitute for
adequate staffing.
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In this chapter “detained
patients” means

Exceptions (When Part IV does not apply)

In this chapter “detained
patients” means

Exceptions (When Part IV does not apply)

3.179

3.180

3.181

3.182

This policy sets out the main provisions, how they will be administered in Solent NHS
Trust and gives further guidance to practitioners seeking to determine if it is
appropriate to administer specific treatments under the Mental Health Act 1983.
However, it is not a complete explanation of the provisions. If there is doubt then
further advice should be sought, initially via the Mental Health Act Lead.

Although the Mental Health Act permits some medical treatment for mental
disorder to be given to detained patients, without consent, the patient's consent
should still be sought before treatment is given, wherever practicable. The patient's
consent or refusal should be recorded, as should the treating clinician's assessment
of the patient's capacity to consent. Where practicable this should be done on
admission, reviewed at first ward round and kept under regular review.

The Trust policies with regard to Consent to Treatment and the Deprivation of
Liberty Safeguards and the Mental Capacity Act clarify how consent to treatment is
to be sought and recorded and how capacity to consent is to be assessed and
recorded and will need to be read alongside these guidelines.

Part IV of the Act applies to detained patients, with some exceptions. Part IVA
applies to community patients subject to CTO that have not been recalled to
hospital. These are detailed in the table below.

In this chapter “detained patients” | Exceptions (When Part IV does not apply)
means

Patients who are liable to be

5

condition under section 35

Patients detained in hospital as a place of safety under
section 135 or 136

Patients detained on the basis of an emergency application
detained in hospital under any under section 4 unless or until the second medical
section of the Act (including those recommendation is received

on leave of absence or absent

without leave) Patients held in hospital under the holding powers in section

Patients remanded to hospital for a report on their mental

Patients temporarily detained in hospital as a place of safety
under section 37 or 45A, pending admission to the hospital
named in their hospital order or hospital direction

Restricted patients who have been conditionally discharged
(unless or until they are recalled to hospital)

CTO patients who have been
recalled to hospital
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3.183 The Table below sets out when specific treatments can be given. See also, the
flowcharts in appendix 2.

Type of patient
(and relevant
part of the Act)

When treatment can be given

Notes

Detained patient

If sections 57, 58 or 58A apply,
treatment may be given only in
accordance with those sections.

Otherwise, treatment may be given:

e with the patient’s consent; or

e without the patient’s consent
under section 63, if the
treatment is by or under the
direction of the approved
clinician in charge.

Neurosurgery for mental disorder and other
treatments to which section 57 applies cannot
be given without the patient’s consent and
must always be approved by a SOAD.

ECT and other treatments to which section
58A applies cannot be given to a patient who
has capacity to consent but refuses to do so.
They can be given to patients who lack
capacity (or who are under 18) only if
approved by a SOAD.

Medication to which section 58 applies can be
given without the patient’s consent, but only
with the approval of a SOAD.

Sections 57, 58 and 58A do not apply in
emergencies, where treatment is defined in
section 62 as immediately necessary.
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3.184 The table below sets out the types of treatments that s57, s58 and s58A apply to.

Section Forms of treatment covered

Section 57 Neurosurgery for mental disorder Surgical implantation of

hormones to reduce male sex drive
Section 58 Medication (after an initial three-month period) — except
medication administered as part of electro-convulsive therapy
(ECT)

Section 58A
ECT and medication administered as part of ECT

3.185 The table below states how Part IV of the Act applies to other inpatients.

Type of patient When treatment can be given Notes (for further detail see

(and relevant part COP chapter 24)

of the Act)

Other Patients Treatment is not regulated by the Act, except that:

e where section 57 applies, patients can be given treatment only if
they consent and the other rules in section 57 are followed; and

e patients under 18 cannot be given ECT or other treatments to
which section 58A applies, unless it is approved by a SOAD.
(Sections 57 and 58A do not apply in emergencies.)

3.186 Provided a treatment does not fall within the provisions of section 57, section 58 or
section 58A, and it is given under the direction of an AC, for a mental disorder, the
consent of the patient is not required. However, it still must be appropriate for it to
be given and in situations in which there is no consent it must be in the best interest
of the patient (note this is not the same as the MCA best interest test) and if it
involves significant adverse effects be medically necessary. See the graph and
further guidance in appendix 3

3.187 When treatment is a s57, 58 or 58A treatment then it can only be prescribed or
administered with the appropriate treatment certificate. A copy of any statutory
forms authorising treatment must be kept with the medication card for the period it
continues to authorise the treatment. The exception to this is when it is prescribed
as urgent treatment under s62.

3.188 For s58 treatment (medication after 3 months) in situations in which the patient has

capacity to consent and consents the Form T2 must be completed by the RC, or AC
directing the treatment. That person must also complete the relevant form provided
by the Mental Health Act administration team.
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3.189

3.190

3.191

3.192

3.193

3.194

3.195

3.196

All the relevant drugs should be listed, including medication to be given “as
required” (prn), either by name or by the classes described in the British National
Formulary (BNF) that is being used at the time. The specific BNF being used may
change and professionals will need to ensure they are up to date with current
guidance. If drugs are specified by class, the certificate should state clearly the
number of drugs authorised in each class, and whether any drugs within the class
are excluded. The maximum dosage and route of administration should be clearly
indicated for each drug or category of drugs proposed. This can exceed the dosages
listed in the BNF, but particular care is required in these cases.

Solent NHS Trust has issued guidance on recording the following on T2s and
medicine cards: the use of high dose anti-psychotics, unlicensed medication and
medication that can be prescribed for a mental disorder or another reason. This is in
appendix 4 and ACs should follow this when completing T2 certificates.

If there is a permanent change of RC then a new T2 must be completed. However,
the previous T2 can be used whilst this is being done.

For s58 treatment (medication after 3 months) in situations in which the patient has
capacity to consent but does not consent or lacks capacity to consent a SOAD must
be requested to approve the treatment plan on a form T3. The Mental Health Act
Administrators will monitor detained patients and alert RCs 4 weeks before the end
of the 3 month period. It is the responsibility of the RC to inform the patient and to
provide the Administrators with the SOAD referral if required. Ideally, this should be
three weeks before the expiry of the 3 month period to ensure any certificate is in
place in time. The Mental Health Act Administrators will forward the request to and
liaise with the CQC SOAD service.

When the SOAD attends the ward they will consult with two other persons involved
in the patients care: statutory consultees. The statutory consultees whom the SOAD
proposes to consult should consider whether they are sufficiently concerned
professionally with the patient’s care to fulfil the function. If not, or if a consultee
feels that someone else is better placed to fulfil the function, they should make this
known to the clinician in charge of the treatment and to the SOAD in good time.

Statutory consultees may expect to have a private discussion with the SOAD and to
be listened to with consideration. Among the issues that the consultees should
consider commenting on are:
e the proposed treatment and the patient’s ability to consent to it;
e their understanding of the past and present views and wishes of the patient;
e other treatment options and the way in which the decision on the treatment
proposal was arrived at;
e the patient’s progress and the views of the patient’s carers; and
e where relevant, the implications of imposing treatment on a patient who
does not want it and the reasons why the patient is refusing treatment.

If the SOAD wishes to speak to the statutory consultees face to face, the consultee
and their manager should takes steps to ensure that the SOAD is able to do so.

If the SOAD approves the treatment plan they have a duty to provide written
reasons. This may be on the treatment certificate or a separate form. The certificate
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3.197

3.198

3.199

3.200

3.201

may be acted on even though the SOAD’s reasons have yet to be received. But if
there is no pressing need for treatment to begin immediately, it is preferable to wait
until the reasons are received, especially if the patient is likely to be unhappy with
the decision.

It is the personal responsibility of the clinician in charge of the treatment to
communicate the results of the SOAD visit to the patient. This need not wait until
any separate statement of reasons has been received from the SOAD. But when a
separate statement is received from the SOAD, the patient should be given the
opportunity to see it as soon as possible, unless the clinician in charge of the
treatment (or the SOAD) thinks that it would be likely to cause serious harm to the
physical or mental health of the patient or any other person. This clinician must
record on SystmOne details of their discussion with the patient about the reasons or
their justification for not informing the patient.

Currently, s58A treatment only relates to ECT and the administration of medication
as a part of the ECT. If the patient has capacity and consents then the RC must
complete Form H4 and the relevant form provided by the Mental Health Act
Administration Team. In all other situations, a SOAD will be requested to complete
Form H6. The same requirements regarding statutory consultee’s consultation and
recording and the AC giving the patient the SOAD’s reasons and recording this relate
to this as detailed above in relation to medication after 3 months.

Solent NHS Trust have given guidance and agreed process for other situations when
ECT may be administered. These are in appendix 5.

The AC directing treatment that has been authorised by a SOAD must submit a
report to the CQC at specified intervals (known as a s61 report):

on the next and subsequent occasions that the authority for the patient’s detention
is renewed under Section 20(3), 20A(4) or 21B(2);

at any other time if so required by the Care Quality Commission;

for CTO patients, if they have been treated under Part IV during a period of recall
during that period of CTO, when the CTO is renewed under s20A; and

in the case of patients subject to a restriction order, at the end of the first six
months, if treatment began during this period, and subsequently on each occasion
that the responsible clinician is statutorily required to report to the Secretary of
State.

The Mental Health Act Administration team will monitor these periods and inform
the relevant AC. It is the responsibility of the AC to complete the CQC’s standard
report form and submit it to the CQC via the Mental Health Act Administrators.

A treatment certificate only remains valid providing the facts it describes remain the
case. In these situations valid authorisation should be sought. A certificate will no
longer be valid if:

e the patient’s capacity to consent changes,

e the patient with draws consent, or

e the treatment changes so that it is no longer authorised.
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Treatment Immediately Necessary (s62)

3.202

3.203

3.204

3.205

3.206

Section 62 enables the authorisation of s57, 58 and 58A treatment without the
certificate in specifically defined situations where the treatment is immediately
necessary.

This applies only if the treatment in question is immediately necessary to:

= save the patient’s life;

= prevent a serious deterioration of the patient’s condition, and the treatment
does not have unfavourable physical or psychological consequences which
cannot be reversed;

= alleviate serious suffering by the patient, and the treatment does not have
unfavourable physical or psychological consequences which cannot be
reversed and does not entail significant physical hazard; or

= prevent patients behaving violently or being a danger to themselves or others,
and the treatment represents the minimum interference necessary for that
purpose, does not have unfavourable physical or psychological consequences
which cannot be reversed and does not entail significant physical hazard.

It also applies if there was a certificate authorising the treatment but it is no longer
valid because the consent is withdrawn or no longer valid or the CQC have
withdrawn a valid certificate; and the AC consider the discontinuation of the
treatment or treatment under the plan would cause serious suffering to the patient.
| have requested a SOAD visit for a further certificate. (s62(2))

If the treatment is ECT (or medication administered as part of ECT) only the first two
categories above apply.

If s62 is to be prescribed the AC must complete the form provided by the Mental
Health Act administration team and forward it to the Mental Health Act
Administrators. If the treatment is being given pending a SOAD certificate then the
MHA administration team must ensure that the appropriate referral has been made.
This treatment should continue only as long as it is immediately necessary.

The Mental Health Act Lead will report all instances of the use of s62 to the Mental
Health Act Scrutiny Committee.

Covert Medication

3.207

3.208

Medication given covertly is by nature given without consent. This should only be
done in exceptional circumstances.

Before the use of covert medication the Responsible Clinician, or if they are not a
doctor the Approved Clinician prescribing the treatment must consider:

o the person’s level of understanding that they would be receiving medication
and its purpose,

e what are the risks of giving the medication non-covertly both in terms of
risks associated with administering it and likelihood of the person not
receiving treatment,

e what is the risk to the patient or others if they don’t receive treatment and
the benefits if they do, and

e considering this why covert administration of medication is or is not a
proportionate response.
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3.209

3.210

In considering these issues the clinician should have regard to the reason the person
is detained and the fact that a tribunal may, in the interest of justice, rule the
disclosure to the patient of the administration of the medication. The clinician must
also consider the review of the decision to administer covertly. This should be at
least 1 month, then 3 monthly, then 6 monthly and then yearly. These decisions
should be recorded on the appropriate form. The form below should be completed.

The Supreme Court delivered a judgment on the deprivation of liberty on 16/17 year
olds who are unable to consent to their deprivation in September 2019 (in the
matter of D (A child). [2019] UKSC42.)

We are no longer able to rely on the consent of those who hold parental
responsibility, for a 16/17-year-old that need treatment in a Trust hospital, where
the conditions would amount to a deprivation of liberty.

In these circumstance, their deprivation would need to be authorised by a legal
framework under;

- The Mental Health Act 1983, where applicable.
- Section 25 of the Children Act 1989, where relevant
- An order made by the Court of Protection.

Please observe the links in the Consent to Treatment and Mental Capacity Act
policies.

Audit and Assurance

3.211

3.212

Hospital wards must have processes in place to regularly audit the treatment of
detained patients and to ensure that any exceptions are addressed as soon as
possible.

Any instances in which treatment is administered without proper authority will be

reported as risk incidents via the electronic risk reporting system. The ward manager
and the Lead Consultant Psychiatrist will be informed to address with the appropriate
nurse and doctors accordingly.

3.213

3K
3.214

3.215

The Mental Health Act Administrators will audit the treatment of detained patients
as part their audit of inpatient units. These audits will be reported to the Mental
Health Act scrutiny Committee.

Tribunal Appeals and Referrals

Having reliable systems in place to ensure automatic referrals and patients appeals
to the First Tier Tribunal are carried out in a timely manner is essential in ensuring
detained patients are afforded their rights under Article 5 of the European
Convention of Human Rights.

Informing patients of their rights to appeal to the Tribunal is an essential part of
Solent NHS’s duty under the Act to inform patients of their rights. It is essential that
when staff are discharging this duty every effort is made to support patients to apply
and to access legal advice when requested. Staff members must inform detained
patients of their right to present their own case to the Tribunal and their right to be
represented by someone else. This is especially important for CTO patients who may
not have daily contact with professionals. Staff members also need to be aware that
the IMHA service can offer patients further independent support in accessing their
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rights to apply to the tribunal and seek legal advice. However, receiving IMHA
support does not replace a patient’s rights to full legal advice.

3.216 The Mental Health Act Administration team are responsible for monitoring periods
of patient’s detention and making automatic referrals to the Tribunal office, in line
with the Act. A summary of when to refer is provided in the Mental Health Act
Reference Guide. The team must keep records of:

e the detention and discharge of the patients for whom Solent NHS
Trust are responsible;

e applications made by those patients to the Tribunal; and

e applications and references to the Tribunal made by other people
in respect of those patients.

3.217 A patient detained under s2 of the Mental Health Act can apply for a tribunal
within the first 14 days of their detention. The Tribunal office will only process the
request if they receive the application on the 14" day, or next working day, if it
was not a working day. Therefore, if a patient informs a staff member they wish to
apply for a tribunal on the 14™ day, it is the responsibility of that staff member to
either personally liaise with the Mental Health Act Administrators to ensure the
tribunal office receive the application in time, or if the Mental Health Act
Administrators are unavailable, to send the application themselves by safe haven
fax or secure e-mail.

3.218 The Mental Health Act Administrators will audit the time taken to make automatic
referrals on an annual basis and the Mental Health Act Lead will report this to the
Mental Health Act Scrutiny Committee.

3.219 Solent NHS Trust may also request the Secretary of State to refer a patient for a
tribunal. the Mental Health Act Administrators are responsible for raising cases,
with the Mental Health Act Lead, of any patients whose rights under Article 5(4) of
the European Convention on Human Rights might otherwise be at risk of being
violated because they are unable (for whatever reason) to have their cases
considered by the Tribunal speedily following their initial detention or at
reasonable intervals afterwards. The Mental Health Act Lead is responsible for
considering asking the Secretary of State to make a reference in respect of the
patient and for recording the reasons for making or not making such a request.

3.220 The Secretary of State should normally be requested to make a reference where:

e a patient’s detention under section 2 has been extended under section 29 of
the Act pending the outcome of an application to the county court for the
displacement of their nearest relative;

e the patient lacks the capacity to request a reference; and

e either the patient’s case has never been considered by the Tribunal, or a
significant period has passed since it was last considered.

3.221 Any instances in which the Secretary of State has been requested to refer a patient’s

case to the Tribunal office will be reported to the Mental Health Act Scrutiny
Committee by the Mental Health Act Lead.
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3.222

3.223

3.224

3.225

3.226

3.227

3.228

3.229

The Code of Practice identifies a number of other duties that Solent NHS Trust has in
connection with Tribunals. How these will be discharged is detailed below.

Staff members responsible for a patient’s day to day care must inform the Mental
Health Act Administrators immediately of any events or changes that might have a
bearing on Tribunal proceedings — for example, where a patient is discharged or one
of the parties is unavailable. The Mental Health Act Administration team will liaise
with the tribunal office accordingly. An application will also be considered to be
withdrawn if the patient is discharged.

The Mental Act Administrators are responsible for informing responsible staff
members the deadline for submitting reports. The responsible staff members are the
Responsible Clinician, the lead nurse and the care co-ordinator. If the lead nurse or
the care co-ordinator are unable to undertake the report then the team manager is
responsible for allocating to another team member. The reports must be submitted
by the deadline unless prior agreement is given by the Tribunal office to submit at an
alternative date.

Late submissions of reports can result in delays to the tribunal and have a significant
impact on the patient’s article 5 rights being met. The Mental Health Act
Administrators are responsible for monitoring the submission of reports, co-
ordinating them and submitting them to the Tribunal office on time. Any instances in
which the Tribunal office issue directions for late reports will be reported, by the
Mental Health Act Lead to the Mental Health Scrutiny Committee.

Responsible staff members must ensure that their reports are up-to-date and
written in accordance with the tribunal’s rules and procedures. The Mental Health
Act Lead will produce and review guidance on report writing that encompasses these
rules. These can be found on the Mental Health Act intranet site. Where ever
possible the contents of reports must be shared with the patient and their views
recorded. When this is not done clear reasons for not doing so must be recorded.
The IMHA service may be able to support a patient to understand the reports
written about them.

All professionals who attend Tribunal hearings must be adequately prepared. They
must know their reports and be in a position to provide the tribunal with any
updates not in the reports.

It is the responsibility of the detaining authority to demonstrate that the grounds for
detention are met. The Responsible Clinician should be clear in both their report and
their evidence how these grounds are met. If other staff presenting reports have a
different view then it is important that they have discussed this with the Responsible
Clinician before the tribunal and allowed them to consider these views.

The tribunal chair may ask the Responsible Clinician if he is representing the
detaining authority. It is the decision of the RC as to whether they wish to undertake
this role. However, if there are specifics of the case that justify formal legal
representation, the RC should discuss these with the Mental Health Act Lead well in
advance of the tribunal and formal legal representation can be considered.
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3.230

3.231

3.232

3.233

3L
3.234

3.235

3.236

3M

Where the patient is under the age of 18 and the responsible clinician is not a child
and adolescent mental health service (CAMHS) specialist, the Mental Health Act
Administrators will request a report from a CAMHS specialist.

A medical member of the Tribunal may want to examine the patient at any time
before the hearing. Ward managers must ensure that the medical member can see
patients who are in hospital in private and Mental Health Act Administrators must
ensure they can examine their medical records. It is important that the patient is
told of the visit in advance so that they can be available when the medical member
visits.

It is essential that every effort is made to enable patients to engage in the process
and for them to fully participate in their Article 5 rights. The Tribunal service will
provide such services of sign language interpreters, lip speakers or palantypists as
may be necessary. The staff responsible for reports are also responsible for
identifying any specific needs at an early stage and liaising with the Mental Health
Act Administrators, who will liaise with the Tribunal office.

The Tribunal will normally communicate its decision to all parties orally at the end of
the hearing. Provided it is feasible to do so, and the patient wishes it, the Tribunal
will speak to them personally. Otherwise, the decision will be given to the patient’s
representative (if they have one). If the patient is unrepresented, and it is not
feasible to discuss matters with them after the hearing, the Mental Health Act
Administrators will liaise with the ward manager who must ensure that the patient is
told the decision as soon as possible.

Reporting to the Care Quality Commission (CQC)

Solent NHS Trust have a duty to report the death of detained patients and certain
instances of Absence Without Leave (AWOL) to the Care Quality Commission. The
latter does not apply to Solent NHS Trust as they do not manage any wards to which
the requirements apply.

It is the responsibility of ward managers to ensure the Mental Health Act
Administrators and the Quality and Risk team are informed of any of these instances.

The Quality and Risk Team will then make the appropriate report to the CQC.

The Mental Health Act Lead will inform the Mental Health Act Scrutiny Committee of
any such reports made to the CQC.

Supervised Community Treatment (Community Treatment Orders)

Overview

3.237

3.238

The term Supervised Community Treatment refers to all the provisions surrounding
a Community Treatment Order (CTO), including the powers within the order itself.
The Code of Practice gives extensive guidance with regard to CTO and must be
consulted by practitioners. There is no lower age limit to the use of CTO.

Supervised Community Treatment is intended to give a statutory framework to
support and increase the likelihood of patient’s compliance with treatment once
they have been discharged from hospital. It is intended that this will reduce the
likelihood of relapse and any harm resulting from this. It has:

e 2 compulsory conditions,
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° enables the RC to set further conditions,

e  hasa power for the RC to recall the patient to hospital for up to 72 hours,

e and, during a period of recall, a power for the RC to revoke the CTO and the

patient to return to being detained in hospital.

A CTO, therefore, impacts upon the everyday rights and freedoms of the person and
is likely of these rights being engaged is that any infringement of them must be in
line with the provisions of the Mental Health Act 1983, necessary to achieve the risks
it is used to manage, and a proportionate response to the situation. The principles in
the Code of Practice would also require the measure in question be the least
restrictive way of achieving the necessary end.

3.239 The conditions attached to a CTO cannot amount to a deprivation of liberty. If it is
necessary to impose a care plan that amounts to a deprivation of liberty for a person
that lacks capacity to consent then consideration should be given to using the
Deprivation of Liberty Safeguards or making an application to the Court of
Protection, either on their own or in conjunction with a CTO. If a person has capacity
to consent to conditions then conditions, that otherwise would amount to a
deprivation of liberty, can only be imposed with the consent of the patient. This
consent must be real.

3.240 Regarding the purpose of CTO, the Code of Practice states the following:

e The purpose of CTO is to allow suitable patients to be safely treated in the
community rather than under detention in hospital, and to provide a way to
help prevent relapse and any harm — to the patient or to others — that this
might cause. It is intended to help patients to maintain stable mental health
outside hospital and to promote recovery. (COP 29.5)

e CTO provides a framework for the management of patient care in the
community and gives the responsible clinician the power to recall the
patient to hospital for treatment if necessary. (COP 29.6)

3.241 The following criteria must be met for a CTO to be made:

1. The patient is detained in hospital for treatment under section 3 or a Part ll|
order without restriction; and

2. All the following criteria are met.
e the patient is suffering from a mental disorder of a nature or degree
which makes it appropriate for them to receive medical treatment;

e it is necessary for the patient’s health or safety or for the protection
of others that the patient should receive such treatment;

e subject to the patient being liable to be recalled as mentioned
below, such treatment can be provided without the patient
continuing to be detained in a hospital;

e it is necessary that the responsible clinician should be able to

exercise the power under section 17E(1) of the Act to recall the
patient to hospital; and

Mental Health Act Policy Page 52 of 103 Version 5





3.242

3.235

3.236

3.237

3.238

3.239

e appropriate medical treatment is available for the patient.

In deciding if recall is necessary the Act states the RC should 'consider, having regard
to the patient’s history of mental disorder, and any other relevant factors, what risk
there would be of deterioration of a patient’s condition if he were not detained in a
hospital (as a result, for example, of his refusing or neglecting to receive the medical
treatment he requires for his mental disorder). s17A((6).

The Code states ‘CTO may be used only if it would not be possible to achieve the
desired objectives for the patient’s care and treatment without it’ and that the key
factor in the decision is whether the patient can safely be treated for mental
disorder in the community only if the responsible clinician can exercise the power to
recall the patient to hospital for treatment if that becomes necessary.

Alternatives to CTO include s17 leave, guardianship, or discharging as an informal
patient. Discharging as an informal patient is clearly the least restrictive alternative.
However, it may not be sufficient to manage the specific risks of the case. CTO, s17
leave and guardianship are separate regimes, have different qualifying requirements
and different powers. ldentifying the most appropriate one involves clarifying the
necessary aims that need to be achieved to safely manage risk and promote
recovery and considering how these relate to the specific powers of each regime and
the least restrictive way of achieving those aims.

When considering the suitability of a CTO, it may be helpful to consider the person’s
understanding and view of the power of recall and how the power of recall is likely
to affect their behaviour.

The Code, further, identifies the following as relevant factors when considering the
necessity of having a power of recall to ensure a patient receives treatment:

e The fact that a relapsing history may indicate the need for CTO but a
relapsing history does not have to be proved for the criteria to be met. What
else is considered will depend on the case but could include the patient’s
insight, attitude to treatment, current mental state and social circumstances.

e The risk of deterioration is a significant factor but needs to be considered
alongside the seriousness of the risk associated with the deterioration: risk
of deterioration alone would not meet the criteria for a CTO.

e The patient does not have to formally agree to a CTO but some level of co-
operation, even if reluctant, is necessary for it to work. In particular, unlike
s17 leave CTO does not give the authority to treat a patient with capacity to
consent to treatment, who refuses treatment; recall should be considered in
this instance.

The treatment includes medication but can also include out-patient appointments,
visits by doctors, mental health practitioners, OT work etc. A CTO may not be able to
ensure engagement with all of these. However, not all of these will be essential to
ensure safe maintenance and monitoring in the community. For example, ensuring
compliance with a depot may be significant whereas ensuring engagement with
activities may be desirable in promoting recovery but not essential in preventing
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relapse. Each case will be different and the facts of that case will need to be
considered.
3.240 Chapter 31 of the Code gives further advice to consider when choosing between the
regimes and practitioners should be familiar with this guidance. It can be

summarised in the tables below.

Factors suggesting longer-term
leave

Factors suggesting CTO

¢ Discharge from hospital is for a
specific purpose or a fixed period.
¢ The patient’s discharge from
hospital is deliberately on a “trial”
basis.

* The patient is likely to need
further in-patient treatment
without their consent or
compliance.

* There is a serious risk of
arrangements in the community
breaking down or being
unsatisfactory — more so than for
CTO.

e There is confidence that the patient is
ready for discharge from hospital on an
indefinite basis.

¢ There are good reasons to expect that
the patient will not need to be detained
for the treatment they need to be given.
¢ The patient appears prepared to
consent or comply with the treatment
they need — but risks as below mean that
recall may be necessary.

¢ The risk of arrangements in the
community breaking down, or of the
patient needing to be recalled to hospital
for treatment, is sufficiently serious to
justify CTO, but not to the extent that it is
very likely to happen.

Factors suggesting guardianship

Factors suggesting CTO

¢ The focus is on the patient’s
general welfare, rather than
specifically on medical treatment.
There is little risk of the patient
needing to be admitted
compulsorily and quickly to
hospital.

¢ There is a need for enforceable
power to require the patient to
reside at a particular place.

e The main focus is on ensuring that the
patient continues to receive necessary
medical treatment for mental disorder,
without having to be detained again.

e Compulsory recall may well be
necessary, and speed is likely to be
important.

3.241 Section 17 leave has a number of additional powers that CTO does not have, these

include:

e the RC does not need agreement of an AMHP when setting conditions,

e a condition can be set that the person must remain at a residence and be in
a person’s custody whilst there. This enables the person to be taken into
custody and returned there if necessary,

e the person remains subject to Part IV treatment provisions, and

e the RC does not need agreement before revoking the leave and this can be
done without first recalling the patient to hospital.
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Conditions

3.242

3.243

3.244

3.245

3.246

3.247

The following 2 conditions are mandatory and apply to all CTOs:

1) Patients must make themselves available for examination by his/her
Responsible Clinician when needed to for consideration of the extension of
the CTO.

2) Patients must make themselves available for examination if necessary, to
allow a SOAD to provide a Part 4A certificate authorising treatment.

Responsible Clinicians may also, with the AMHP’s agreement, set other conditions
which they think are necessary or appropriate to achieve one of these 3 purposes:
¢ ensure that the patient receives medical treatment for mental disorder;
¢ prevent a risk of harm to the patient’s health or safety;
e protect other people.

Conditions may be set for any or all of these purposes, but not for any other reason.
The AMHP’s agreement to the proposed conditions must be obtained before the
CTO can be made.

The RC varies conditions by completing a CTO2. Although the RC may vary conditions
without the AMHP’s agreement, they should not normally include a condition that
an AMHP has previously objected to, unless there has been a change in
circumstances. It would be good practice to seek the AMHP’s view in this
circumstance.

In considering what conditions might be necessary or appropriate, the responsible
clinician should always keep in view the patient’s specific cultural needs and
background. The patient, and (subject to the normal considerations of patient
confidentiality) any others with an interest such as a parent or carer, should be
consulted.

The conditions should:

e be kept to a minimum number consistent with achieving their purpose;

e restrict the patient’s liberty as little as possible while being consistent with
achieving their purpose;

e have a clear rationale, linked to one or more of the 3 purposes stated above;
and

e be clearly and precisely expressed, so that the patient can readily
understand what is expected.

The breaking of a condition, other than the two mandatory conditions, does not in
itself give sufficient authority to recall a patient. It should lead to a review. The
power to recall, as discussed below, is dependent on certain criteria being met and it
is these criteria that the patient and situation should be reviewed against. In light of
this, it may be helpful to see conditions as a way of negotiating with the patient, the
RC communicating his view of the minimum the patient needs to do to prevent
relapse and an increase in risk and support the patient towards recovery and self-
management.

Care Planning

3.248

Patients do not need to agree to be under CTO. However, there will need to be a
certain amount of engagement, even if that is reluctant engagement, for CTO to
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3.249

3.250

3.251

3.252

3.253

work in practice. CTO should be used in conjunction with the CPA process, should be
done, as much as possible, in partnership with the patient, should be informed by
the guiding principles of the Act and should appropriately involve carers.

Patients under CTO are entitled to s117 aftercare and therefore the s117 aftercare
policy should be consulted.

CTO is more likely to be effective if the care co-ordinator is involved in planning and
seeks to maximise partnership working with the patient.

CTO should not be seen as a permanent solution and from the outset professionals
should be working with the patient to identify what needs to be achieved for the
patient to be discharged. Where ever possible this should be communicated to the
patient and form a part of the CPA process.

All patients on CTO are subject to CPA or the equivalent. They must have an up to
date care plan, risk assessment and crisis and contingency plan. For the purpose of
CTO these must:
e record any conditions attached to the CTO
e clearly state the relapse indicators, factors that may lead to recall, and any
potential risks associated with the recall process;
e identify plans to manage these;
e identify any risks and or benefits of the involvement of the person’s family
and social network and their views; and
e record the person’s views and if they have a signed copies of the plans or a
reason why not.

The RC is responsible for monitoring the patient on the CTO. In order to ensure this
occurs the care co-ordinator must inform the RC of any significant increase in risk or
deterioration in mental state, any time a condition is breached or treatment is
refused. The RC and care co-ordinator will review the situation and record their plan
and reasons.

Process of making a CTO

3.254

3.255

3.256

3.257

The application is made by the Responsible Clinician on form CT01. An AMHP must
sign to state that the criteria are met, it is appropriate to make the order, and the
conditions are necessary or appropriate for the purposes specified. When
considering a CTO the RC is responsible for ensuring a referral is made to the AMHP
service in sufficient time for the AMHP to fully consult the multi-disciplinary team
and other relevant parties involved, the patient, review any notes and attend any
CPAs.

The CTO1 must state the date that the CTO commences. This can be a future date.

On completing the CTO1 it must be forwarded to the Mental Health Administration
team, who will scrutinise and receive it on behalf of Solent NHS Trust.

Section 3C of this policy sets out the requirements to provide information to
patients and who is responsible for discharging these. It applies to patients subject
to CTO.
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Consent to Treatment Rules

3.258

3.259

3.260

3.261

3.262

3.263

3.264

3.265

3.266

3.267

Patients subject to CTO come under Part IVA of the Mental Health Act and are no
longer subject to Part IV. No treatment certificate is required until the later of; the
first month the patient is on CTO or for the first three months after the date the
patient was admitted under the initial detaining section. The Mental Health Act
Administrators will monitor these time periods and inform the RC at least three
weeks before a treatment certificate is required.

For patients who lack capacity to consent the certificate requirement is met by a
CTO11. This is discussed below. For patients who have capacity to consent to the
treatment, and do consent, the certificate requirement is met by a CTO12. This is
completed by the AC directing the treatment.

It is the responsibility of the RC to complete the appropriate forms to apply for a
Treatment Certificate and for the Mental Health Act Administration team to make
the referral for a SOAD service.

The Mental Health Act Administrator will liaise with the SOAD and the care co-
ordinator. The care co-ordinator is responsible for informing and reminding the
patient of the time, date and place of the SOAD visit and if necessary, taking
appropriate steps to support them to attend. The care co-ordinator must record any
steps taken in this regard as the SOAD will require this evidence if the patient does
not attend.

On visiting the SOAD will need to speak to two statutory consultees. The guidance
stated earlier in the policy applies to these consultees.

A copy of any certificate to treat a patient should be kept with the treatment card, in
the patient’s notes and the original with the Mental Health Act Administration team.
The Mental Health Act Administrators will inform the GP, in writing, of the
medication that has been approved by the SOAD and inform them that before
prescribing medication for mental disorder outside of this they must discuss it with
the RC, as a new SOAD referral will be required.

The Mental Health Act Administration team will review patients under CTO to
ensure that all relevant patients have a SOAD certificate in place.

The CTO11 treatment certificate states that treatment in the community is
appropriate. However, it does not, in itself, provide the authority to treat patients in
the community.

In summary, whereas Part IV enables a patient to be treated in the absence of
consent, Part IVA contains no such provisions. It contains safeguards for patients but
does not give any specific authority to treat. For adult patients, this authority will
come from the patient’s consent or the Mental Capacity Act 2005. Therefore, if a
patient is objecting to treatment the RC should consider if it is appropriate to use
their power of recall and if the associated criteria are met. However, they should be
aware that refusing treatment in itself does not give authority to recall; the criteria
must also be met.

Treatment rules for children are different than those for adults. The Mental Capacity
Act 2005 does not apply to anyone under 16 when assessing their ability to consent
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3.268

3.269

3.270

3.271

3.272

3.273

to treatment. Their competence to consent should be assessed instead. Chapter 36
of the Code of Practice gives guidance on this. A child who is competent to consent
can not be treated under CTO if they do not consent. Children who are not
competent to consent can be treated under the same circumstances as an adult who
does not have capacity to consent. However, a person with parental responsibility
can not consent on their behalf.

There are no provisions in Part IVA to treat, in the community, a patient who has
capacity and refuses treatment. However, s64G does give certain powers to treat a
patient under CTO in the community who lacks capacity to consent but objects.
Certain conditions must be met:
e the person giving the treatment must reasonably believe the patient lacks
capacity to consent,
e treatment is immediately necessary,
e if force is to be needed, the treatment is necessary to prevent harm to the
patient and the use of such force is proportionate to the seriousness and
likelihood of the patient suffering harm that is it used to prevent.

In order to be immediately necessary medication which is treatment for the mental
disorder must meet the following criteria:
a) itis immediately necessary to save the patient's life; or
b) itisimmediately necessary to prevent a serious deterioration of the patient's
condition and is not irreversible; or
c) itis immediately necessary to alleviate serious suffering by the patient and is
not irreversible or hazardous; or
d) itis immediately necessary, represents the minimum interference necessary
to prevent the patient from behaving violently or being a danger to himself
or others and is not irreversible or hazardous.

For the purpose of ECT, only conditions a) and b) apply.

The form provided by the Mental Health Act Administration team should be used to
authorise any treatment under s64(G).

The CTO11 can authorise treatment on recall to hospital. In order to do so the SOAD
must specifically state this on the form. Once recalled to hospital the patient comes
under Part IV of the Act and if it authorises treatment the CTO11 will form the
authority to treat. If the form is relied on for authority to treat then the RC, when
renewing the CTO, must provide a report on the treatment to the CQC. The Mental
Health Act Administrators will remind them of such.

If there is no CTO11 authorising treatment on recall and it is outside the initial three
months under which a treatment certificate is not needed for s58 type treatment
under Part IV and outside the first month of the CTO then the treatment can only be
given in the following circumstances:
e the patient has capacity to and consents and there is a valid certificate in
place;
e the patient is treated under s62 urgent treatment provisions (complete form
provided by the Mental Health Act Administration team);
e itis a s58 or s58A type treatment and the AC considers the discontinuation
of the treatment or treatment under the plan would cause serious suffering
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to the patient and has requested a SOAD visit for a further certificate.
(s62(2)) (complete form provided by the Mental Health Act Administration
team); or

e itis atreatment that comes under s63 and does not need a certificate.

Although a T3 valid during a period directly before the CTO was enacted is still
technically still valid the Code states it would not be good practice to rely on it and
the CQC support this view. In the absence of the above conditions being met the
treatment can only proceed once a valid treatment certificate is sought.

Recall and Revocation of a CTO

3.274

3.275

3.276

3.277

3.278

3.279

The RC may Recall a patient if:
e the patient requires medical treatment in hospital for his mental disorder;
and
o there would be a risk of harm to the health or safety of the patient or to
other persons if the patient were not recalled to hospital for that purpose.

The RC may also recall a patient if one of the two mandatory conditions are broken
by the patient. However, good practice would suggest that they first consider if
there is a less restrictive alternative way of safely managing the situation.

Breaking a condition that the RC has set does not in itself provide authority to recall.
It may be taken into account and must lead to a review of the patient and situation
against the criteria for recall. The RC must record the outcome of their review, the
plan and their reasons. At the same time, the criteria for recall may be met even
though no conditions have been broken.

On admission to hospital a recalled patient comes under Part IV. However, a SOAD
certificate under Part IVA, as detailed above, can authorise treatment on recall to
hospital.

In order to recall a patient the RC must complete form CTO3 and this must be served
on the patient. Depending on how it is served will alter when in law it can be
considered to be served and therefore when the patient is deemed to be recalled.
This is summarised in the table below.

Method of Serving form Notice effective

CT03

Form served by hand to the | Effective Immediately

patient

Deliver form by 1st class Served on the 2nd working day after
mail to address where posting (e.g. posted Friday effective from
patient is believed to be Tuesday)

Deliver form by hand to Notice deemed to be served after
patient’s usual or last midnight on the day it was delivered. It
known address does not matter whether it is a working
If appropriate, consider day, a weekend or a holiday. It does not
whether s135(2) warrant matter whether it is actually received by
should be sought the patient or not
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3.280

3.281

3.282

3.283

3.284

3.285

3.286

3.287

3.288

3.289

3.290

The RC has overall responsibility for co-ordinating recall of the patient. Further
guidance will be provided to services and kept up to date, in line with local changes,
by the Mental Health Act Lead.

If the patient does not return on their own and needs to be taken into custody and
returned to the hospital this can only be done by any nurse at the hospital, an
AMHP, a police officer or any person authorised in writing by the RC, the staff nurse
in charge of the ward, a qualified member of the community mental health team or
a member of the Crisis Resolution and Home Treatment team. The Mental Health
Act enables the RC to authorises this person in their own right; the Mental Health
Act enables the other staff members named to authorise this person as nominated
people acting on behalf of Solent NHS Trust.

The RC is responsible for ensuring a copy of the CTO3 is given to the nurse in charge
of the ward. On admission to hospital the senior nurse on the ward will complete
CT04 and forward it the Mental Health Act Administration team with the CTO3.

If a patient is recalled to a hospital other than the responsible hospital then the RC
must inform, in writing, the organisation that manages the responsible hospital of
the name and address to which the patient is recalled.

The nurse completing the CTO4 is responsible for ensuring the patient is informed
orally and in writing of their rights as a recalled patient and of the consent to
treatment provisions which apply.

Once a patient has been recalled the RC will need to consider if the CTO needs to be
revoked. If they consider it so, then they are responsible for ensuring a referral is
made to the AMHP service.

In order to revoke the CTO the RC must be satisfied that in his opinion, the
conditions mentioned in section 3(2) are satisfied in respect of the patient; and an
AMHP agrees with that opinion and that it is appropriate to revoke the order. The
AMHP and RC must complete CTO5 within 72 hours of recall.

If the 72 hours expires before a patient is discharged back onto the CTO or revoked
then they are no longer a recalled patient and should be considered back under CTO.

Mental Health Act Administrators are responsible for monitoring the periods of time
a patient is a recalled patient for. The Mental Health Act Lead will report this to the
Scrutiny Group and identify any instances when they were held for longer than 72
hours.

If a patient's CTO is revoked the patient becomes detained under the original section
they were detained under - s3 or a Part Il order without restrictions. The form CT05
will be scrutinised and received by the senior nurse on the ward and forwarded to
the Mental Health Act Administration team for further scrutiny.

If a patient’s CTO is revoked and the patient is detained in a hospital other than the
one which was the responsible hospital at the time of recall, the Mental Health Act
Administrators of the new hospital must send a copy of the revocation form to the
managers of the original hospital.
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Inpatient Staff and patient’s subject to CTO

3.291

3.292

3.293

3.294

3.295

A CTO patient may be an inpatient either because they have been recalled or
because they have agreed to an informal admission. Recalling the patient is not
about where the person is but their legal status.

A patient subject CTO and admitted informally can only be treated in line with the
CTO11. Section 5.2 or s5.4 cannot be used. In such situations, the RC must be
contacted and consideration given to recalling the patient. Out of hours this is the
on-call consultant. They cannot delegate this. If the RC of that moment is not
available to assess recall immediately then the person may consent to remain on the
ward until the RC can consider the issue, or there are a number of other powers that
provide sufficient authority to keep the person on the ward to prevent them causing
harm to themselves, others or property as long as the force used is both necessary
and proportionate to the harm threatened. The most common are:

e the common law of necessity if preventing them leaving is a proportionate
step to protect themselves or others from the immediate risk of significant
harm; or

e if they lack capacity, as defined by the Mental Capacity Act 2005, they could
be prevented from leaving if it is in their best interest, providing that the
restraint is necessary and proportionate to the seriousness and likelihood of
harm to self it is used to prevent.

When making this decision the nursing staff members need to be mindful of their
duty to take reasonable steps to prevent a risk to the person’s life, arising from self-
harm, that they knew or should have known about. These powers can only be used
to cover a delay in the RC being able to consider recall. They can not be used instead
of the RC considering recall. The effect of this is that when contacted the RC must
give a high priority to take steps to decide if the person needs recalled.

A recalled patient is covered by Part IV treatment provisions. This means that the
same rules apply for observation, searches and restraint as any other detained
patient. The person can also be granted s17 leave. This would not be a usual
occurrence but could be used, for example, if the person needs urgent treatment at
an acute hospital.

The effect of the treatment provisions are that, a recalled patient can only receive
medication for their mental disorder if:

e it is authorised on the CTO11 in the section that states the medication that
can be given on recall,

e it is the continuation of a treatment that the RC believes needs to continue,
as stopping it would cause serious suffering to the patient, and
arrangements are being made to seek the appropriate Treatment certificate

e it has not been three months since the person was first detained before
prior to being on the CTO or has not been on a CTO for one month

e an AC authorises it as an emergency treatment under s62.

A person whose CTO has been revoked is on the section they were on before being
placed on a CTO. They can only receive medication for their mental disorder if:
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e itis authorised on the CTO11 in the section that states the medication that
can be given on recall, and the appropriate treatment certificate is being
sought (T2 or T3),

e itis the continuation of a treatment that the RC believes needs to continue,
as stopping it would cause serious suffering to the patient, and
arrangements are being made to seek the appropriate treatment certificate,

e it has not been three months since the person was first detained before
going onto a CTO or has not been on a CTO for one month

e an AC authorises it as an emergency treatment under s62.

Transfer of a recalled patient to another hospital

3.296

3.297

3.298

3.299

3.300

3.301

3.302

3.303

A recalled patient can be transferred from one hospital to another. When both
hospitals are managed by Solent NHS Trust no formal procedure is needed. When
the hospital is managed by a different organisation the procedure below must be
followed.

Before transferring any patient from one hospital to another the factors set out in
Part 3E of this policy should be considered.

Solent NHS Trust authorise the patient’s RC, the nurse in charge of the ward, the
ward manager or their deputy to transfer recalled patients to another hospital and
make any necessary records on their behalf. Transfers are authorised by completing
form CTO6.

When a patient is transferred from a Solent NHS Trust hospital the nurse in charge
for the ward or the Mental Health Act Administrators must give the managers of the
new hospital a copy of the record of the time the patient was detained as a result of
being recalled to hospital (ie Form CTOA4). This must be done before or at the time
that the patient is transferred.

When a patient is transferred to a Solent NHS Trust hospital the nurse in charge of
the ward must record the time of the patient’s admission there using the same Form
CTO6 on which the transfer was originally authorised.

If a NHS patient is recalled to an independent hospital by Solent NHS Trust and
Solent NHS Trust has contracted to act as the Responsible Hospital, the patient’s
transfer to another hospital under different management may be authorised by a
ward manager, their deputy or an AC.

A transfer between hospitals while a patient is recalled does not change the
responsible hospital; the procedure below should be followed.

Patients whose transfer has been authorised may be conveyed to the new hospital
by an employee of Solent NHS Trust, a person authorised by the managers of the
other hospital or by any person authorised by the managers of the hospital to which
to patient is being transferred. This may only be done during the 72 hour period for
which the patient may be detained on the basis of the recall. It is the responsibility
of any Solent NHS Trust staff member authorising transfer to unsure that safe
arrangements are made for the transfer.
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3.304

The Mental Health Act Administration team will keep a register of any such
transfers. The Mental Health Act Lead will report any such transfers to the Mental
Health Act Scrutiny group.

Transfer of Responsible Hospital

3.305

3.306

3.307

3.308

3.309

3.310

3.311

3.312

3.313

3.314

The responsible hospital is the hospital that has overall responsibility for the lawful
discharge of duties and powers under the Mental Health Act, in respect of a CTO
patient.

Solent NHS Trust may authorise the transfer of a CTO patient’s responsible hospital
to a hospital managed by a different organisation.

Solent NHS Trust delegate this function to the patient’s RC, the nurse in charge of
the ward, the ward manager or their deputy. The transfer is authorised by
completing Form CTO10 (even if the new responsible hospital is in Wales). They may
only do so if the managers of the new hospital agree to the assignment and specify a
date on which it is to take place.

If responsibility is to be assigned from a hospital in Wales, the procedures in
the equivalent Welsh regulations apply instead (and the equivalent Welsh form must
be used).

Once responsibility is assigned, the new hospital becomes the responsible hospital.

A change of responsible hospital does not change the date on which the CTO
is due to expire, nor the period for which it could (if appropriate) be extended.

If a patient’s responsible hospital is transferred to a Solent NHS Trust hospital the
patient must be notified of the reassignment of responsibility either before or as
soon as practicable afterwards. This is delegated as set out in section 3.7 of this
policy. The patient should also be re-informed of their rights.

Unless the patient has requested otherwise (or does not have a nearest relative),
Solent NHS Trust must also take whatever steps are reasonably practicable to have
the person they think is the patient’s nearest relative informed, again either before
or as soon as practicable after the reassignment. Information given to a nearest
relative must be in writing, but may be communicated by electronic means (e.g. e-
mail) if the nearest relative agrees. This is delegated to the Mental Health Act
Administrators.

If Solent NHS Trust is acting as the responsible hospital for an independent hospital
then transfer of responsible hospital to a hospital managed by a different
organisation may be authorised as set out above.

The Mental Health Act Administration team will keep a register of any such
transfers. The Mental Health Act Lead will report any such transfers to the Mental
Health Act Scrutiny group.

Extension of the CTO

3.315

The Mental Health Act Administrators will monitor patients detained under CTO and
inform RCs of their duty to consider extending it.
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3.316

3.317

In the two month period before the CTO is due to expire the RC must examine the
patient and determine if the grounds for the CTO continue to be met and if it should
be extended. In doing this they must consult one or more professionals involved in
the patient’s medical treatment. After doing this, if they consider the grounds are
met and an AMHP agrees with this opinion and that it is appropriate to extend the
CTO it can be extended by the AMHP and RC completing form CTO?7.

The RC is responsible for ensuring that a referral is made to the AMHP service in
plenty of time for the AMHP to take all appropriate steps to consider the case and
form their view. If the CTO is to be extended, the form CT07 will be completed by
the RC and AMHP and forwarded to the Mental Health Act Administration team who
will receive it and scrutinise it. They will then make any necessary arrangements
with regard to manager’s panel hearings and the first tier tribunal as indicated by
the Mental Health Act and set out in this policy.

Concerns by and involvement of family members

3.318

3.319

3.320

Subject to the normal considerations of patient confidentiality, good planning should
involve a patient’s social network, particularly those who play a part in the care or
monitoring of the patient.

Undue reliance should not be placed on carers and the impact of any care plan, on
them, should be taken into consideration. However, where possible, significant
people in a patient’s social network should be involved in care planning, including
relapse and prevention, and know who to contact to express concerns.

Carers are often the first to identify if a person is relapsing or failing to comply with
conditions. If carer’s express such concerns then:

e As much detail as possible should be gathered about the concerns, how it is
affecting compliance with conditions, the mental state of the patient and
any risks.

e The level of involvement of the carer, their relationship with and knowledge
of the patient and the patient’s mental health difficulties, current risk
assessments, risk management plans and evidence from other sources
should be considered when risk assessing this information and considering
what weight to give it.

The concerns, alongside the weight to be given them and the course of action to be
taken, should be clearly recorded in the patient’s record.

Reviewing the need for and discharging a CTO

3.321

3.322

A patient being subject to CTO should not be seen as a permanent solution. It is
important that from the beginning the RC and other professionals are involved ask
what needs to be achieved for the CTO to be discharged and the patient given
responsibility for their own management. As far as is possible, this should be done in
partnership with the patient and expectations clearly communicated to them.

The RC has a legal responsibility to keep the criteria under review and to discharge
the CTO when it is no longer necessary or the criteria are no longer met.
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3.323 The RC discharges CTO by completing a report and submitting it to the Mental
Health Act Administrators.

3.324 If an RC discharges the CTO they are responsible for ensuring the patient is informed
of the discharge and its implications.

Effect of a further application under Part Il of the Act on CTO

3.325 If a s2 application is made in respect of an CTO patient the CTO does not cease to
have effect. In this situation the RC should consider using their power of recall and
discharging the CTO. If the patient is detained in a hospital other than the
responsible hospital and has a different RC in relation to the s2 then the two RCs
should consult and agree the best way forward. This must be recorded on the
patient’s file.

3.326 If a s3 application or guardianship application is made in respect of an CTO patient
then the CTO ceases to have effect.

Audit of CTO patient’s files
3.327 Community teams are responsible for establishing systems to ensure the ongoing
monitoring of CTO patient’s files and ensuring that, in line with this policy, such
patients:
e are informed of their rights;
e receive treatment only as the act allows;
e have their statutory paperwork duly completed; and
e have care plans that meet the required standard.

3.328 The Mental Health Act Administration team will audit CTO patient’s files as part of
the rolling audit of wards. This will be reported to the Mental Health Act Scrutiny
Committee.

3N Domestic Violence, Crime and Victims Act 2004: Duties of Solent NHS Trust
towards certain victims of crime

3.329 Solent NHS Trust has certain duties towards victims of violent or sexual offences
(specified offence) in certain situations when the offender is an unrestricted patient
detained by Solent NHS Trust.

3.330 These duties apply when the patient;

e was convicted of a specified offence (or found not guilty by reason of
insanity, or to be under a disability but to have done the act or made the
omission charged against them) on or after 1 July 2005 and are then given
an unrestricted hospital order on or after 3 November 2008;

e was convicted and given a prison sentence of at least 12 months for a
specified offence on or after 1 July 2005 and who are then given an
unrestricted transfer direction on or after 3 November 2008;

e was already a restricted patient (jn relation to a specified offence), and who
ceases to be subject to restrictions on or after 3 November 2008.

3.331 Such patients are referred to below as relevant patients.
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Ensuring Relevant Patients are identified

3.332

3.333

3.334

3.335

3.336

3.337

3.338

3.339

It is the responsibility of Mental Health Act Administrators to identify such patients,
record this on their file and inform the RC and care team involved.

With regard to such patients Solent NHS Trust will be contacted in the following
circumstances:

e Probation services will routinely notify hospital managers of cases where a
victim has expressed a wish to make representations or receive information.

e When the Secretary of State makes an unrestricted transfer direction, the
Ministry of Justice Mental Health Unit (MHU) will tell the hospital managers
if the patient is one to whom thee provisions apply.

e The MHU will also tell the hospital managers if a restricted patient is such a
patient when it lifts the restrictions on the patient, or the restrictions lapse,
but the patient remains detained.

e Victims may also approach hospital managers directly to make
representations or ask to receive information. When this occurs, legally, it is
for Solent NHS Trust to decide whether the person requesting information,
or asking to make representations, is in fact a victim for the purposes of the
2004 Act. the Mental Health Act Administrators will do this in consultation
with the Mental Health Act Lead. In cases of doubt, probation services will
be able to advise on how they identify eligible victims.

All correspondence should be forwarded to the Mental Health Act Administrators.

If Mental Health Act Administrators are approached directly by a victim after the
patient has been transferred (or, in the case of an CTO patient, assigned) to another
hospital under different managers, they should offer to pass on the victim’s request
to the new managers. If the patient has been discharged, and is therefore no longer
a relevant patient, the hospital managers should explain that to the victim.

The probation service’s Victim Liaison Officer has a duty to take the initial steps
following a relevant offender’s trial to establish: if the victim of the offence wishes to
make representations about what conditions the patient should be subject to if
discharged from hospital onto CTO, and whether the victim wishes to receive
information about those conditions in the event of the patient’s discharge onto CTO.

When such an offender becomes liable to be detained in hospital as an unrestricted
patient, the Victim Liaison Officer is required to notify Solent NHS Trust if the victim
wishes to receive information and make representations and inform them of the
name and address of the victim. They will also notify the victim of the name and
address of the hospital.

If a relevant restricted patient subsequently becomes an unrestricted patient, the
Victim Liaison Officer has a duty to inform Solent NHS Trust if any victims have asked
to receive information or make representations, and give the managers a contact
address for the victim. The Victim Liaison Officer will also tell the victims the name
and address of the hospital.

The Victim Liaison Officer should be referred to the Mental Health Act
Administrators; who must ensure this information is recorded on the patient’s file
and the RC and care co-ordinator informed.
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Discharging duties to inform victims and consider their representations

3.340

3.341

3.342

3.343

3.344

3.345

3.346

When an RC is considering discharging a relevant patient from detention or CTO the
Mental Health Act Administrators must pass that information on to any victims who
have asked to make representations about conditions to be attached to the patient’s
discharge (or who have since actually made any representations). They should ask
the victims if they wish to make any representations (or new representations) to be
passed on to the patient’s RC. This should be done in writing and, if appropriate, by
telephone.

Although, the Tribunal does not have the power to discharge patients onto CTO,
they may recommend that the RC considers it. As a result, victims’ representations
on the conditions to which a patient should be subject if discharged onto CTO are
not directly relevant to the Tribunal’s decision, and do not have to be passed on to
the Tribunal by Solent NHS Trust. The Mental Health Act Administrators should
explain this to the victim and if they wish to make representation they should be
advised to contact the Tribunal office directly.

Mental Health Act Administrators will inform the RC, and the Victim Liaison Officer,
if any victims or their family wish to make representation or receive information and
any information shared. The RC is responsible for ensuring the patient is informed.

The Mental Health Act Administrators must also inform, in writing, victims that wish
to receive information:

° if the patient is to be discharged from detention (whether by a Manager's
Panel Hearing, the RC, or the tribunal;),
° if the patient’s detention is to expire because the responsible clinician has

decided it should not be renewed and, if so, the date on which it will expire
(the RC is required to inform Mental Health Act Administrators if this is to

occur)
° if the patient is to be discharged onto CTO, or
° if the RC is considering varying the conditions attached to a relevant

patient's community treatment order.

If the patient is to be discharged onto CTO, the Mental Health Act Administrators
must also give victims details of any conditions to be included in the patient’s
community treatment order which relate to contact with the victim or the victim’s
family.

Once a patient has been discharged onto CTO, Mental Health Act Administrators
must also tell victims: the details of any subsequent variation of the conditions
which relate to contact with the victim or the victim’s family; and the date on which
the patient’s CTO is to end, whether because the patient is to be discharged from
CTO, their CTO expires without being extended, their community treatment order is
revoked, or for any other reason (the RC is required to inform Mental Health Act
Administrators if this is to occur).

Solent NHS Trust also has a duty to consider using their discretion to give victims
additional information (e.g. about patients’ leave of absence, absconding, or transfer
to another hospital). This is to give Solent NHS Trust discretion to give information
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intended to reassure victims. It is not intended to permit the disclosure of any
information which would otherwise be treated as confidential patient information.

3.347 The Mental Health Act Administrators will inform the RC and care co-ordinator of
this duty. If a significant event occurs that could impact on the victim the care co-
ordinator and RC must liaise and record if ‘considering all circumstances of the case
it is appropriate to share the information’ or not. The decision should be recorded.
They must inform the Mental Health Act Administrators of their decision; whom will
share all appropriate information. In the case of transfer it is likely to be appropriate
in most cases to inform the victim of the details of the new hospital.

3.348 |If a relevant patient is transferred, or assigned, to a new hospital under a different
set of hospital managers, the Mental Health Act Administrators will alert the new
managers, in writing to:

o the fact that the patient is a relevant patient under these provisions

e the names and addresses of any victims who have asked to receive
information or make representations; and

e any representations those victims have already made.

3.349 If the victims make representations (or have already done so), the Mental Health Act
Administrators must pass them on to the RC. If the RC is actively considering
discharge to CTO, the representations must also be passed on to the AMHP who is
considering whether to agree to the proposed community treatment order.

RC duties

3.350 In order to perform their duties, Mental Health Act Administrators require RCs to
inform them:

e when they are considering discharging a relevant patient from detention or
CTO;

e when they are considering discharging a relevant patient onto a CTO

e when they are considering varying the conditions of a relevant patient’s
community treatment order;

e the date on which a relevant patient’s detention is to expire, if they examine
the patient with a view to making a report renewing the patient’s detention,
but decide the criteria for renewal are not met;

e if they decide to discharge a relevant patient from detention;

e if they decide to discharge a relevant patient onto CTO, and if so, what
conditions are to be included in the patient’s community treatment order;

e about any variations of the conditions of a relevant patient’s community
treatment order;

e if they decide to discharge a relevant patient from CTO, the date on which
that is to happen;

e if they decide to revoke a relevant patient’s community treatment order, the
date on which that happens; or

e the date on which relevant patient’s CTO is to end for another reason (e.g.
that it is to expire without being extended).

3.351 RCs must consider any representations made by victims when deciding what

conditions to include in a patient’s community treatment order. Victims might, for
example, want RC to consider imposing a condition that the patient stays away from
the area in which the victim lives. RCs must record their reasons.
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3.352

3.353

3.354

30

If victims make representations about conditions after a patient has already been
discharged onto CTO, RC should consider whether the conditions ought to be varied
as a result. RCs must record their reasons.

This duty does not affect the rule in section 17B(2) of the 1983 Act that RCs may only
include conditions in a patient’s CTO which they think are necessary or appropriate
for ensuring the patient receives medical treatment, preventing risk of harm to the
patient’s health or safety, or protecting other people.

Any duties carried out under this section will be reported, by the Mental Health Act
Lead to the Mental Health Act Scrutiny Committee.

Entry and exit from wards; requirements for units with enhanced levels of security;

and visiting of patients

3.355

3.356

3.357

3.358

3.359

Patients admitted to psychiatric wards, whether or not they are formally detained
there, will have complex and specific needs. In such an environment, ward staff must
balance competing priorities and interests when determining what safety measures
are necessary to control entry and exit from wards. Solent NHS Trust has duties to
ensure the safety of these patients and the public. In taking steps to ensure their and
others safety, the patient’s Article 8 rights are likely to be engaged. The aim of these
measures, therefore, must be to protect patients, in particular those who are at risk
of suicide, self-harm, accidents or inflicting harm on others unless they are
prevented from leaving the ward. The measures should not impose any unnecessary
or disproportionate restrictions on patients and aim not to make them feel as
though they are subject to such restrictions. In certain situations, it may also be
necessary to have in place arrangements for protecting patients and others from
people whose mere presence on a ward may pose a risk to their health or safety.

All patients have the right to maintain contact with and be visited by anyone they
wish to see, subject to carefully limited exceptions. If these rights are being
restricted then the care team must ensure they have legal authority to do so, the
restrictions are kept to only what is necessary and proportionate and the
requirements of this policy are met.

If the restrictions imposed on individual patients’ amount to a deprivation of liberty,
their Article 5 rights will be engaged and it must be ensured that the detention is
lawful and authorised either under the Mental Health Act, the Deprivation of Liberty
Safeguards or via a Court of Protection Order.

In order to ensure safe and effective management of entry and exit from the ward it
will need to be considered what measures are most appropriate to the service user
group on that ward and in what situations they should be used. These may include
locking doors, placing staff on reception to control entry to particular areas, the use
of electronic swipe cards, electronic key fobs, infrared technology or other suitable
means.

It should, also, be borne in mind that the nature of engagement with patients and of
therapeutic interventions, and the structure and quality of life on the ward, are
important factors in encouraging patients to remain in the ward and in minimising a
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3.360

3.361

3.362

3.363

3.364

culture of containment. As is exploring and reflecting on patient’s reasons for leaving
a ward without agreement or proper authorisation.

Wards offering accommodation with enhanced levels of security must have written
guidelines, setting out the categories of patients for whom it is appropriate to use
physically secure conditions and those for whom it is not appropriate. The wards
must have adequate staffing levels to ensure appropriate use of restrictions.

Treatment in conditions of enhanced security should last for the minimum period
necessary. Where RCs have taken the decision to transfer a patient within a hospital
to a ward with enhanced security, they should ensure that arrangements are made
to facilitate the patient’s prompt return to a less secure ward when that enhanced
security is no longer required.

Before deciding if a patient needs to be transferred to a ward with enhanced
security the RC and MDT must ensure:

. they have carefully weighed the patient’s individual circumstances and the
degree of risk involved; and
. they have assessed the relative clinical implications of placing the patient in

an environment with enhanced physical security, in addition to or as
opposed to providing care by way of intensive staffing.

When RCs believe that patients no longer require conditions of enhanced security
(or the current level of security), they should take steps to arrange their transfer to
more appropriate accommodation.

If the use of locked doors or physical barriers, to prevent entry and exit, are not a
part of a ward’s operating policy but are used then they will need to implement a
protocol concerning entry and exit from the ward. This protocol must ensure:

° if locked external doors (or other physical barriers) are considered to be an
appropriate way to maintain safety, it is identified who will regularly review
the arrangements to ensure that there are clear benefits for patients and
that it is not being used for the convenience of staff;

° if a locked door is being used to prevent a specific patient from leaving the
ward that there is legal authorisation in place with regard to this patient,
that the impact on other patients is considered and minimised and the time
scales for review and who will undertake this are clear;

. it should never be necessary to lock patients and others in wards simply
because of inadequate staffing levels;

. the mix of patients (there may, for example, be some patients who ought to
be in a more secure environment), staffing levels and the skills mix and
training needs of staff are reviewed.

° the ward arrangements for entry and exit from the ward are clearly set out,
it is clear who is responsible for explaining this to patients and carers (as far
as is possible) on admission and the information is kept in a place accessible

to them;

. there are signs on any locked doors stating why they are locked and
arrangements for entry and exit;

. and that who is responsible for keeping the legal status of each patient
under review, in order to ensure there is no unauthorised deprivation of
liberty.
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3.365

Where necessary, this information must be made available to those whose first
language is not English.

Visiting of Patients

3.366

3.367

3.368

3.369

All patients have the right to maintain contact with and be visited by anyone they
wish to see, subject to carefully limited exceptions. Visits should be encouraged and
made as comfortable and easy as possible for the visitor and the patient. Reasonable
and flexible visiting times, access to refreshment and pleasant surroundings will all
contribute to a sense of respect for the patient’s entitlement to be visited.

In addition to visits, every effort should be made to assist the patient, where
appropriate, to maintain contact with relatives, friends and advocates in other ways.
In particular, patients should have readily accessible and appropriate daytime
telephone facilities.

The Act gives certain people the right to visit patients in private if they wish. This
includes second opinion appointed doctors (SOADs), independent doctors or
approved clinicians appointed to examine the patient in relation to an application or
reference to the Tribunal, people visiting on behalf of the Commission, and
independent mental health advocates (IMHAs). Ward managers must ensure that
such visits can take place in private, if that is what the person concerned wants.
However, if there are particular concerns for the security of the visitor, they should
be discussed with the visitor with a view to agreeing suitable security arrangements.

Ward managers must also ensure that patients can communicate with their legal
representatives in private, and should facilitate visits by those representatives when
they request them.

Exclusion or restriction of visitors

3.370

3.371

3.372

3.373

There are circumstances where Solent NHS Trust may restrict visitors, refuse them
entry or require them to leave. If this occurs then this policy must be complied with.
Patients should also be given access to the policy and, if requested, the support of an
IMHA.

There are two principal grounds which could justify the restriction or exclusion of a
visitor: clinical grounds and security grounds. Clinical grounds include safeguarding
concerns.

The decision to prohibit a visit, on an ongoing basis, by any person whom the patient
has requested to visit or has agreed to see should be regarded as a serious
interference with the rights of the patient. There may be circumstances when a
visitor has to be excluded, but these instances should be exceptional and any
decision should be taken only after other means to deal with the problem have been
considered and (where appropriate) tried. Any such decision should be fully
documented and include the reasons for the exclusion, it should be made available
for independent scrutiny by the Care Quality Commission and the Mental Health Act
Administration team informed. It should be reported as a risk event.

If such a person’s visiting is being restricted and agreement cannot be reached by
keeping restrictions to a minimum and only what is proportionate and necessary,
then Solent NHS Trust must ensure that the requirements of Article 8, with regard to
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both parties are met. Advice should be sought, initially from the Mental Health Act
Lead, as to whether the hospital has sufficient authority to take these actions or if
the matter needs to be brought before the Court of Protection and if the Deprivation
of Liberty Safeguards need to be invoked. Relevant issues to consider will include:
the person’s capacity to consent to contact, the length of time the restrictions are in
place for, the reason for restricting contact and the impact upon the patient.

Restriction or exclusion on clinical grounds

3.374

3.375

3.376

From time to time, the patient’s responsible clinician may decide, after assessment
and discussion with the multi-disciplinary team, that some visits could be
detrimental to the safety or wellbeing of the patient, the visitor, other patients, or
staff on the ward. In these circumstances the RC may:

e  make special arrangements for the visit,

e impose reasonable conditions,

e orif necessary exclude the visitor.

In any of these cases, the RC must ensure there is sufficient legal authority to take
the action and the reasons and plan are recorded and explained to the patient and
the visitor, both orally and in writing (subject to the normal considerations of patient
confidentiality). This should be reported as a risk incident and a copy of this letter
must be forwarded to the Mental Health Act Administrators.

If the reasons include safeguarding concerns then the Trust Adult Safeguarding Lead
must be informed and the Safeguarding Adult’s policy complied with.

Exclusion on security grounds

3.377

3.378

3.379

3.380

The behaviour of a particular visitor may be disruptive, or may have been disruptive
in the past, to the degree that exclusion from the hospital is necessary as a last
resort. Examples of such behaviour include:

. incitement to abscond;

. smuggling of illicit drugs or alcohol into the hospital or unit;

° transfer of potential weapons;

. unacceptable aggression; and

° attempts by members of the media to gain unauthorised access.

A decision to exclude a person on an ongoing basis, for these reasons, can be taken
by the RC, the ward manager or the ward manager’s deputy. Consideration must be
given to the impact this has on the patient’s Article 8 rights to a private and family
life and if it leads to the patient being deprived of their liberty. The person
undertaking the exclusion must ensure there is sufficient legal authority to do so.

A decision to exclude a visitor on an ongoing basis on the grounds of their behaviour
should be fully documented and explained to the patient orally and in writing.
Where possible and appropriate, the reason for the decision should be
communicated to the person being excluded (subject to the normal considerations
of patient confidentiality and any overriding security concerns). This should be
reported as a risk incident and a copy of the reasons must be sent to the Mental
Health Act Administrators.

The Mental Health Act Lead will report any restriction on visiting to the Mental
Health Act Scrutiny Group.
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Terminating or refusal of one off visiting

3.381

The nurse in charge of the ward or staff observing during visits may need to refuse a
visit or terminate a visit at any stage due to clinical or security reasons. The person
concerned and when appropriate the visitors should be given reasons for this and
when practicable alternative visiting agreed. The RC must be informed of this event
and if ongoing visiting is restricted the above processes followed.

Children visiting informal and detained patients
Background

3.382

3.383

3.384

3.385

3.386

3.387

3.388

For the purpose of this policy a child is considered as anyone under the age of 18.

Visiting arrangements for child patients in the hospital will be an essential part of the
assessment of the suitability of the accommodation for that child. Where a child or
young person is being detained, it should not be assumed simply because of their
age that they would welcome all visitors, and like adults their views should be
sought.

The Trust lead for children’s safeguarding has been consulted about this policy and
ensured it has been agreed by the local children’s board. Any ward protocols in
relation to it must be forwarded to this lead for agreement.

The Trust lead for safeguarding children has responsibility for agreeing this part of
the Mental Health Act policy at each review.

Each member of staff on the ward must have completed mandatory safeguarding
children training. It is the responsibility of the ward manager to ensure staff
members on the ward are aware of the policy and its requirements.

All staff members should ensure that the best interests and safety of the children
and young people concerned are paramount in decision making and that visits by or
to children and young people are not allowed if they are not in their best interests.
However, within that overarching framework, staff should do all they can to
facilitate the maintenance of children’s and young people’s contact with friends and
family and offer privacy within which that can happen.

In carrying out this policy staff members should swiftly ascertain the desirability of
contact between children and patients, efficiently identify concerns and assess any
risks of harm to the child. Where concerns are identified, regarding contact, this
policy must be followed and every effort made to facilitate contact in a safe manner.
Concerns could relate to

. the patient's history and family situation;

. the patient's current mental state (which may differ from an assessment

made immediately prior to or after admission);

. the response by the child to the patient or his/her mental illness;
° the wishes and feelings of the child;

° the age and overall emotional needs of the child;

) consideration of child’s best interests;

. the views of those with parental responsibility;

. the nature of the unit and the patient population as a whole.
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3.389

Where there are child protection concerns regarding any child who is likely to visit
then the Trust Child Protection Lead and the Local Authority children’s services must
be contacted.

Procedures

3.390

3.391

3.392

3.393

3.394

3.395

3.396

Information regarding children visiting will be displayed in a prominent position on
the unit. The information will set out the procedure for children visiting on that
ward.

Each ward will have a senior member or members of staff given the responsibility to
authorise children visiting. This can be all staff members taking on a particular role;
for example, nurse in charge of the ward.

For patients admitted following a Mental Health Act assessment, the AMHP will have
completed a social circumstances report. This should, as far as was practicable for
the AMHP, identify any dependent children and children that may visit, any concerns
regarding children, any previous arrangements for visiting and contact and the views
of those with parental responsibility or the child. Those members of staff making
decisions about visiting should consult this report.

Visitors will be asked to contact the unit on each occasion, prior to children visiting.
The matter will be referred to a person with the authority to authorise visiting, who
will consult with other members of the multi-disciplinary hospital team, taking into
account the initial assessment of the patient's needs for treatment and care and
reflected in the formulation of the care plan, before taking a decision on whether a
visit by a child is appropriate.

When a visit by a child is anticipated, the multi-disciplinary team should swiftly and
simply identify any concerns about child visiting which may be present in a limited
number of cases. This task can be delegated to any qualified member of staff on the
ward. Where practicable there findings should be brought to the next ward patient
planning meeting for consideration. Where this is not practicable they should be
reviewed at the next ward patient planning meeting.

When there is an unexpected visit by a child when no previous decision has been
taken the nurse in charge of the ward is responsible for agreeing it. They are
responsible for assessing the safety of the visit at that time and ensuring the safety
of the child is paramount. The matter should then be referred to a person with
responsibility to authorise a visit.

In the vast majority of cases where no concerns are identified, arrangements should
be made to support the patient and child and to facilitate contact. If concerns are
identified, a thorough risk assessment must be completed before any child visits.

Supervision of the child during visits

3.397

Children should be accompanied by a responsible adult at all times. The responsible
adult will identify him or herself to the Nurse in Charge. The patient can only take on
this role if a qualified member of staff has assessed them as safe to do so, any
decision in this regard must be based on the needs and safety of the child. A
member of staff cannot take on this role.
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Additional Supervision of the Patient during visits

3.398

3.399

3.400

Decisions about the additional supervision of visits should be based on a risk
assessment of the patient and their circumstances and be recorded on their file. The
additional supervision of visits could include:

. Direct 1:1 staff presence in private. (Family rooms are available or quiet
rooms on the unit, if the patient has no leave in terms of being formally
detained under the Mental Health Act 1983).

. A planned visit at a specified time and place. Clinical staff would be informed
to monitor progress of the visit at regular intervals.

. Supervision as arranged by other agencies such as Social Services.

Where a request is made to conduct the visit within the grounds of the Unit/Hospital
the clinical team should actively consider the safety of the children and make
arrangements for appropriate supervision at all times.

Levels of supervision required during the visits of children should be clearly stated in
the patients’ Care Plan and reviewed in line with changing circumstances and risk
assessment processes.

Communication

3.401

3.402

Information posters which clearly state the unit’s individual protocol on the Children
Visiting must be displayed on the ward and made available to patients and family
members. This should also be available to all agencies and professionals including
Social Services.

Patients and family members should also be made aware of this on admission
through face to face communication with the patient and his/her family conducted
by the trained nurse/key worker. Where necessary, interpreter services should be
used.

Suspension of / Denial of visits

3.403

3.404

The Nurse in Charge of the unit can suspend/deny a visit at that time before or
during a visit if:

. the Unit has become too disturbed and there are no alternative facilities for
the visit to continue,
. the visitors/children are obviously distressed by the visit,

° there are other risk issues to the child or others and alternative
arrangements cannot be made at that time.

Any decision to suspend/deny a visit must be fully explained to the patient and/or
the responsible adult in charge of the children and where possible arrangements
should be made for future visits. Any decision should be fully documented in the
patient’s notes. If requested, the patient and person responsible for the child should
be given reasons in writing. The person responsible for agreeing visits should be
informed and asked to review arrangements. The incident should be reported as a
risk incident.
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3.405

3.406

3.407

3P

3.408

3.409

3.410

3Q
3.411

3.412

Where ever possible attempts must be made to resolve any concerns in order to
facilitate safe visiting that is in the child’s best interest. Decisions to refuse visits on
an on-going basis will only be taken exceptionally. When this is done reasons must
be given in writing as well as orally and will need to be supported by clear evidence
of concerns. Reasons must include why it was felt that the provision of support
and/or the supervision of visits were thought to be insufficient to alleviate these
concerns. The incident must be reported as a risk incident. A copy of the reasons
must be forwarded to the Trust Safeguarding children’s Lead and the Mental Health
Act Administrators.

The patient and person responsible for the child should be informed of the
complaints procedure and how to access advocacy services, including the IMHA
service. If a complaint is received an independent review of the decision must be
arranged.

The Mental Health Act Lead will report any refusals to visit to the Mental Health Act
Scrutiny committee.

Processes and guidance for obtaining warrants from the court

Solent NHS Trust staff may be required to obtain s135(2) warrants when a patient is
absent without leave and access is being denied to a property in which it is believed
they are.

This could occur either when a patient is absent without leave from the ward, failed
to return from or had their s17 leave revoked or when a person has been recalled
from CTO but failed to return.

Guidance on this process will be provided to the services and kept up to date by the
Mental Health Act Lead. For clarification, when a patient is AWOL from the ward the
shift leader is responsible for allocating the task. Further practical advice can be
sought form the on call AMHP, the AMHP manager or the Mental Health Act Lead.

Age Appropriate Accommodation

The Mental Health Act places a statutory duty on Solent NHS Trust to provide age
appropriate accommodation for people under 18 years of age who are admitted to
hospital.

To ensure this duty is met guidance will be agreed and reviewed by the AMH, LD and
CAHMS services. The relevant associate directors are responsible for ensuring this
guidance remains under review. The guidance will include:

e ensuring whenever possible specialist CAMHS hospital units are used,

e defining exceptional circumstances when those aged 16-18 can be admitted
to an adult or learning disability unit,

e identify time scales for assessments when a young person is admitted to an
adult ward in a crisis,

e identify procedures for keeping the suitability of the placement under
review,

e agreeing how specialist CAHMS workers will support the risk and needs
assessment to ensure accommodation continues to be age appropriate. This
will include consideration of whether the patient can mix with individuals of
their own age, can receive visitors of all ages and has access to education.
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3.413

3R

3.414

3.415

3.416

3.417

Hospital managers have a duty to consider whether a patient should be
transferred to more appropriate accommodation and, if so, to arrange this
as soon as possible, and

e identify how CAHMS specialists will support the RC, in situations in which it is
not possible to allocate a specialist CAHMS AC to be RC.

The Mental Health Act Lead will report any admissions of under 18s, whose care
Solent NHS Trust manage, to the Mental Health Act Scrutiny Committee. This will
include both those admitted to Solent NHS Trust wards and wards managed by other
organisations.

The Mental Capacity Act 2005, The Deprivation of Liberty Safeguards (DOLS) and
the Mental Health Act 1983

The Link between the Mental Capacity Act 2005 , The Deprivation of Liberty
Safeguards and the Mental Health Act 1983 can be complex and if unsure
practitioners are advised to seek further guidance form the Mental Health Act Lead.

A person detained under the Mental Health Act 1983 may also receive treatment for
unrelated physical disorders under the Mental Capacity Act 2005. Section 3J and
appendix 3 give further guidance on identifying the appropriate statute under which
a person is treated.

Furthermore, a detained patient may have or lack capacity with regard to wider
issues in their life; for example, residence, finances, or personal relationships. There
are no powers within the Mental Health Act 2005 to make decisions on a person’s
behalf in these areas. If there are concerns regarding a person’s capacity to make
decisions in relation to any of these matters, they need to make a decision in
relation to them, and there are concerns they may lack capacity then a capacity
assessment and, if they lack capacity at that time in relation to the issue to be
decided, a best interest decision should be undertaken in line with the Deprivation
of Liberty and Mental Capacity Act 2005 policy.

An inpatient who is deprived of their liberty has rights under Article 5 of the
European Convention of Human Rights. One of those is that the deprivation of
liberty is authorised under an appropriate statute and they are afforded the
safeguards of that statute. The Deprivation of Liberty and Mental Capacity Act
Safeguards policy sets out the process professionals must follow in identifying the
correct statute to use, the Mental Health Act or the Deprivation of Liberty
Safeguards, and should be referred to for further information. In addition Chapter 13
of the Code of Practice gives details guidance about which Act applies in which
situations.

4. ROLES & RESPONSIBILITIES

4.1

Chief Executive: The Chief Executive has overall responsibility for the strategic and
operational management of the Trust including ensuring that there are processes in
place for seeing that the requirements of the Mental Health Act are followed. In
particular, they must ensure that patients are detained only as the Act allows, that
their treatment and care accord fully with its provisions, and that they are fully
informed of, and are supported in exercising, their statutory rights.
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4.2

4.3

4.4

4.5

4.6

4.7

5.1

Director of Nursing and Quality and Medical Director: The Director of Nursing &
Quality and Medical Director have joint delegated Executive responsibility for
ensuring that appropriate standards for detention, treatment and care of patients
under the Mental Health Act 1983 are followed.

Chief Operating Officer and Clinical Associate Directors: The Chief Operating Officer
is responsible for ensuring that the clinical Associate Directors take clinical
ownership of the policy and that all staff comply with this policy.

Heads of Clinical Services: The responsibilities of the Heads of Clinical Services are
to:

e Manage this policy and its implementation ensuring that staff are fully
conversant with the policy

e Ensure that adequate resources are in place to allow for the safe and
effective care of patients under the Mental Health Act.

e Monitor the completion of audits associated with the monitoring of this
policy’s implementation

e Develop and maintain local operating procedures relating to discharge of
duties under the Mental Health Act 1983.

e To support staff in any corrective action or interventions if an incident
occurs.

e To ensure any staff with training needs in relation to this policy have these
training needs met.

All Staff involved in the care of patients under the Mental Health Act:
e To be familiar with and act in accordance with the guiding principles of the
Mental health Act Code of Practice.

e To know and carry out their duties in accordance with this policy.

e Report to line managers any deficits in relation to their knowledge,
resources or processes in place to effect the proper care and treatment of
patients in line with the Mental health Act or the occurrence of incidences
that may have resulted from a deficit in any of these areas.

The Mental Health Act Scrutiny Committee: With the support of the Mental Health
Act Lead and the Mental Health Act administrators, to oversee and scrutinise the
administration of the Mental Health Act in Solent NHS Trust and report to the Board
in line with its Terms of Reference.

NHSLA & Operational Policy Steering Group: The NHSLA & Operational Policy
Steering Group is responsible for developing this policy and ensuring it represents
best practice and current evidenced based information.

TRAINING

Solent NHS Trust recognises the importance of appropriate training for staff. For
training requirements and refresher frequencies in relation to this policy subject
matter, please refer to the Training Needs Analysis (TNA) on the intranet. All records
of attendances and DNA’s will be sent to L&D and recorded onto the Trust central
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5.2

53

5.4

6.1

7.1

7.2

7.3

8.1

database (Oracle Learning Management), all DNA’s will be managed as per the DNA
process within the Trust’s Learning and Development Policy.

Training will be delivered by the Mental Health Act Lead. A day’s training on the
Mental Health Act is mandatory requirement for all inpatient staff working with
detained patients. It must be repeated three yearly.

Lead Mental Health Act practitioners have been identified for each inpatient unit.
They will receive extra support, either individually or as a group, from the Mental
Health Act Lead. Their role will include overseeing the administration of the Act on
the ward.

The Mental Health Act Lead is supported to undertake appropriate training in
relation to Mental Health Act Law and receives support from the Trust solicitors as
required.

EQUALITY IMPACT ASSESSMENT AND MENTAL CAPACITY

The Equality Impact assessment and Mental Capacity Act assessment identified that
this policy is unlikely to lead to discrimination against any particular group and that it
takes the situations of service users who lack capacity to make decisions into
account. The impact study is in Appendix 6.

SUCCESS CRITERIA / MONITORING EFFECTIVENESS

The policy will be initially reviewed after one year by the Mental Health Act Lead. A
variety of audit tools will be used to enable the Mental Health Act Administration
team undertake audits of inpatient wards and CTO patient files. The results of this
will be considered alongside complaints, SIRIs and visit reports from the CQC
(MHAC). The results will be shared with the operational service groups that work
with detained patients and with the Mental Health Act Scrutiny Committee. All will
be consulted during any review of the policy.

The Mental Health Act Scrutiny Committee will have a role in on-going monitoring of
the policy as described above.

Non-compliance with this policy should be reported immediately to the service
manager concerned and Mental Health Act Lead.

REVIEW

This document may be reviewed at any time at the request of either staff side or
management, but will automatically be reviewed after twelve months and thereafter
on a bi-annual basis.
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Appendix 1
Scheme of Delegation

Duty

Delegated to

Monitoring

Provision of information to
detained patients and their
nearest relative

Scheme of delegation set
out in 3.7 of the main policy.

Monitored by ward
managers. Audited by the
Mental Health Act
Administration team.
Reported to the Mental
Health Act Scrutiny
Committee.

Receive a request to
withhold outgoing post

RC

Any instances where his
power has been used will be
reported to the Mental
Health Act Scrutiny
Committee by the Mental
Health Act Lead.

Receipt and Scrutiny of
detention papers

Received by senior nurses on
the ward.

Scrutinised by Mental Health
Act Administrators.

Audited by Mental Health
Act Administrators.

Ward audits and errors in
detention paperwork
reported to the Mental
Health Act Scrutiny
Committee.

Transfer of Detained patients

Transfer to another hospital:
all responsible clinicians,
ward managers, senior
nurses on the ward and duty
managers.

Transfer into Guardianship:
RC only.

Any such transfers of
detained patients will be
reported to the Mental
Health Act Scrutiny
Committee.

Solent NHS Trust’s power of
discharge under s23

Managers Panel Hearings: 3
member panel. The panel
members can be either Non-
Executive Directors,
Associate Hospital Managers
or a mix of the two.
Appointments to be by the
Nominations & Governance
committee and be for 3
years.

Training, recommendation
for appointment and review
to be carried out by the
Mental Health Act Lead and
reported to the Mental
Health Act Scrutiny
Committee.

Authorised to receive
Nearest Relatives notice of
discharge

Mental Health Act
Administrators or the nurse
in overall charge of the ward
at the time.

Mental Health Act
Administrators to keep a
record of any instance of the
Nearest Relative using their
power of discharge. the
Mental Health Act Lead to
report this to the Mental
Health Act Scrutiny
Committee.
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Register of Approved
Clinicians and ensuring they
are in overall charge of
treatment when the Act
requires it

Mental Health Act
Administrators

No monitoring required as all
detained patients have an AC
in overall charge of all their
treatment as a matter of
course.

Alert RC at least 4 weeks
before the ‘three month’
treatment period for

detained patients lapses

Mental Health Act
Administrators

Wards are responsible for
establishing systems to
monitor regularly compliance
with the treatment
provisions of the Act.

The Mental Health Act
Administrators undertake an
audit of a different ward
each month. This audit is
reported to the Mental
Health Act Scrutiny
Committee.

Alert RC to the need to
submit a s61 report to the
cQc

Mental Health Act
Administrators

Wards are responsible for
establishing systems to
monitor regularly compliance
with the treatment
provisions of the Act.

The Mental Health Act
Administrators undertake an
audit of a different ward
each month. This audit is
reported to the Mental
Health Act Scrutiny
Committee.

Referring patient’s cases to
the Tribunal Office

Mental Health Act
Administrators

Six monthly audit by the
Mental Health Act
Administrators reported to
the Mental Health Act
Scrutiny Committee.

Reporting the death of
detained patients and
certain instances of AWOL to
the CQC

Mental Health Act
Administrators

The Mental Health Act Lead
will report these to the
Mental Health Act Scrutiny
Committee.

Inform the RC, at least three
weeks in advance, of the
need to seek a Part IVA
certificate (CTO11) from the
Care Quality Commission

Mental Health Act
Administrators

Community Teams will
establish systems to ensure
patients who are under CTO
are treated only as the Act
allows. The Audit of CTO files
will form a part of the ward
audits undertaken by the
Mental Health Act
Administration team. This
will be reported to the
Mental Health Act Scrutiny
Committee.
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To liaise with the patient and
the SOAD to ensure, as much
as is possible, CTO patients
are seen by the SOAD for the
purpose of completing a
CTO11

Mental Health Act
Administrator: liaise with the
Care Coordinator and SOAD.
Care Coordinator: informing
and reminding the patient of
the time, date and place of
the SOAD visit and if
necessary, taking
appropriate steps to support
them to attend.

As above

Monitoring use of s64(G) :
urgent treatment powers of
patients in the community
and subject to CTO

Mental Health Act
Administrators

Any use of these powers will
be reported, by the Mental
Health Act Lead to the
Mental Health Act Scrutiny
Committee.

Authorising the taking into
custody and return of a
recalled CTO patient

The RC, the staff nurse in
charge of the ward, any
member of the community
mental Health Team and any
member of the Crisis
Resolution and Home
Treatment Team

Ward audits

Monitoring the period of
time an CTO patientis a
recalled patient for

Mental Health Act
Administrators

The Mental Health Act Lead
will report these to the
Mental Health Act Scrutiny
Committee.

Transferring recalled patients
to a hospital with different
managers

The patient’s RC, the nurse
in charge of the ward, the
ward manager or their
deputy

Any such transfers of
detained patients will be
reported to the Mental
Health Act Scrutiny
Committee.

Transferring the responsible
hospital to a hospital with
different managers

The patient’s RC, the nurse
in charge of the ward, the
ward manager or their
deputy

Any such transfers of
detained patients will be
reported to the Mental
Health Act Scrutiny
Committee.

Identify victims with rights
under the Domestic
Violence, Crime and Victims
Act 2004: duties of Solent
NHS Trust towards certain
victims of crime.

Mental Health Act
Administrators

Any duties undertaken under
this section will be reported
to the Mental Health Act
Scrutiny Committee by the
Mental Health Act Lead.

Sharing information with
victims under the Domestic
Violence, Crime and Victims
Act 2004.

Mental Health Act
Administrators

Any duties undertaken under
this section will be reported
to the Mental Health Act
Scrutiny Committee by the
Mental Health Act Lead.
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Considering representation
of victims in line with the
Domestic Violence, Crime
and Victims Act 2004.

RC

Any duties undertaken under
this section will be reported
to the Mental Health Act
Scrutiny Committee by the
Mental Health Act Lead.

Restricting adult visitors to
the ward.

RC, ward manager or their
deputy

Any powers used under this
section will be reported to
the Mental Health Act
Scrutiny Committee by the
Mental Health Act Lead.

Restricting children visiting
the ward.

Senior member or members
of staff on each ward
nominated to authorise
children visiting.

Any powers used under this
section will be reported to
the Mental Health Act
Scrutiny Committee by the
Mental Health Act Lead.

Reviewing arrangements to
ensure Age Appropriate
Accommodation.

Associate Directors for AMH,
LD and CAMHS

The Mental Health Act Lead
will report any admissions of
under 18s, whose care Solent
NHS Trust manage, to the
Mental Health Act Scrutiny
Committee.

Other tasks as detailed in the
policies in appendix 1

Detailed in the appropriate
policy

Detailed in the appropriate
policy.
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Appendix 2: Medical Treatments with Special Provisions Flowcharts

Section 58
Treatment Requiring the Consent of the
Patient or a Second Opinion

For the first three months of treatment with
medication, starting on the day the patient
first took medication under Part IV, the
patient may be treated without consent.

After 3 of months of treatment whilst
under detention, does the patient have
capacity to consent and do they

consent?
Yes No
RC Completes T2 SOAD required via CQC
v
Forms T2 or T3 forwarded SOAD consults with RC, treating patient, nurse and a
to Mental Health Act non-medical professional. These should be recorded
Administrators. Acopyis | on the Trust forms and kept with MHA
placed with the medicine Administration team with a copy in the patient’s
card and in the legal file legal file. If the SOAD approves treatment Form T3
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Section 58A

Electro-Convulsive Therapy and Medication Administered as

Part of ECT

Detained Patients and all patients

under 18

e

Patient has capacity to
consent and consents

\ 4

RC (or SOAD) certifies capacity
and consent on Form T4 or T5.
Forms to be forwarded to
Mental Health Act
Administrators and copies
kept in legal file and with
medicine card.

l

Patient has capacity and refuses
ECT; or has a valid and
applicable advance decision
refusing ECT; or a deputy or
attorney with authority objects;
or the treatment would conflict
with a decision of the Court of

Protection

Patient does not
have capacity or is
under 18

A 4

v

necessary to:

(Section 62)

Patient can not be given ECT unless it is

e save the patient’s life;

e prevent a serious deterioration of the
patient’s condition, and the treatment
does not have unfavourable physical or
psychological consequences which
cannot be reversed

Mental Health Act Policy

SOAD certifies treatment is
appropriate, does not conflict with a
valid advance decision, or a deputy
or attorney with authority does not
object; or the treatment would not
conflict with a decision of the Court
of Protection. This is done on form
T5 or T6.

Children and young people who are
not detained cannot be given ECT on
the basis of a SOAD certificate alone.
There should also be some other
legal authority such as the patient’s
consent

Page 87 of 103

A 4

SOAD indicates maximum
number of allowed treatments
on the Form.

Version 5






Section 59
Plan of Treatment

Any certificate of consent to treatment obtained for the purpose of Section 57 or 58 can
relate to a plan of treatment which can involve one or more of the treatments specified
under the same section and can include a time scale for the appointed CQC doctor who will
consider the whole plan and accept or reject it as a whole.

An outline of the plan will appear on the certificate and should be described in detail on the
patient’s medical notes.

Section 60
Withdrawal of Consent

The MHA Administration team must be informed of any withdrawal of consent to ensure the
requirements of law are followed. If a patient withdraws his previously given consent to
treatment:

1 For any treatment given under Section 57 — treatment must not be given.

2 For any part of a plan of treatment authorised under Section 58 — the treatment
must cease (unless any of the criteria for urgent treatment are met — see Section
62).

3 For any treatment under Section 58 (including plan of treatment which includes

treatment under Section 58) the CQC must be contacted by the RC and until
their doctor comes the RC must not administer treatment. (unless any of the
criteria for urgent treatment are met — see Section 62)

Change of Treatment

If the RC wishes to change the drug treatment to a treatment that is not already authorised
by a SOAD certificate, or one the patient has not consented to; then the following must
occur:

If a patient has previously consented the patient’s consent must be sought again (Form T2).

If the patient does not consent the CQC must be called.

If the CQC doctor was called because the patient refused to consent or did not have capacity
to give consent then the SOAD procedure should be followed including Form T3.

Section 63
Treatment Not Requiring Consent

Provided a treatment does not fall within the provisions of Section 57, Section 58, or Section

58A and it is given under the direction of the RC, for a mental disorder, the consent of the
patient is not required.
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Appendix 3: Treatment under The Act flowchart and guidance

Treatment under the Mental Health Act 1983 Key points

Flow chart 1: Questions to ask about the type of treatment and if it can be given

Is the treatment medication for the mental disorder, ECT, p| Treatment can be given. Ensure s57,
psychosurgery or the surgical implantation of hormones? 58 or 58A and flow chart 2 are
Yes | complied with. If no T3 and not

¢ No consenting consider criteria for s62.

Is it for the core mental disorder, a physical consequence or symptom of the
mental disorder or is it an ancillary treatment to the core treatment? (Treating Yes

self-harm or neglect caused by the mental disorder; blood tests that need to be
undertaken as part of core treatment) o ) ;
if it complies with flowchart 2. It

¢ No must be directed by an AC. If it is

\ Treatment may be given under s63
Treatment is for an unconnected physical disorder but it directly affects the / medication then it is given under

mental disorder and treatment for the core mental disorder is being given. s58 if it is after 3 months of
(Epileptic seizures impacting on a psychosis) y detention and the s58 safeguards
es
apply
¢ No

Treatment can not be given under the Mental Health Act. If the person has
capacity they can consent. Consider use of MCA if the person lacks capacity.
(diabetic medication unconnected to the mental disorder).

Flow Chart 2: Further Tests from Case Law and the Code of Practice

Is treatment appropriate? Consider the wider impact that giving it or not
giving it will have on the person’s life, including welfare, social issues, the No
risks, the person’s views, age, gender, ethnicity, impact on education or work,
its efficacy and the necessity for rehabilitation (see Code of Practice, ch6)?

l Yes

Is it a form of treatment that a competent group of peer professionals would No
agree with, regardless of whether a separate group disagree with it?

v

Y Yes

Have all other less restrictive treatments that would achieve the necessary No
result been ruled out?
l Yes

v

Is treatment in the person’s best interest? Consider the degree of coercion needed, the
impact of imposing the treatment on the person and any adverse affects of the
treatment, alongside, the necessity of the treatment to rehabilitate the person and
achieve the purpose of detention, the degree to which treatment is likely to alleviate or
prevent deterioration of his condition, the risk he presents to himself, the risk he
presents to others, the consequences of the treatment not being given.

No

Do not proceed with treatment

Y _Yes

There is an extra test if there are significant negative side effects. You must also consider how robust No
the evidence is for there being a mental disorder and then combining this with your above
conclusions decide if it is medically necessary to treat? (a greater need for treatment would allow a
lower evidence of mental disorder)
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Treatment under the Mental Health Act

When Treatment is administered under Part IV of the Mental Health Act 1983 it must meet three
tests:

1)

2)

Mental Health Act. For a patient detained under a treatment section, overall the treatment
should be appropriate. For all patients each treatment needs to be for the purpose of alleviating
or preventing a worsening of the disorder, or one or more of its symptoms or manifestations.
(s145(1)) . Whether treatment is appropriate will depend on considering the wider impact that
giving it or not giving it will have on the person’s life, including welfare and social issues, and the
risks.

a. The following types of treatment can be given under the Act:

i A range of acts ancillary to the core treatment, treatment for symptoms of the
mental disorder and physical consequences of the mental disorder (this includes
self-harm, neglect etc).

ii. However, treatment for an unconnected physical disorder could only come
within the definition if it directly affected the mental disorder™.

iii. Furthermore, where there is ‘no proposed treatment for the core mental
disorder it will not be lawful to detain a patient to treat the physical
consequences of his disorder’

iv. If the treatment is not medication, ECT, psychosurgery or the surgical
implantation of hormones then the treatment comes under s63 and must be
directed by an approved clinician (AC).

Case law has determined that for treatment under the MHA, when there is no consent, it must
be in the person’s best interest. However, the test is different than the one defined in the
Mental Capacity Act. In terms of the Mental Health Act this includes both those who lack
capacity and those who have capacity and are refusing. The courts have held that the level of
coercion needed to administer the treatment is more significant than whether the person has
capacity. The High Court stated that there are two parts to this test. Firstly, is it a form of
treatment that a competent Committee of peer professionals would agree with, regardless of
whether a separate group disagree with it. Then it should be decided if it is the best treatment.
In order to decide this it needs to be asked, if there is any other less restrictive treatment that
could achieve the same benefit and, then consider the following in the context of why the
person is detained and their need for treatment/ rehabilitation:

(a) his resistance to treatment, (b) the degree to which treatment is likely

to alleviate or prevent deterioration of his condition, (c) the risk he

presents to himself, (d) the risk he presents to others, (e) the

consequences of the treatment not being given and (f) any possible

adverse effects of the treatment.’

'GJ v Foundation Trust [2009] EWHC 2972 (Fam) para 52. The summary above is taken from
paragraphs 49 to 57. Charles J also considers C. (Adult: Refusal of Treatment) [1994] 1 W.L.R.
290 in his analysis, as it was used in Croydon as an example of physical treatment being
entirely unconnected with the mental disorder.

’R. (on the application of PS) v G (Responsible Medical Officer)[2003] EWHC 2335 (Admin)
paragraph 143
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When Considering the issues the Court of Appeal stated the following should be considered:

whether there is a less intrusive treatment that would achieve the same
result, the distress caused to the patient if the treatment was imposed and
the significance of the purpose for which the person is detained?

3) The Human Rights Act.

a. For Article 8 (Right to private and family life) the treatment must be in
line with the Mental Health Act, proportionate and necessary for the
person’s health or risks to them or others.

b. Article 3 (prohibition of torture) will need to be considered if the effect
of giving it on the patient has significant negative side effects. If it does,
it will need to be medically necessary; this involves two parts:

i. considering the evidence for the mental disorder
ii. considering the necessity of the treatment. (this will involve
asking questions similar to the best interest test, above.)

Over all the medical necessity must be convincingly shown. This does not mean that
the evidence for each question, on its own, needs to meet this threshold. However,
considered together the evidence must meet this threshold.

Completed by Richard Murphy, Mental Health Act Lead
Date: 05/08/2011

®R. (on the application of B) v Dr SS, Dr G and the Secretary of State for the Department of
Health [2006] EWCA Civ 28; [2006] M.H.L.R. 131 The judgement gave considerable weight to
the purpose of detention under the Act in determining best interest. This is discussed below.
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Appendix 4: Guidance on completing T2 certificates
Guidance on Completing and Interpreting Treatment plans for T2 and T3 Forms

This guidance sets out the standards that Solent NHS Trust Employees will be expected to
comply with in regard to completing and interpreting T2 and T3 forms. Regarding T3, these

are completed by CQC instructed doctors who may not follow this guidance. Where there is
ambiguity in the meaning of a T3 then clarification should be sought from the CQC.

The Consent to Treatment Summary Form or a typed T2 certificate must be completed and
attached to the medication chart, along with a copy of the T2 or T3, so as to ensure all
information is clear and simple to read. If a doctor does not complete this then one must be
asked to sign to state it matches the T2 or T3.

Unlicensed use of Medication:

If medication is to be administered for a different purpose than that for which it has a
licence, then the Form T2 should indicate the medication by generic name, specific
dosage and the purpose for which it is to be administered. Alternatively, if it is listed in
the BNF for a different use than that intended, it could be indicated on Form T2 by BNF
category and limits with a comment summarising the purpose for which it is to be
administered (for example, “One oral 4.81.1 anti-epileptic drug used as a mood
stabilizer, within BNF limits”).

Medication that could be used for mental disorder or physical health:
If a medication is being used to treat a physical disorder but it could also be used to
treat a mental disorder it should be clearly stated on the prescription card for which
purpose it is prescribed (for example amitriptyline used for neuropathic pain). This is
to ensure that when interpreting T2 and T3 forms it is not mistakenly identified as
treatment for a mental disorder.

Prescribing of high dose medication:

e Solent NHS Trust supports the implementation of, Consensus statement on high-dose
antipsychotic medication, Royal College of Psychiatrists (Approved by Council: October
2005, Council Report CR138). See Annex A

e Inorder to ensure compliance with this Solent NHS Trust has taken the view that if:

A) one antipsychotic is prescribed above BNF max or

B) more than one anti-psychotic is prescribed as regular medication with combined
percentage above BNF max (as worked out in line with the above Royal College’s
guidance)

The agreed limit above BNF max dose for either single drug or combined must be stated
on the T2 (for example single or combined antipsychotic doses including PRN not to
exceed 150% of BNF max)

e Patients prescribed antipsychotics above the BNF max dose limits must be made aware
of the agreed limit above BNF max.

e The rational for the prescribing regime must be documented and safeguards put in place
for monitoring.

o All staff are expected to comply with this guidance.

Mental Health Act Policy Page 92 of 103 Version 5





Annex A

Recommendations of the RCPsych consensus statement on high-dose antipsychotic
medication

(recommendations that may be of particular interest to Mental Health Act Commissioners
are in bold type)

1. The Consensus Working Group recommends the following definition for high dose:
= a total daily dose of a single antipsychotic which exceeds the upper limit stated in
the British National Formulary (BNF; published by the British Medical Association
& Royal Pharmaceutical Society of Great Britain); or
= atotal daily dose of two or more antipsychotics which exceeds the BNF maximum
using the percentage method.

2. Current evidence does not justify the routine use of high-dose antipsychotic
medication in general adult mental health services, either with a single agent or
combined antipsychotics.

3. If high doses are to be used in an individual case, this should only be after evidence-
based strategies have failed, and as a carefully monitored therapeutic trial.

4. The decision to prescribe high dose (of either an individual agent or through
combination) should be taken explicitly and should involve an individual risk—benefit
assessment by a fully trained psychiatrist. This should be undertaken in consultation
with the wider clinical team and the patient and a patient advocate, if available, and if
the patient wishes their presence.

5. Supplementary prescribers should not make the decision to proceed to the use of high
dose.

6. The decision to prescribe high dose should be documented in the case notes, including
the risks and benefits of the strategy, the aims, and when and how the outcome will
be assessed.

7. Dose escalation should be in relatively small increments and allow adequate time for
response, and this includes prescribing once the high-dose threshold has been passed.

8. Careful watch should be kept on the dosage in terms of total percentage arising from
drug combinations, and the use of PRN (as required) medication. Local systems should
be developed to alert the responsible psychiatrist/clinical team to patients currently
being administered or at risk of receiving high doses.
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10.

11.

12.

13.

14.

The use of PRN medication should be kept under regular review, with training of the
clinical team and psychiatric trainees in the use of PRN and alternative ways of dealing
with acute patient agitation. Staff administering PRN should be aware of its potential to
raise the total daily dose of antipsychotic above the high-dose threshold.

The possible contraindications to high dose, for the drug(s) in the patient concerned
should be considered before prescribing a high dose.

Consider possible drug interactions when prescribing high-dose antipsychotic
medication.

Before prescribing high-dose antipsychotics carry out an ECG to establish a baseline,
and exclude cardiac contraindications, including long QT syndromes. An ECG should be
repeated after a few days and then every 1-3 months in the early stages of high-dose
treatment. The ECG should be repeated as clinically indicated.

Services should be structured, managed and resourced to preclude or minimise the
perceived need for high dose (see chapters on Responsibilities for prescribing,
administering and dispensing and Service implications).

Each service should establish the audit of antipsychotic doses as a matter of routine
practice.

Aggression with psychosis and rapid tranquillisation

15.

16.

17.

18.

Therapeutic strategies, such as de-escalation techniques and rapid tranquillisation using
benzodiazepines and/or antipsychotic drugs within recommended dosage range, are
recommended (see National Collaborating Centre for Nursing and Supportive Care, 2005
and Royal College of Psychiatrists College Research Unit, 1998).

In cases of acute violence and emergency tranquillisation the dose of antipsychotic used
may be minimised by:
= constantly reviewing the use of alternative/adjunctive strategies (de-escalation
and aggression management techniques, benzodiazepines)
= providing (or transferring the patient to) a suitable environment, with adequate
numbers of appropriately skilled staff
= allowing sufficient time for clinical response between dosage increments.

If high-dose antipsychotic treatment has been used, it is particularly important that
the routine monitoring of a sedated patient is carried out, with particular attention to
regular checks of pulse, blood pressure, respiration, temperature and hydration. ECGs
should be carried out frequently during dose escalation, if and when possible.

During acute violence or emergency tranquillisation avoid parenteral antipsychotics if
possible, but if used, ECG monitoring or regular ECGs should be performed.

Mental Health Act Policy Page 94 of 103 Version 5





Treatment-resistant psychosis

19. A fully trained psychiatrist should carefully and regularly assess patients whose illnesses
have proved unresponsive to conventional doses of antipsychotics (for example,
treatment-resistant schizophrenia).

20. The possible contribution to poor response of non-adherence to prescribed medication
should be considered, including consideration of plasma drug assay.

21. Local protocols, based on national guidelines, should be developed for the clinical
management of cases of treatment resistance and of imminent violence and

aggression.

22. Before resorting to a high dose of antipsychotic medication, evidence-based strategies
for treatment resistance should be exhausted, including use of clozapine.
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Annex B

STOP

Consent to Treatment Summary Form

(Certificate of consent to treatment T2 or Certificate of second opinion T3)

ONLY MEDICATION AUTHORISED ON THIS FORM CAN BE PRESCRIBED OR ADMINISTERED. THIS INCLUDES PRN.
THE ONLY EXCEPTION IS IF AN RC AUTHORISES TREATMENT UNDER s62.

Name:

Date of Birth:

Mental Health Act Section:

Number Medication Route of | Regular or | BNF Category & Within BNF
Of (Please state if Clozapine admin PRN Drug number Limits
Meds excluded or included ) Yes or No

Approved Clinician: Dr.......cccciiiiiiiiiic e e e

Certificate of consentto treatment -T2 .......coovvvviiiivennn... O

Certificate of second opinion - T3..........ccooiiiiiiiiiiininen... [

Print Name...........ccoiiii, SigN. .o Date:.....coooviiiienn,

Raymond Gray, Principal Pharmacist Mental Health, Solent NHS Trust. June 2011
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Appendix 5: Guidance on the Administration of ECT

Guidance on use of ECT in relation to the MCA and the MHA

Legal status of
patient

Informal inpatient
Informal inpatient

Informal inpatient

Capacity to
consent to
ECT

Yes
Yes

No

Mental Health Act Policy

Consents to ECT

Yes
No

Positive about
treatment or not
objecting

Action by ECT department

Give ECT with consent
Do not give ECT

ECT may be given in Best Interests under MCA
if:-
- a Best Interests meeting should be held if
practicable within the time frame. Clear
documentation would be needed to establish
they lack capacity and that it is in their best
interest, including a clear statement why it is
less restrictive and better option for patient
than use of MHA. The starting point should be
their wishes and views and their carers views
should also be considered. Furthermore, if
they are unbefriended consideration should be
given to a referral for an IMCA. At this
meeting the use of ECT, their attitude to it, the
impact of it on them, the fact they are in an
institution and the impact it has on them
should be considered as they are all significant
factors pointing towards a deprivation of
liberty.
- each case would need to be considered on
the wider facts including the contact they have
with the outside world, the contact they have
with family, any activities they engage in, and
anything that could be considered an
objection to the treatment plan.
- if it is concluded there is no deprivation of
liberty and a patient is to be given ECT under
s5 of the MCA then a second doctor, who is an
AC in the Trust, should be asked, if practicable
within the time frame, to give a second
opinion on:
1) their capacity,
2) if ECT is medically necessary (art 3)
and in their best interest (art 8),
3) if an IMCA has not been involved is
one needed, and
4) if, considered in the context of their
wider care, are they are deprived of
their liberty and therefore if the MHA
applies.
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Informal inpatient

Sections 2 or 3

Sections 2 or 3

Sections 2 or 3

Sections 2 or 3

CTO

CTO
CTO

CTo

Informal
community patient

Informal
community patient

Informal
community patient

No

Yes

Yes

No

No

Yes

Yes

No

No

Yes

Yes

No

Mental Health Act Policy

Actively refusing,;
advance decision
refusing;
deputy/attorney
refusing

Yes

No

No advance decision,
and no deputy or
attorney refusing

Advance decision
refusing;
deputy/attorney
refusing

Yes

No

No advance decision,
and no
deputy/attorney
refusing

Advance decision, or
deputy/attorney
refusing

Yes

No

Positive about
treatment or not
objecting
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If a person who lacks capacity in anyway
objects to ECT this would be a very strong
pointer towards a deprivation of liberty
occurring (it is difficult to think of cases
where it would not be a deprivation of
liberty) and therefore an assessment under
the MHA would be needed (not the
Deprivation of Liberty Safeguards).

Give ECT if form T4 in place

ECT cannot be given unless it is an
emergency (s 62)

Give ECT if form T6 in place

ECT can only be given if it is an emergency (s
62).

Give ECT but CTO11 needs to be in place
within a month

Cannot give ECT.

ECT can be given but only if the person is not
objecting or is objecting but force does not
need to be used to give the ECT.

A CTO11 needs to be in place within a month
or in an emergency (s 64G).

ECT may only be given in an emergency (s
64G).

Give ECT with consent

Do not give ECT

ECT may be given in Best Interests under
MCA if:-

- a Best Interests meeting should be held if
practicable within the time frame. Clear
documentation would be needed to establish
they lack capacity and that it is in their best
interest, including a clear statement why it is
less restrictive and better option for patient
than use of MHA. The starting point should
be their wishes and views and their carers
views should also be considered.
Furthermore, if they are unbefriended

Version 5





consideration should be given to a referral
for an IMCA.
- each case would need to be considered on
the wider facts including the contact they
have with the outside world, the contact
they have with family, any activities they
engage in, and anything that could be
considered an objection to the treatment
plan.
- if the plan is to give ECT under s5 of the
MCA then a second doctor, who is an AC in
the Trust, should be asked to give a second
opinion on:
1) their capacity,
2) if ECT is medically necessary (art 3)
and in their best interest (art 8),
3) ifan IMCA has not been involved is
one needed, and
4) ifin agreement with the best
interest assessment and stated
reasons why this is less restrictive
and a better option for the person
than detention under the MHA.

Informal No Actively refusing; - Use of MHA and admission would

community patient advance decision; need to be considered.
deputy/attorney - Patients for whom this situation may
refusing occur should be encouraged to make

an advance statement of wishes or
an advance decision to refuse
treatment, at a time when they have
capacity.

Additional notes:

1) Emergencies for patients detained under s2 or s3:

Where ECT is immediately necessary to either save the patient’s life or prevent serious
deterioration in their condition ECT may be given even if the patient has capacity and refuses, has
made an advance decision, or their deputy or attorney has refused consent.

2) Maintenance ECT:

The above principles apply to both acute treatment with ECT and maintenance ECT. However, we
would recommend that any patient, who lacks capacity, for whom maintenance ECT is planned,
should have a second opinion from another AC within the Trust if not subject to a SOAD via the
MHA.

3) Outpatients who lack capacity:
If a person is not objecting or positive about ECT and has no advance decision to refuse it is hard to

argue that they would need to be detained to receive ECT for the following reasons:

if detained they would need to receive care in an institution with all its restrictions rather
than being at home and only attending hospital for their treatment, and
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they would be being denied a treatment that would be available to informal inpatients who
lack capacity.

4) CTO in patients who lack capacity:

In terms of the use of CTO, in order to meet the criteria it would have to be shown that the power of
recall was necessary. If a person is not objecting in any way and may even be positive about
treatment it should be asked if this can really be shown? Furthermore, in order to go on a CTO a
person would first need to be detained on a s3. The use of CTO to give ECT to a person who lacks
capacity when there is no other need for the CTO would place this group of patients under a
restrictive statutory framework that others in the same situation are not placed under: those not on
a s3 receiving ECT. At the same time it is difficult to see how, in the absence of other reasons, it
could be justified to use a s3 to put a person on CTO, so ECT could be given in the community. Legal
advice could always be sought.
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Solent m

Appendix 6: Covert Medication NHS Trust

Covert medication under The Mental Health Act 1983

RC Responsible for decision:

Name and role of others consulted:

Medication to be given covertly

SOAD DATE:

Patients level of understanding that they would be receiving medication and its purpose

What are the risks of giving the medication non-covertly both in terms of risks associated with administering it
and likelihood of the person not receiving treatment.

What is the risk to the patient or others if they don’t receive treatment and the benefits if they do.

Considering this why is covert administration of medication a proportionate response?

Arrangements for review (at least 1 month, 3 months, six months, and then yearly)

If the case goes to a tribunal then it may be ruled that it is necessary for the medication to be disclosed in the
interests of justice. Considering this why is it still justified?
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Appendix 7

Equality Analysis and Equality Impact Assessment

Equality Analysis is a way of considering the potential impact on different groups protected from
discrimination by the Equality Act 2010. It is a legal requirement that places a duty on public sector
organisations (The Public Sector Equality Duty) to integrate consideration of Equality, Diversity and
Inclusion into their day-to-day business. The Equality Duty has 3 aims, it requires public bodies to
have due regard to the need to:

e eliminate unlawful discrimination, harassment, victimisation and other conduct prohibited
by the Equality Act of 2010;
e advance equality of opportunity between people who share a protected characteristic and
people who do not;
o foster good relations between people who share a protected characteristic and people who
do not.
Equality Impact Assessment (EIA) is a tool for examining the main functions and policies of an
organisation to see whether they have the potential to affect people differently. Their purpose is to
identify and address existing or potential inequalities, resulting from policy and practice development.
Ideally, EIAs should cover all the strands of diversity and Inclusion. It will help us better understand its
functions and the way decisions are made by:

e considering the current situation

e deciding the aims and intended outcomes of a function or policy

e considering what evidence there is to support the decision and identifying any gaps
e ensuring it is an informed decision

Equality Impact Assessment (EIA)
Step 1: Scoping and Identifying the Aims
MHA/MCA Lead

Title of Change: Update
What are you completing this EIA for?
(Please select):

VLEIEIERGERNETE TP SV IO B Ensure that the policy reflects the changes in legislation that
the changes are relevant to Solent NHS Trust

Policy (If other please specify here)

Step 2: Assessing the Impact

Please use the drop-down feature to detail any positive or negative impacts of this document /policy
on patients in the drop-down box below. If there is no impact, please select "not applicable”:

Protected Characteristic | Positive Negative | Not Action to address negative impact:
Impact(s) | Impact(s) | applicable | (e.g. adjustment to the policy)

ex

Disability
Age

Genderreassignment | | |
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Sexual Orientation

Pregnancy and
NELCITY

Marriage and civil
partnershlp

ReI|g|on or belief

Race ____

If you answer yes to any of the following, you MUST complete the evidence column explaining what
information you have considered which has led you to reach this decision.

Assessment Questions Please document evidence / any mitigations

Document sent for discussion with other lead

professionals in Mental Health
Yes

Yes

Step 3: Review, Risk and Action Plans
How would you rate the overall level of impact / Medium

risk to the organisation if no action taken? | O O

Continue to work within the Act, the code of
eliminate the negative impact? practice and the Trust's policies.
Who will be responsible for monitoring and regular EYIgV:VAY/[@/:Q=ET)
review of the document / policy?

Step 4: Authorisation and sign off

I am satisfied that all available evidence has been accurately assessed for any potential impact on
patients and groups with protected characteristics in the scope of this project / change / policy /
procedure / practice / activity. Mitigation, where appropriate has been identified and dealt with
accordingly.

Equality Assessor:
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Additional guidance

Who to Consider

~ Example issues to consider

Further guidance

Protected characteristic

1 Disability

A person has a disability if they have a
physical or mental impairment which
has a substantial and long term effect on
that person’s ability to carry out normal
day today activities. Includes mobility,
sight, speech and language, mental
health, HIV, multiple sclerosis, cancer

Accessibility

Communication formats (visual
& auditory)

Reasonable adjustments.
Vulnerable to harassment and
hate crime.

Further guidance can be
sought from:

Solent Disability Resource
Group

2. Sex A man or woman Caring responsibilities Further guidance can be
Domestic Violence sought from:
Equal pay Solent HR Team
Under (over) representation
3 Race Refers to an individual or group of Communication Further guidance can be
people defined by their race, colour, and Language sought from:
nationality (including citizenship) ethnic Cultural traditions BAME Resource Group
or national origins. Customs
Harassment and hate crime
“Romany Gypsies and Irish
Travellers”, are protected from
discrimination under the ‘Race’
protected characteristic
4 Age Refers to a person belonging to a Assumptions based on the age Further guidance can be
particular age range of ages (eg, 18-30 range sought from:
year olds) Equality Act legislation defines Capabilities & experience Solent HR Team
age as 18 years and above Access to services technology
skills/knowledge
5 Gender “The expression of gender Tran’s people should be Further guidance can be
Reassignment characteristics that are not accommodated according to sought from:
stereotypically associated with ones sex their presentation, the way they | Solent LGBT+ Resource
at birth” World Professional Association dress, the name or pronouns Group
Transgender Health 2011 that they currently use.
6 Sexual Whether a person’s attraction is Lifestyle Further guidance can be
Orientation towards their own sex, the opposite sex Family sought from:
or both sexes. Partners Solent LGBT+ Resource

Vulnerable to harassment and
hate crime

Group

7 Religion
and/or belief

Religion has the meaning usually given
to it but belief includes religious and
philosophical beliefs, including lack of
belief (e.g Atheism). Generally, a belief
should affect your life choices or the
way you live for it to be included in the
definition. (Excludes political beliefs)

Disrespect and lack of awareness
Religious significance
dates/events

Space for worship or reflection

Further guidance can be
sought from:

Solent Multi-Faith
Resource Group

Solent Chaplain

8 Marriage

Marriage has the same effect in relation
to same sex couples as it has in relation
to opposite sex couples under English
law.

Pensions
Childcare
Flexible working
Adoption leave

Further guidance can be
sought from:
Solent HR Team

9 Pregnancy
and
Maternity

Pregnancy is the condition of being
pregnant or expecting a baby. Maternity
refers to the period after the birth and is
linked to maternity leave in the
employment context. In non-work
context, protection against maternity
discrimination is for 26 weeks after
giving birth.

Employment rights during
pregnancy and post pregnancy
Treating a woman unfavourably
because she is breastfeeding
Childcare responsibilities
Flexibility

Further guidance can be
sought from:
Solent HR team
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SUMMARY OF POLICY

This policy outlines the process for reporting, managing, investigating, and learning from incidents,
including Serious Incidents Investigations (SI’s) and Never Events. The policy is an update of previous
policies (Reporting Adverse Incidents, Serious Incidents requiring investigation and Policy for
investigation, Analysis and Learning from Incidents, Complaints and Claims) and replaces all previous
versions of policies related to the investigation of incidents. It should be noted that this policy will
also be subject to significant review and change as the National Patient Safety Strategy is
implemented (by 2023) and in light of Solent’s commitment to engage with and involve our
community in creating a Safety Culture within the trust.

Solent views the reporting and investigation of incidents as opportunities to learn and prevent future
safety issues taking place. Learning from incidents is of paramount importance in order that an
Organisation can understand why an incident occurred, can rapidly identify learning and put actions
in place to protect the safety of patients and staff, can share this learning and can prevent similar
incidents from occurring again. Learning is shared in a variety of means in Solent. These include

e directly within teams,

e viathe Learning from Incidents and Deaths Panel,
e atlocal and Trust wide Safety Forumes,

e through regular patient safety reporting,

e atregular and bespoke training

e on SolNet and via rapid Communication systems

All Incidents including near misses must be reported using the Ulysses (Online Risk Management
System) and should be recorded on the day the incident occurred. This policy will detail the
recommended and mandated timelines for reporting, reviewing, responding, and investigating
incidents. The policy is closely linked to and should be read in conjunction with the Learning from
Deaths Policy, the Being Open and Duty of Candour Policy and the Management of Complaints Policy.

Serious Incidents are reported to NHS England. The Investigation is undertaken by an experienced
Serious Incident Investigator and the Serious Incident Framework (2015). The policy will also provide
guidance for incidents categorised as High Risk or Serious Incidents and clarify the definition of these.
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1.
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13

14

15

1.6

1.7

Incident Reporting, Investigation and Learning Policy
INTRODUCTION & PURPOSE

Successful incident management is underpinned by a proactive culture whereby effective
incident reporting, investigation and learning from incidents take place and reduce the
likelihood of incidents reoccurring. This reporting culture contributes to improved service user
safety and service provision and makes the Trust a safer place to work and visit for staff, service
users and the public.

The open reporting of incidents (including near misses and ‘errors’) is positively encouraged by
Solent and is viewed as an opportunity to learn and to improve safety, systems and services.

The Board of Directors endorses the use of the NHS Improvement ‘A Just Culture guide’ (2018)
appendix B, which aims to promote fair and consistent staff treatment within and between
healthcare organisations. The just culture guide helps to move away from attributing blame
and instead looks to find the root cause when things go wrong. Identifying contributory systems
failures is crucial to successful incident management.

Staff will also be supported through the Freedom to speak up and the Being Open and Duty of
Candour Policy. Solent will apply the principles of individual responsibility and corporate
responsibility.

The key principles of Solent NHS Trust’s Incident Reporting are that:

e Our community can have confidence that any concerns about safety are highlighted
and thoroughly investigated.

e Safety is ensured in all areas of the trust and that incidents that could potentially or
have caused safety concerns are identified.

e Keylessons from incidents in any part of Solent NHS Trust can be applied in other areas
of the Organisation, in order that the risk of recurrence is reduced, and subsequent
loss or harm is avoided or reduced.

e Alearning and no blame culture is fostered.

e Any loss of reputation or assets of Solent NHS Trust and its staff is minimised.

e Data and quality metrics of all incidents and near misses is obtained and the
appropriate analysis is undertaken to provide intelligence for future improvements.

e Solent fulfils its Statutory and mandatory requirements for incident reporting and
investigation.

The process for the management of Serious Incidents was reviewed by NHS Improvement in
2019 and it is expected that a Patient Safety Incident Response Framework will be published
for full roll out in 2021. Solent will review and update this policy in line with any significant
changes when full roll out commences.

The purpose of the policy is to ensure that.

e allincidents are appropriately managed and investigated based on their severity

e there is relevant learning and improvement in care as a result of incidents

e Qualitative and quantitative data analysis is used to highlight any trends which may be
occurring and uncover any further need for intervention.
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It is therefore essential that all incidents, irrespective of whether they have caused actual harm, or
were a near miss, are reported to the Trust in a timely manner. This will help to build an accurate
picture of events across the Trust.

2.1

2.2

2.3

3.1

3.11

3.1.2

3.13

3.14

3.15

SCOPE & DEFINITIONS

This policy applies to locum, permanent, and fixed term contract employees (including
apprentices) who hold a contract of employment or engagement with the Trust, and
secondees (including students), volunteers (including Associate Hospital Managers), bank
staff, Non-Executive Directors and those undertaking research working within Solent NHS
Trust, in line with Solent NHS Trust’s Equality, Diversity and Human Rights Policy. It also
applies to external contractors, agency workers, and other workers who are assigned to
Solent NHS Trust.

Solent NHS Trust is committed to the principles of Equality and Diversity and will strive to
eliminate unlawful discrimination in all its forms. We will strive towards demonstrating fairness
and Equal Opportunities for users of services, carers, the wider community, and our staff.

See Glossary in section 10.

PROCESS/REQUIREMENTS
Immediate Response by the Trust

In all instances, the priority for the Trust is to ensure the needs of individuals affected by the
incident are attended to, including any urgent clinical care which may reduce the harmful
impact.

A safe environment should be re-established. It is essential that all equipment or medication
indicated in a safety incident is quarantined retained and isolated in accordance with the
Medical Devices Safety Policy and the Medicines Management policy All relevant non-
electronic documentation should be copied and secured to preserve evidence to facilitate the
investigation and learning.

If there is a risk that a criminal offence has been committed, the immediate vicinity where the
incident occurred should be preserved, as far as practicably possible and contact with the
police made as soon as possible after the event. It should be noted that any judicial
investigation will take precedence over a Solent investigation.

In the event of suspected criminal fraud, bribery and/or corruption offences a report should
be made to the Trusts Local Counter Fraud Specialist to investigate further in line with the
Trusts Local Fraud, Bribery and Corruption Policy.

Solent are committed to the principle of being open and transparent when an incident
occurs. Early discussions and support must be offered to service users, relatives and carers
and staff involved in the incident. A sincere and meaningful apology must be given to
patients/family, in accordance with the Trust’s Being Open and Duty of Candour Policy).
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3.1.6

3.2

3.2.0

3.2.2

3.2.3

3.24

3.25

3.2.6

33

3.3.1

3.3.2

3.4

If the incident is a potential adult or child safeguarding concern, a safeguarding alert must also
be raised and the Solent Safeguarding team involved in the decision making about ongoing
investigations

Incident Reporting

All incidents (irrelevant of their severity), including near misses, must be reported using the
Trust’s electronic risk management System— Ulysses. In the event of the electronic system
not being available, an incident can be reported using the printable Incident Report Form and
sent to the Quality and Safety Team for uploading onto the Ulysses system. The Quality and
Safety team are available in working hours via phone, emails, or TEAMs to assist with queries
about the completion of incidents reports

Incidents must be reported as soon as possible after an event and no later than 24 hours of
the event being identified. In exceptional circumstances there may be a delay in reporting an
incident, the reason for the delay must be included in the incident report.

Incidents are factual accounts of events and must include relevant details of the incident and
immediate actions taken including support offered to individuals involved. They should be as
detailed as possible regarding location, time, those involved and any other relevant details.
They should not include opinion, supposition, conjecture, and personal identifiable
information.

The person nominated by the service as a reviewer has some vital responsibilities in
managing incidents which include review of the event, ensuring staff and patients are safe
and supported, determination of severity and alerting senior staff about serious events. It is
for this reason that incidents are sent electronically to the designated reviewer. The
designated reviewer must review the incident details and complete the initial submission of
the incident using Ulysses within 5 days of notification. Reviewers are encouraged to provide
feedback to staff following the reporting of the incident and the closure of the incident.

The Quality and Safety team will carry out an audit of this quarterly and will report to the
Quality Improvement and Risk Group where review is not taking place within the appropriate
timelines.

Further guidance on reporting incidents using Ulysses can be found on SolNet.
Grading

All reported incidents and near misses are initially graded by the Quality and Governance
Administrators and not as part of the reporter’s or reviewer’s process. The Quality and
Governance Administrators review all Incidents reported on Ulysses and undertake Validation
using the guidance from the NRLS. (See Glossary)

The incident is validated based on the information available, using guidance from the NRLS.
The incident can be regraded at any time, for example following the Incident Review process
or an Investigation. It is for this reason that the information contained within the report should
be as full possible.

Near-miss incidents
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3.4.1

3.4.2

343

3.5

3.5.1

3.5.2

3.6

3.6.1

3.6.2

3.6.3

3.6.4

Near miss incidents are not the same as negligible or minor incidents and should never be
treated as such. A near miss is an unplanned event that did not result in injury, illness, or
damage — but had the potential to do so. Only a fortunate break in the chain of events
prevented an injury, fatality, or damage; in other words, a miss that was nonetheless very
near. In some cases, these are so serious as to constitute a High Risk or Serious Incident
despite the harm being averted.

Near misses should be dealt with in relation to the potential harm that would have occurred
had the actual incident not been avoided. For example, if a near miss had the potential for
moderate, major, or catastrophic harm the incident should be considered in the same way as
an actual incident at a moderate, major, or catastrophic level. Near misses which would have
resulted in negligible or minor harm should be dealt with in the same way as actual negligible
or minor incidents with the local team or services learning from these via the same process as
actual low-level incidents.

The potential severity of the harm averted in the near miss had it impacted upon a patient,
staff member or visitor will determine the appropriate level of investigation pursued.

Moderate, Major, Catastrophic Incidents

Incidents with an actual impact of moderate or above, must be reported and escalated to
relevant Heads of Service/Clinical Directors and designated Executives by the team manager
within 24 hours of the incident occurring, or to the on-call duty manager if out of hours.

The statutory Duty of Candour must be engaged for all patient safety incident where there is
moderate harm to the Service user, duty of candour is determined at an Incident Review
meeting. See the Being Open and Duty of Candour policy.

Incident Review meetings

Incidents graded moderate and above except for Pressure Ulcers are subject to an Incident
review meeting (IRM). The purpose of the IRM is to consider if whether any immediate actions
need to be taken or learning shared. The IRM will also review the level of investigation required
or whether an incident meets the Serious Incident Framework or the Trust’s definition of a
High-Risk Incident. On occasions Incidents graded minor or below can still be subject to an IRM.
See SolNet for further information.

The meeting will always be chaired by the Chief Nurse, Chief Medical Officer, or their
nominated Deputy (Assoc Nurse Director/Associate Director of Quality & Governance/
Associate Medical Director). This is a minimum requirement for Quoracy.

The meeting will also bring together senior service line staff, safeguarding, 1G, Infection
prevention and control staff, clinicians, other providers and significant participants and CCG
colleagues depending on the nature of the incidents. This list is not exhaustive and the IRM can
have any representatives who are able to contribute relevant information and context to the
chair.

The purpose of the meeting must relate to a safety issue and is not for Services to share or
discuss purely operational or communication issues or to facilitate engagement with other
providers.
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3.6.5

3.6.6

3.6.7

3.6.8

3.6.9

3.7

3.7.1

3.7.2

Process for identifying an incident, that requires an Incident review meeting
This meeting can be convened via several triggers:

Heads of Quality and Professionals/CDs can submit a request via the Quality and Safety team.

By the Quality and Safety Team during the Validation process an incident can be identified, this
will be discussed with the Head of Quality and Professions

At the request of the staff named above as chairs

At the request or based on an issue raised by external bodies such as the CQC, CCG or other
providers but the chair will retain the final decision as to whether this is required.

IRMs, in most cases, are organised to take place within 5 days of the Incident being identified
for a review. However, it is recognised that for incidents of greater than moderate harm, the
incident is risk assessed by the Quality and Safety Manager to ascertain if a review meeting
needs to take place sooner. There are exceptions to this timing including IG breaches which
have nationally mandated timelines to which Solent must adhere. These are detailed in the
relevant policies for specific departments.

Managers are required to have undertaken a review of the incident before the meeting and to
add a chronology to the Incident reporting form. An incident Management Form (IMF) should
be provided with as much notice to the meeting as possible to ensure full details are available
prior to decision making. The additional information is required to enable the chair of the
meeting to decide the level of investigation required.

The Incident review meeting actions are documented by a Quality and Governance
Administrator on the Incident form. The meetings are usually recorded to ensure accuracy in
completing the notes, but the recording is deleted immediately after notes are written for good
governance of data purposes.

In the case of a patient death services may be required to produce a structured judgement tool
to determine quality of care and any potential gaps. This is detailed in the Learning from Deaths
Policy and will be requested on a case by case basis.

Serious Incidents

Under the Serious Incident Framework (NHS England 2015) serious incidents are no longer
defined by grade, but every incident considered on an individual basis:

‘Serious incidents are events in health care where the potential for learning is so great, or the
consequences to patients, families and carers, staff or organisations are so significant, that they
warrant using additional resources to mount a comprehensive response. ...Serious incidents can
be isolated, single events or multiple linked or unlinked events signalling systemic failures within
a commissioning or health system’.

In line with the SI Framework, all incidents meeting the criteria for reporting via the Strategic
Executive Information System (StEIS) as Serious incidents. These can be found at Appendix C
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3.7.3

3.7.4

3.7.5

3.7.6

3.7.7

3.7.8.

3.79

3.7.10

3.7.11

The Quality and Safety team will report any serious incidents meeting the criteria on StEIS
within 48 hours of the identification of the serious incident. A copy of the Incident form,
including the chronology and the commissioning brief will be shared with the appropriate
CCG or other commissioning body as per contractual arrangements within 72 hours of the
identification of the serious incident. The team have developed guidance on the Trust’s
approach to the Sl investigation and the sign off process. This guidance is on SolNet.

The Quality and Governance team will ensure serious incidents are also shared via the National
Reporting and Learning System (NRLS) within 2 days of identification in accordance with
current guidance.

It should be noted that both StEIS and NRLS will be discontinued as per National Health Service

England (NHSE) plans within 2021/22 and this policy and process will be reviewed to reflect
any changes.

A commissioning brief will be written to determine the scope and limitation of any
investigation. These are the responsibility of the Head of Quality and Professions or a
nominated deputy with support from the Quality and Safety Team. The Associate Director of
Quality and Governance (or nominated deputy) approves the Commissioning brief before it is
shared with the CCG.

At the time of writing all serious incidents require root cause analysis investigation. Reports
(eRCA) are completed using Ulysses.

Solent have a bank of experienced Serious Incident Investigators who are trained in
investigation and are not related to any of the services in which they carry out investigations.
The roles and responsibilities of the Serious Incident Investigators are documented in the
Serious Incident Framework (2015). The Head of Quality and Professions are responsible for
ensuring that all serious incidents in their service line are investigated. The Quality and safety
manager is responsible for monitoring that deadlines and appropriate standards or
investigation are met that the report meets the requirements of the Serious Incident
Framework 2015. They will also liaise with the CCG if a delay is anticipated to ensure that
Solent does not breach deadlines for completion.

On occasion it may be necessary for an external investigator to investigate a Solent incident. It
is important that the investigator is provided with support from the Quality and Safety Manager
and is provided with all the relevant access and information they require for the investigation.
A memorandum of understanding will be provided. This will include, policies and procedures,
a list of contacts, service line support and admin support.

Solent Serious Incident Investigators may be required to undertake an external Investigation
for another Organisation. On this occasion, it is important the neighbouring Trust develops a
memorandum of understanding and shares this with the Investigator. Solent will provide
support to the investigator throughout the investigation.

In accordance with the Trust’s Being Open and Duty of Candour policy, investigators will
involve the service user and/or their carers/family or significant other in the investigation
process unless there is an identified and documented reason not to do so. In all cases, service
users, carers/family or significant others will be informed that the Trust is undertaking an
investigation into the incident.
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3.7.12

For the majority of cases, service users, carers/families or significant others will be offered
the opportunity to participate in the investigation and this will involve the Service manager
sending a letter to the service user, carers/family or significant others providing the lead
investigator(s) contact details. The investigator will then arrange to talk to or meet with the
service user, carer/family or significant other. A patient or next of kin’s questions will be
included in the Commissioning Brief if it is directly relevant to the incident. If a patient or next
of kin’s questions are not directly related to the incident, these will be managed under the
Complaints Policy.

3.7.13 Where the service user, carer/family or significant other do not wish to be involved in the actual

3.7.14

3.7.15

3.7.16

3.7.17

investigation, once the report and action plan are completed, they will be contacted again to
advise them of the report completion and to ascertain how they would like to receive feedback
on the findings. A copy of the finalised report will be shared, or discussed, with them, where
this is requested. The decision to not participate or where family cannot be identified should
be recorded on the Ulysses record.

Where an incident involves other providers or organisations, an invitation to the IRM will be
offered and in most cases the opportunity to carry out a joint investigation will be made
available at this point. Joint investigations should be just as they are described with all parties
able to provide timelines, information and interviews for the investigator who should retain
absolute independence and not be seen to represent Solent alone. Ideally all parties should be
brought together to review and update the investigation together rather than in sequence in
order that valuable discussion is held. Principles of joint investigation are detailed in the
Hampshire and Isle of Wight (HIOW) joint agreement for investigation to which Solent is fully
committed.

Serious Incident reports and the action plans should be written with the patient or their family
in mind and the language and style must reflect a person-centred approach. The patient and
/or their family members will be named in a report following their consent. The information
within a report can be extremely distressing for a person to read and in some cases, this cannot
be avoided. This is however, exacerbated if the report is written in a way that uses complicated
or jargonistic language. The report should avoid jargon, complication, and extraneous
information. It should be written in such a way that a person with no previous experience of
healthcare can understand. Action plans should be constructed to be meaningful and reflect
the desire to address any care or service delivery concerns raised and to prevent future
incidents.

It is the Head of Quality and Professions responsibility to organise the sharing of the report
with the patient or their family. The letter summarising the findings and process of
investigation will accompany the report. It is important to provide the patient or their family
with a choice on how they would like to receive the investigation. This may be in person or by
email or post. Opportunities should be made for a follow up appointment to discuss any
questions. Following the appointment, if the patient or their family still have concerns, it will
be necessary to manage through the Complaints policy.

The Family Liaison Manager (FLM) will be offered for supporting families in the event of an
unexpected death or serious event and will usually participate in the sharing of the completed
report. The completed investigation report, when shared with the family should, where
appropriate be undertaken with direct support from the FLM.
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3.7.18

3.8

3.8.1

3.8.2

3.9

3.9.1

3.9.2

3.10

3.11

In the event of an unexpected death that constitutes a Serious Incident the Investigation report
will be requested by the Coroner. Serious Incident Investigators will be requested to attend
inquests as a witness.

Never Events

Never events are serious, largely preventable service user safety incidents that should not
occur if the available preventative measures have been implemented i.e. in-patient suicide
using non-collapsible rails. ‘Never events’ are defined by NHS England from the evidence base
and reviewed periodically (NHS England 2018). See Appendix D for a list of the current ‘Never
Events’ that apply to the Trust. They will be investigated using a SI methodology.

Quality and Governance (Quality & Safety Team) will immediately report a Never Event to the
Chief Nurse who will inform the Board and other stakeholders. Reporting of these events is
also required to the CQC and this will be undertaken by the Chief Nurse or their nominated
deputy.

High risk Incidents

High Risk Incidents are incidents that Solent deem as serious in themselves or due to the scale,
scope for replication or implications of the event. They do not meet the Serious Incident
Framework 2015 standards. They can be escalated to a Serious Incident at any part in the
investigation. The chair of the Incident Review meeting will decide when a high-risk incident
investigation is required.

High Risk Incidents may be investigated using root cause analysis, though this is not always the
case. Where they are investigators should do so using the eRCA module, on Ulysses and are
usually investigated within a Service line. On occasions the chair of the Incident Review meeting
identifies a bank Serious Incident Investigator is required to investigate.

External Reporting Requirements

Dependent upon the type of incident and/or severity of the incident being reported will
dictate whether additional action/reporting to external agencies is required and this will be
determined on a case by case basis. See appendix E

Reporting of Incidents to the Care Quality Commission

It is a requirement that some serious incidents must be reported directly to the CQC, as
determined in the CQC, Statutory notifications for NHS bodies provider guidance (2013)
Incidents falling into this category will be identified by the Quality and Governance Team and
it will be agreed who will report to the CQC at the Incident Review meeting.

3.12 Communication following an Incident the Being Open and Statutory Duty of Candour Policy

3.121

The Trust’s Being Open and Statutory Duty of Candour policy makes it compulsory on the
Trust to disclose information. In respect of this policy where there is a patient safety incident,
that has led to a minimum of moderate harm to a service user, the Statutory Duty of Candour
applies.
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3.13 Supporting staff and service users following an incident/traumatic event

3.13.1 The line manager/person in charge must ensure all staff and service users involved in a
traumatic/ stressful incident are offered support following an incident.

3.13.2 Inthe first instance a debrief session should be held as soon after the event as possible to
allow staff the opportunity to reflect on the situation and explore how it has made them feel.
This would usually be organised and facilitated by the team manager. The exact nature of the
support mechanisms used will be dependent on the type and severity of the incident and the
needs of the individual(s) involved and will always follow the principles of being open as
detailed in the Being Open and Duty of Candour policy.

3.13.3 The manager/person in charge should consider actions to protect the individual(s) wellbeing
at this time. As appropriate, staff will be offered reasonable access to:

o Immediate medical treatment if required.

. Advice/counselling from Workplace Wellbeing.

. Occupational Health Services.

. Advice from Human Resources.

J Legal advice (at the discretion of the Trust).

o Time away from work (nature of leave to be agreed on a case by case basis).
o Time out to consult with their Union and/or professional body.

3.13.4 Subsequently managers should ensure staff can access on-going peer support within and/or
external to the team, as well as support from themselves.

3.13.5 On the completion of an investigation, all individuals involved will be provided with the
investigation findings, lessons learned and recommendations for further action. The
ward/team manager may wish to consult with the Quality and Governance (Quality & Safety
Team) for advice and support.

3.13.6 In cases where a potential misconduct or a potential breach of professional conduct are
identified through investigation a separate process which is detailed in Solent’s HR Policies will
be undertaken. Reference to the HR investigation to be undertaken may be made in the
investigation report but no details of the outcome will be shared in the Serious Incident
investigation. It may be necessary for the HR Investigation Investigator and the Serious Incident
Investigator to undertake joint staff interviews to prevent duplicating responses and to
minimise staff’s time and distress. The same level of staff support must be in place for staff in
these situations as for any other investigation.

3.13.7 Safety events may be brought to the attention of the Quality and Safety team via the Freedom
to Speak Up Guardians (FTSU) within Solent. These will be investigated in accordance with FTSU
policy and guidelines but, whilst protecting the individual involved, should have the same rigor
and professional curiosity as all other investigations.

3.14  Support for Staff called as witnesses:

3.14.1 In the event that a member of staff is called as a witness to Coroner’s Court or other external
processes in relation to an incident then the staff’s line manager must contact the Head of Risk
and Litigation. The Head of Risk and Ligation will arrange support and guidance to all witnesses
with reference to preparing for and attending court. Further information can be found on
SolNet.
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3.15

3.15.1

3.15.2

3.16

3.16.1

3.16.2

3.17

3.171

Incidents Involving the Police

Whilst all service user records must be preserved securely and safely for evidence, unless there
is a real reason to believe the records will be tampered with, the police do not have the right
to seize/remove service user records without a court order being in place.

Where the police do request records for evidential purposes, a formal written request using
form DP2 must be completed by the requesting officer. The Police must send this directly to
the Information Governance team. The relevant records can then be copied, and the copies
released to the police. This is managed by the Information Governance team as a Subject
Access Request. Further information can be found in the Subject Access Request policy.

Media Involvement/Media Enquiries

The Trust’s Head of Communications will handle all enquiries from the media; prepare
statements for release to the media on behalf of the Trust, etc. Staff receiving any media
enquiries must direct these immediately to the Head of Communications, or if out of office
hours, the on-call manager.

The Head of Quality and Safety will notify the Head of Communications of all serious incidents
likely to cause media interest. Where adverse media coverage is either received or perceived,
contact with Portsmouth or Southampton CCG and NHS England’s communications leads will
be established to agree a media handling strategy. Where necessary, NHS England will brief the
Department of Health Media Centre.

Learning and Sharing

Solent recognise that Safety in Healthcare has traditionally focussed on avoiding harm by
learning from error however Solent are committed to recognising the effectiveness of learning
from what has gone well by analysing and sharing why it went well. Sharing this learning
provides the opportunity for Services to explore how they too can learn from the Incidents.
This is called positive learning.

3.17.2 Sharing learning opportunities have been created in Solent by introducing positive learning and

3.18

3.18.1

3.18.2

deep dives at Learning from Incidents and Deaths panels and Safety Forums. Deep dives
provide analysis and an opportunity to explore a trend or theme of patient or staff safety.
Safety Forums are open to all staff and are held bimonthly with a purpose of Solent staff being
able to join discussions about patient and staff safety. These forums are led by the Quality and
Governance team and are a subdivision of the Incidents and Deaths panels.

Learning from Deaths (See Learning from Deaths Policy)

Refer to the Trust’s Learning from Deaths Policy to determine which patient deaths must be
reported as an incident.

Following the completion of a Structured judgment tool where the Quality of care score is 2 or
below and or has a preventability score of 3 or below, the case will be reviewed at an incident
review meeting to determine if it meets the criteria of a Serious Incident or a High Risk Incident.
See Learning from Deaths Policy.
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3.18.3 Following an Incident Review meeting any unexpected deaths that meet the Serious Incident
Framework will be investigated.

3.19 Learning from Incidents and Deaths panel

3.19.1 The Learning from Incident and Deaths panel is held monthly and is co-chaired by the Chief
Nurse and the Chief Medical Officer.

3.19.2 The panelis accountable for the following.

. Review and approval of Serious Incident Investigations

o Learning from High Risk Incidents

o Service Line Mortality Reviews

o Learning from Coroners

o Positive Learning

o Deep Dives into Staff and Patient safety incidents

o Ensuring that a plan for meeting the Statutory Duty of Candour is in place.

3.20 Disseminating Learning from a Serious Incident

3.20.1 Quarterly reports are produced by the Quality and Governance Team which provides an
analysis of all incidents reported across the Trust. Serious incidents are recorded within these
reports in greater detail and all identified causes and lessons learned from them are included.
These reports are presented to the Assurance Committee and board. As well as being
published on the Trust’s intranet site for all staff to access.

3.20.2 Teams are also expected to discuss incidents, complaints and claims at their regular team
governance meetings, to feedback findings, heighten understanding and share the learning.

3.21 Learning from Inquests and Claims

The Risk and Litigation Manager provides a monthly update from inquests to the Chief Medical
Officer and the learning is reported at the Learning from Incidents and Deaths panel. A Claims
report is submitted biannually to the board.

3.22 Wider Sharing of Lessons

3.22.1 Investigations may identify issues of national significance or where the dissemination of
national learning is appropriate. Service user safety incidents are reported through NRLS.
When updates to the incidents are recorded on the Ulysses system, updates are sent to the
NRLS. When an incident is closed, the incident causes and lessons learned are inputted into
Ulysses, which then shares the findings with the NRLS and the Care Quality Commission
where appropriate.

3.22.2 As the report and action plan is shared with relevant external stakeholders, this enables
learning to be shared across organisational boundaries. Where NHS England perceives that
lessons learned in one Trust may be relevant to others, this will be communicated through
them and assurances sought from individual Trust Boards that necessary measures are either
already in place or are being taken to prevent recurrence in their Trust.
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3.23

3.231

3.23.2

3.233

3.234

3.24

3.241

3.24.2

4.1

4.2

Learning from Safeguarding Adult Review (SARs) and Child Safeguarding Practice Review
(CSPRs) and Domestic Homicide Reviews (DHR)

Learning lessons is the prime rationale of Safeguarding Adult Reviews and Child Safeguarding
Practice Reviews. Local Safeguarding Adults Boards (LSABs) and Safeguarding Children
Partnerships (SCPs) are responsible for commissioning the respective reviews; sharing the
learning across all organisations; and monitoring at agreed review periods whether the
lessons have been taken on board. The LSAB or SCP is responsible for ensuring that they
receive regular progress reports on the respective SAR or CSPR and can act if the delay
appears unreasonable.

NHS organisations in partnership with the LSAB or SCP should have local policies for
implementing the findings from CSPRs or SARs; a process to report to their own boards, and
action plans to implement and monitor changes in practice or recommendations.

Domestic Homicide Reviews (DHR) are managed via the Local Authority who are responsible
for sharing the learning across all organisations; and monitoring at agreed review periods
whether the lessons have been taken on board.

The Associate Director of Quality and Governance is the Trust’s nominated lead for Domestic
Homicide Reviews.

Monitoring actions and changes in practice

Recommendations made following serious incident investigations must be relevant,
appropriate, and always follow the Specific, Measurable, Achievable, Realistic and Time- bound
(SMART) format. Recommendations that are vague, irrelevant, or unfocused are not
acceptable. Similarly, all actions drawn from recommendations must follow the SMART format
and must be precise, focused and above all achievable.

All Serious and High-Risk Incident Investigations have an action plan generated from the
recommendations. These action plans are monitored through Ulysses where staff are allocated
responsibility for ensuring they are completed. These are monitored by the Heads of Quality
and Professions. Ulysses also sends reminders to the responsible staff to inform them they
have open actions.

ROLES & RESPONSIBILITIES

The Board is responsible for:

¢ Ensuring robust incident reporting, investigation and management systems are in place
and that these are monitored and reviewed and compliant with external regulation

e Ensuring that serious incidents are reviewed, and recommendations/actions
implemented

e Ensuring that data from incident reports is analysed to identify themes and trends and
appropriate action is taken

Executive Directors
The nominated Executive Directors are listed below and are responsible for:
e Agreeing Terms of Reference for Executive Level Serious Incident investigations.
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Agreeing lead investigators for Executive Level Serious Incident investigations.

Ensuring Executive Level Serious Incident investigation reports are heard by a

panel, whose membership includes the Chief Medical Officer, Chief Operating Officer and
Chief Nurse.

The Chief Nurse has Final approval of all Serious Incident investigation reports and action
plans.

Performance management of incident management procedures

Appraising Board members of Executive Level Serious Incidents.

4.3 Chief Operating Officer
The Chief Operating Officer has responsibility for ensuring clinical operations adhere to and
abide by the framework set out in this policy.

44 Chief People Officer

Ensuring that support for staff following incidents is available via the Workplace
Wellbeing service.

Ensuring Occupational Health guidance, advice and service is available for staff following
incidents and the Employee Assistance Programme.

Ensuring that an HR representative forms part of Executive Level Serious Incident
investigation teams.

Ensuring that media communications, in relation to incidents, are managed effectively
through the Communications Manager.

4.5 Clinical and Corporate Directors
Clinical and Corporate Directors are responsible for ensuring that their staff comply with the
requirements set out in this policy. This will be achieved through:

Ensuring that all incidents/accidents are reported, investigated, and managed in
accordance with this policy.

Ensuring that all staff, including temporary staff, are aware of this policy and their duties
regarding incidents/accidents.

Ensuring all incidents reports and recommendations relating to their care groups are
reviewed at the appropriate team or service level to support learning, the reduction of
risk and the prevention of recurrence.

Ensuring all risks identified following the investigation of an incident/accident relating to
their care groups are recorded on the appropriate electronic risk register and reviewed
and updated as required.

Ensuring that incidents/recommendations or actions relating to other care groups or
services in the Trust are communicated effectively within their services, ensuring any
identified risks are recorded on the appropriate electronic risk register and reviewed and
updated as required.

Reviewing the data derived from incident reports to identify any themes or trends for
their sphere of responsibility, and taking appropriate action as needed.

Sharing full reports including lessons learned, recommendations and actions through
their care groups and Service governance framework

Ensuring staff, service users and carers or others involved in incidents are kept informed
and receive support as appropriate in line with the requirements of the statutory Duty of
Candour.

Ensuring all staff in their care groups receive training at induction and subsequently as
required by this policy.

Providing support to staff who report incidents, either through incident briefing, clinical
supervision, or management supervision.
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4.6

4.7

4.8

4.9

4.10
4.10.1

4.10.2

Specialist Advisors

Specialist Advisors are staff with areas of knowledge and specialist expertise who are
available to support staff in implementing this policy. They include the Head of Quality and
Safety, Quality and Safety Manager, Health & Safety Manager, Head of Information
Governance and Data Protection, the Lead Nurse for Infection Prevention and Control, Local
Security Management Service Advisor and Fire Officer and the Safeguarding Adults and
Childrens Lead Nurse (this is not an exhaustive list).

The Quality and Governance Team

e Act as custodians for the Trust’s policies and procedures for the management of incidents
and will support the monitoring processes in relation to compliance and implementation.

e Provide advice and support to all staff and ensure training, resources and information is
available to enable the effective reporting, investigation, and management of incidents.

e Report externally to the Care Quality Commission, Clinical Commissioning Group (CCG),
NHS England/NHS Improvement and other agencies as required.

e Be responsible for reporting via the Strategic Executive Information System (StEIS) and
updating as required. Facilitate the timely approval and action planning of serious
incident investigations within the care groups.

e Ensure that incidents are shared with the relevant departments, for example Health and
Safety though the notifications functionality of Ulysses.

¢ Maintain the Ulysses database for incidents, investigations and actions plans.

¢ Keep all accident/incident/investigation information in line with the Trust’s records
retention requirements set out within the Trust’s Records Management Policy.

e Provide a quality assurance review of all incidents reported.

¢ Monitor adherence to the Being Open and Duty of Candour policy.

¢ Monitor the completion of action plans within Service Lines.

¢ Share information and lessons learned following clinical incidents.

e Support staff and service users following an incident where appropriate to do.

e Review investigation reports for serious incidents against standards set by the
commissioners and request further information/investigation if required. Review,
analyse, and identify trends across Trust.

e Provide a whole range of reports to different levels within the organisation to enable
scrutiny of data, identification of risks and the sharing of learning from all incidents.

Investigation Officers

Investigation Officers are responsible for carrying out thorough investigations into the
incidents they are nominated to investigate, in accordance with the commissioning brief,
using approved investigation techniques.

Family Liaison Manager
The family liaison manager is responsible for supporting patients’ and their families in the
event of a high risk or serious incident.

Managers

Under Section 7 of the Health and Safety at Work Act 1974, managers for an area are
responsible for ensuring incidents are appropriately managed, investigated, acted upon and
lessons are learnt.

Managers are also responsible for supporting staff following a traumatic incident and
ensuring that service users and carers or others involved in incidents are kept informed and
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4.11
4111

4.11.2

5.1

5.2

53

5.4

6.1

7.1

7.2

receive support as appropriate in line with the requirements of the statutory Duty of
Candour.

All Staff

All staff have a duty of care to provide safe services and do no harm, to be responsible for
keeping themselves and others safe and are expected to report incidents as part of their
general duties under Section 7 of the Health and Safety at Work Act 1974.

All staff members are expected to report incidents and near misses and manage them in
accordance with this Policy.

TRAINING
Managers must ensure all staff are aware of this policy.

The Quality and Safety Team have a suite of Training sessions available on SolNet on the
following.

Incident Reporting

Incident Reviewing

Duty of Candour

Structured Judgment tools

High Risk Incident Investigation using Ulysses

It is recommended that Services ensure their new staff access the Incident reporting training
and in addition if they are a reviewer, the Incident reviewer training. It is also important that
reviewers access the Duty of Candour training.

It is mandatory for Serious Incident investigators to attend a Serious Incident Investigation
training programme. Followed by a two-yearly update.

EQUALITY IMPACT ASSESSMENT

The equality assessment is appended as Appendix A.

SUCCESS CRITERIA / MONITORING EFFECTIVENESS

Compliance will be monitored by the Quality and Governance team through several metrics
including:

Auditing timescales have been met in relation to incidents.
= Reported within 24 hours of occurring
= Incident reviews by managers
= Incident Review meetings
= SI’s being reported within 48 hours of identification
=  Commissioning Brief and the submission to the CCG.
= Auditing the submission of the Sl report to the CCG within 60 days.

Audits will be completed quarterly and reported to board via the Patient Safety Report.
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7.3

8.1

Any non-compliance to the policy must be reported.

REVIEW

This document may be reviewed at any time at the request of either staff side or management
but will automatically be reviewed 1 year from initial approval and thereafter on a triennial
basis unless organisational changes, legislation, guidance or non-compliance prompt an earlier

review.

8.2 The policy will be reviewed by the Head of Quality and Safety.

9. REFERENCES AND LINKS TO OTHER DOCUMENTS
9.1 Domestic homicide review (https://www.gov.uk/government/collections/domestic-homicide-
review)

Never Events 2018 ( https://www.england.nhs.uk/publication/never-events)

Serious Incident Framework 2015 (https://www.england.nhs.uk/patient-safety/serious-

incident-framework)

Regulation 20: Duty of Candour
(https://www.cqc.org.uk/sites/default/files/20150327 duty of candour guidance final.pdf)

9.2 Related Policies

Being Open and Duty of Candour Policy

Complaints Policy
Freedom to Speak up Policy
Learning from Deaths Policy

Safeguarding Children, Young People and Adults at Risk Policy

Subject Access Request Policy

Local Fraud, Bribery and Corruption Policy

10. GLOSSARY

Term used

Description

Care Quality Commission (CQC)

The CQC is the independent regulator for all health and social care
services in England

Clinical Commissioning Group (CCG)

NHS organisations set up to organise the delivery of NHS services
in England.

Family Liaison Manager (FLM)

Patient or Family advocate

Grade

A position or degree in a scale, as of quality, rank, size, or
progression

Harm

Physical or mental injury, to injury physically, morally, or mentally.

Incident

An unplanned event, act, or omission, which causes injury to
people, damage or loss to property or contributes to both.

Investigation

The act or process of investigating, careful search, or examination
to discover the truth

Medication Incident

Any incident involving medication, e.g. prescribing, dispensing
administration or storage.
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National Reporting Learning System

Managed by NHS Improvement, receives and reviews all patient
safety incidents for the United Kingdom.

Near Miss

An unplanned event, act, or omission, which does not cause injury
or damage but has the realistic potential to do so.

Never Event

Serious, largely preventable patient safety incidents that should
not occur if the available preventative measures have been
implemented by healthcare providers. Never events are defined
by the NRLS.

NHS E

NHS England. Manage the CCG’s

Patient Safety Incident

Any unplanned or unexpected incident which could lead to harm
or one or more service users receiving NHS funded care.

RIDDOR

Reporting of Injuries, Diseases and Dangerous Occurrences
Regulations 1995

Security Incident

. Physical assault of NHS Staff

° Non — Physical assault of NHS staff (including verbal
abuse, attempted assaults, and harassment)

° Theft or criminal damage (including burglary, arson and

vandalism to NHS property or equipment (including
equipment issues to staff) theft or criminal damage to
staff or personal property arising from these types of
security incident

Serious Incident

Incidents meeting the criteria set out in the Serious Incident
Framework (NHS England 2015) or otherwise defined by the Trust.

Ulysses The Trust’s electronic Risk Management System used for reporting
and managing incidents, risks, and complaints
Validation The quality checking process undertaken by the Quality and

Governance Team for all incidents reported on Ulysses following
NRLS guidance
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NHS

. Solent
Appendix A NHS Trust

Equality Analysis and Equality Impact Assessment

Equality Analysis is a way of considering the potential impact on different groups protected from
discrimination by the Equality Act 2010. It is a legal requirement that places a duty on public sector
organisations (The Public Sector Equality Duty) to integrate consideration of Equality, Diversity, and
Inclusion into their day-to-day business. The Equality Duty has 3 aims, it requires public bodies to have
due regard to the need to:

e eliminate unlawful discrimination, harassment, victimisation, and other conduct prohibited by
the Equality Act of 2010.

e advance equality of opportunity between people who share a protected characteristic and
people who do not.

o foster good relations between people who share a protected characteristic and people who do
not.

Equality Impact Assessment (EIA) is a tool for examining the main functions and policies of an
organisation to see whether they have the potential to affect people differently. Their purpose is to
identify and address existing or potential inequalities, resulting from policy and practice development.
Ideally, EIAs should cover all the strands of diversity and Inclusion. It will help us better understand its
functions and the way decisions are made by:

e considering the current situation

¢ deciding the aims and intended outcomes of a function or policy

e considering what evidence there is to support the decision and identifying any gaps
e ensuring it is an informed decision

Equality Impact Assessment (EIA)

Step 1: Scoping and ldentifying the Aims

Service Line / Department Quality and Governance
Title of Change: New Policy

What are you completing this EIA for?
(Please select):

What are the main aims / objectives of New Policy
the changes

Policy (If other please specify here)

Step 2: Assessing the Impact

Please use the drop-down feature to detail any positive or negative impacts of this document /policy
on patients in the drop-down box below. If there is no impact, please select “not applicable”:

Protected Characteristic | Positive | Negative | Not Action to address negative impact:
Impact(s) | Impact(s) | applicable | (e.g. adjustment to the policy)

Sex Not
applicable
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Gender reassignment

--
applicable
--
applicable
--
applicable

Disability

Not

applicable
Pregnancy and

[ I

maternit applicable

o I -V

partnership applicable

e Y -V
applicable

I I -
applicable

If you answer yes to any of the following, you MUST complete the evidence column explaining what

Sexual Orientation

information you have considered which has led you to reach this decision.

Assessment Questions Please document evidence / any mitigations

No

Yes

Step 3: Review, Risk and Action Plans
How would you rate the overall level of impact / Medium
|

risk to the organisation if no action taken? O O

eliminate the negative impact?
Who will be responsible for monitoring and regular EENEEE N XOUEINWAC T leINE1 =1vY
review of the document / policy?

Step 4: Authorisation and sign off

I am satisfied that all available evidence has been accurately assessed for any potential impact on
patients and groups with protected characteristics in the scope of this project / change / policy /
procedure / practice / activity. Mitigation, where appropriate has been identified and dealt with

30/06/2022

accordingly.

Equality Teresa Power
Assessor:
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Additional guidance

Further guidance

Protected characteristic \ Who to Consider

Example issues to consider

1. Disability A person has a disability if they have a Accessibility Further guidance can be
physical or mental impairment which Communication formats (visual sought from:
has a substantial and long-term effect & auditory) Solent Disability Resource
on that person’s ability to carry out Reasonable adjustments. Group
normal day today activities. Includes Vulnerable to harassment and
mobility, sight, speech and language, hate crime.
mental health, HIV, multiple sclerosis,
cancer
2. Sex A man or woman Caring responsibilities Further guidance can be
Domestic Violence sought from:
Equal pay Solent HR Team
Under (over) representation
3 Race Refers to an individual or group of Communication Further guidance can be
people defined by their race, colour, Language sought from:
and nationality (including citizenship) Cultural traditions BAME Resource Group
ethnic or national origins. Customs
Harassment and hate crime
“Romany Gypsies and Irish
Travellers”, are protected from
discrimination under the ‘Race’
protected characteristic
4 Age Refers to a person belonging to a Assumptions based on the age Further guidance can be
particular age range of ages (e.g., 18- range sought from:
30-year olds) Equality Act legislation Capabilities & experience Solent HR Team
defines age as 18 years and above Access to services technology
skills/knowledge
5 Gender “The expression of gender Tran’s people should be Further guidance can be
Reassignment | characteristics that are not accommodated according to sought from:
stereotypically associated with one’s their presentation, the way they | Solent LGBT+ Resource
sex at birth” World Professional dress, the name or pronouns Group
Association Transgender Health 2011 that they currently use.
6 Sexual Whether a person’s attraction is Lifestyle Further guidance can be
Orientation towards their own sex, the opposite sex Family sought from:
or both sexes. Partners Solent LGBT+ Resource
Vulnerable to harassment and Group
hate crime
7 Religion Religion has the meaning usually given Disrespect and lack of awareness | Further guidance can be
and/or to it, but belief includes religious and Religious significance sought from:
lief philosophical beliefs, including lack of dates/events Solent Multi-Faith
belie belief (e.g. Atheism). Generally, a belief Space for worship or reflection Resource Group
should affect your life choices or the Solent Chaplain
way you live for it to be included in the
definition. (Excludes political beliefs)
8 Marriage Marriage has the same effect in Pensions Further guidance can be
relation to same sex couples as it has in Childcare sought from:
relation to opposite sex couples under Flexible working Solent HR Team
English law. Adoption leave
9 Pregnancy Pregnancy is the condition of being Employment rights during Further guidance can be
and pregnant or expecting a baby. pregnancy and post pregnancy sought from:
. Maternity refers to the period after the Treating a woman unfavourably Solent HR team
Maternity birth and is linked to maternity leave in because she is breastfeeding
the employment context. In non-work Childcare responsibilities
context, protection against maternity Flexibility
discrimination is for 26 weeks after
giving birth.
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Appendix B

NHS

Improvement

A just culture guide

Supporting consistent, constructive and fair evaluation of the actions of staff invelved In patient safety Incidents

This guide supports a conversation between managars about
whether a staff member inwaived in & patient safety inddant
requires specific individual support or intenvention to work
safely. Action singling out an individual is rarely appropriate -
miost patient safety issues have desper causes and require
wider action.

Thi actions of staff invalved in an incident should not
automatically be examined using this fust cofre guide, but
it can be useful if the investigation of an inddent begins to
suggest a concern about an individual action. The guide
highlights important prindples that need to be consdered
before formal management action i dinected at an
individual staff member.

An important part of a just culture is being able to axplain the
approach that will be taken if an incident ooowrs. A just culture

guide can be used by all parties to explain how they willl respond

to incidents, as a reference point for onganisational HR and

ingident reporting polides, and as a communication tool to help

staff, patients and families understand how the appropriate
s2 to a membber of staff involed in an incident can and

should differ acoording to the ciroumstances in which an emor

was made. As well a5 protecting staff from unfair targeting,

using the guide helps protect patients by removing the tendency

to treat wider patient safety issues as individual msues.

Please note:

= A just culture guide i not a replacement for an
investigation of a patient safety inddent. Only a full
investigation can identify the underlying causes that need
to be acted on to reduca the risk of future inddants.

= A just cubture guide can be used at any paint of an
investigation, but the guide may need 1o be revisited as
mora information becomes avalable.

= A just cufture guide doss not replace HR advice and
should be used in conjunction with organisational policy.

= The guide can only be used to take one action (or failure
to act) through the guide at a time. If multipla actions are
involved in an incident they must be considered saparately.

) Start here - Q1. deliberate harm test

Recommendation: Follow organisational guidanca for appropriate management
action. This could imeolve: contact relevant regulatory bodies, suspension of staff,
and referral to police and disciplinary processes. Wider investigation is stil
needed to understand how and why patients were not protected from the
actions of the individual.

1a. Was there any intention to cause harm?

<

'l No go to next question - Q2. health test

Recommendation: Foll ow organisational substance sbuse at work guidance. Wider
inwestigation & stil needed to understand if substance abuse could hawve bean
repognisad and addresed earlier.

2a. Are there indications of substance abuse?

Recommendation: Foll ow organisational guidance for haatth issues affecting work,
which is fikely i indude ocoupational health referral. Wider investigation is =il needed
to understand if health isswes could have been recognised and addressed earfier.

2b. Are there indications of physical ill health?
2c.  Are there indications of mental ill health?

'I if No to all go to next question - Q3. foresight test

3a. Are there agreed protocols/accepted practice in place - - . ]

that apply to the action/omission in question? Recommendation: Action snging out the individual i unliely to be appropriate;

!hepaha'llsafm mlwmmd r-du:at_e Ihemdermpegdedno

3b. Were the protocols/accepted practice workable ;Tmfu:"' fior fusture patients. Thesa actions may incude, but not be limited to,
and in routine use? :

3c. Did the individual knowingly depart from these protocols?

If No to any

'I if Yes to all go to next question - Q4. substitution test

4a. Are there indications that other individuals from the same
peer group, with comparable experience and qualifications,
would behave in the same way in similar cdircumstances?

4b. Was the individual missed out when relevant training
was provided to their peer group?

Recommendation: Adtion snging out the individual i unlitely to be appropriate;
tha patient safety inddent investigation should indicate the widar actiors needed to
improve safety fior future patients. These actions may inchude, but not be limited to,
the indhidual.

END HERE

)

If Yes to any

4¢. Did more senior members of the team fail to provide
supervision that normally should be provided?

vl if No to all go to next question - Q5. mitigating circumstances

Recommendation: Action directed at the individual may not be appropriats;
follow organisational guidance, which i Bely to indude senior HR advice on
what degree of mitigation applies. The patient safety inddent investigation
should indicate the widar actions needed to improve safety for future patients.

Recommendation: Follow organisational guidance for appropriate management action. This could involve individual training, performance management, competency
assessments, changes to role or inceased supervision, and may require relevant regulatory bodies to be contacted, staff suspension and disciplinary processes. The patient
safety incidant invastigation should indicate the wider actions needed to improve safety for future patiants.

Improvement.nhs.uk

Supported by:
I N
E symB OBMA Qest Emm GZ T Rt Nwee Wou . UNkon T

collaboration trust innovation

compassion

respect courage
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Appendix C — Example of Serious Incidents

NHS England’s 2015 Serious Incident Framework states:
Serious Incidents in the NHS include:
» Acts and/or omissions occurring as part of NHS-funded healthcare (including in the
community) that result in:
» Unexpected or avoidable death of one or more people. This includes
- suicide/self-inflicted death; and
- homicide by a person in receipt of mental health care within the recent past.
» Unexpected or avoidable injury to one or more people that has resulted in serious harm.
» Unexpected or avoidable injury to one or more people that requires further treatment by a
healthcare professional to prevent:
- the death of the service user; or
- serious harm.

¢ Actual or alleged abuse; sexual abuse, physical or psychological ill-treatment, or acts of
omission which constitute neglect, exploitation, financial or material abuse, discriminative
and organisational abuse, self-neglect, domestic abuse, human trafficking, and modern-day
slavery where:

- healthcare did not take appropriate action/intervention to safeguard against such abuse
occurring; or

- where abuse occurred during the provision of NHS-funded care.

This includes abuse that resulted in (or was identified through) a Serious Case Review (SCR),
Safeguarding Adult Review (SAR), Safeguarding Adult Enquiry or other externally led
investigation, where delivery of NHS funded care caused/contributed towards the incident.

¢ Anincident (or series of incidents) that prevents, or threatens to prevent, an organisation’s
ability to continue to deliver an acceptable quality of healthcare services, including (but not
limited to) the following:

» Failures in the security, integrity, accuracy, or availability of information often described as

data loss and and/or information governance related issues

Security damage.

Property damage.

Incidents in population-wide healthcare activities like screening and immunisation

programmes where the potential for harm may extend to a large population.

» Inappropriate enforcement/care under the Mental Health Act (1983) and the Mental Capacity
Act (2005) including Mental Capacity Act, Deprivation of Liberty Safeguards (MCA DOLS).

»  Systematic failure to provide an acceptable standard of safe care (this may include incidents,
or series of incidents, which necessitate ward/ unit closure or suspension of services; or

> Activation of Major Incident Plan (by provider, commissioner, or relevant agency)

YV VY

¢ Major loss of confidence in the service, including prolonged adverse media coverage or
public concern about the quality of healthcare or an organisation.

This list is NOT exhaustive nor in any order of importance. Contact the Quality and
Governance team for advice.
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Appendix D — List of Never Events

Never events are serious, largely preventable patient safety incidents that should not occur if the
available preventative measures have been implemented by healthcare providers.

Incidents are never events if:

* The incident either resulted in severe harm or death or had the potential to cause severe harm or
death.

* There is evidence that the never event has occurred in the past and is a known source of risk (for
example through reports to the National Reporting and Learning System or other serious incident
reporting system).

¢ There is existing national guidance or safety recommendations, which if followed, would have
prevented the incident from occurring.

e Occurrence of the never event can be easily identified, defined, and measured on an ongoing basis.

The term should not be used for incidents that do not meet these criteria. The types of incident that
currently meet these criteria are listed below.

Medication

Administration of medication by the wrong route

Overdose of insulin due to abbreviations or incorrect device

Mis selection of a strong potassium solution

Overdose of Methotrexate for non — cancer treatment

Mis -selection of high strength midazolam during conscious sedation

Mental Health
Failure to install functional collapsible shower or curtain rails

General

Falls from poorly restricted windows

Chest or neck entrapment in bed rails

Transfusion or transplantation of ABO-incompatible blood components or organs
Misplaced naso- or oro-gastric tubes

Scalding of patients

Unintentional connection of a patient requiring oxygen to an air flowmeter

Surgery

Wrong site surgery

Wrong implant/ prosthesis

Retained foreign object post procedure
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Appendix E — External reporting

Type of Example(s) Reporting Criteria Who Reports
Incident
Criminal Service Must be reported Person in charge
user/carer/visitor/staff immediately to the police, via receiving notification
deliberately causing telephone and to risk via the from staff member
harm/damage electronic reporting system
Drug/ Adverse reaction to drug All incidents must be reported Person in charge
Medication Controlled Drug incident to Chief Pharmacist via the receiving notification
electronic reporting system from staff member
Learning Death of a service user with | All incidents to be reported via Learning Disability
Disability a learning disability the electronic reporting. Team
Death Following usual review
processes, death to be reported
to LeDeR
Medical Failure of equipment/ All incidents to be reported via Person in charge
Device device e.g. hoist, syringe electronic reporting to the lead | receiving notification
driver for medical devices from staff member
Human error
Patient Harm or potential harm All patient safety incidents to be | Quality Governance
Safety caused in course of Trust reported to the NRLS via direct (Quality & Safety
duties upload to database Team)
RIDDOR Injuries sustained to staff in | All major injuries and any Health and Safety
the course of their work absences from work following Team
e.g. Moving and handling the incident for a period of 7
injury days or more must be reported
Fracture to the HSE via online reporting
Occupational dermatitis
Security Verbal/physical or potential | All patient safety incidents to be | Local Security
abuse of staff reported to the NRLS via direct Management
Loss/damage to staff/NHS upload to database. Specialist/ Clinical
property Governance
(Quality and Safety
Team)
Information | Loss of information; breach | All incidents meeting the criteria | Head of Information
Governance | of confidentiality are to be reported to the Governance
Information Commissioner
Serious Suspected suicide of Reportable to the CCG and NHS | Quality and
Incident service user in receipt of England via online StEIS system. | Governance

care.
Refer to Appendix B

Extreme incidents are also

reportable to the CQC, NHS
England/Improvement and
other stakeholders.

(Quality and Safety
Team)
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SUMMARY OF POLICY

This policy gives guidance on the status, implementation and adherence to advance statements to
refuse treatment. It sets out how staff should support patients in the making of advance statements
to refuse treatment, how services should ensure these are documented and how they should be
considered when staff are directing clinical interventions.

Item 1 sets out Solent NHS Trust’s position in relation to advance decisions and affirms its support of
their use and the expectation that they will be considered as part of interventions with patients. It
makes clear that ultimately advance decisions are the responsibility of the patient. It sets out how
staff should encourage and support patients to make advance decisions to refuse treatment but not
write them on their behalf. Exceptions are made for the special palliative care team, in some
situations. It encourages discussion and the use of written advance statements, which all relevant
parties have been involved with. It states that where a patient makes a verbal Advance Decision this
should be recorded in the patient’s notes, witnessed, signed and dated. It asserts the need to keep
advance decisions under review and affirms the patient’s right to withdraw them at any time. It
clarifies the position in relation to Attorneys for health and welfare and court appointed deputies.

Iltem 3.1 to 3.10 clarifies the limits of an advance decision to refuse treatment. In particular it sets out
how it cannot include basic care and cannot request a treatment. Item 3.10.1 to 3.10.2 deals with the
status of advance decisions in a situation in which the person is detained under the Mental Health Act.
The rest of item 3 gives further guidance on: verbal advance decisions, children and young people,
pregnancy and advance decisions, consent, individuals wishing to make an advance decision, mental
capacity at the time of making an advance decision, withdrawal or amendment of advance decisions,
photocopying advance decisions, refusal of medical treatment when there is no advance decision,
more detail about the provisions of the Mental Capacity Act, life sustaining treatment and the impact
of an advance decision.

Iltem 4 gives further specific guidance in relation to health care professionals, allied health care
professionals, nurses and doctors. It then sets out how the policy is to be implemented. This includes
establishing local systems to record advance decisions, identifying relevant patients, and dealing with
disputes.

Iltem 5 sets out the training available in relation to this policy and identifies the Mental Capacity Act
Lead as a source of advice to all matters referred to in this policy.

Item 7 states the requirements of all service lines to implement the Mental Capacity Act toolkit on an
annual basis. This includes consideration of the matters addressed in this policy.
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11

1.2.

1.3.

1.4.

1.5.

1.6.

1.7.

ADVANCE DECISIONS TO REFUSE TREATMENT

INTRODUCTION & PURPOSE

This policy has been created to assist Solent NHS Trust staff with the care of patients that
have an Advance Decision to Refuse Treatment (Advance Decision) or wish to make an
Advance Decision. The Policy aims to ensure that wherever possible, patients in receipt of
care from Solent NHS Trust will have their expressed wishes and legal rights that are
contained in Advance Decisions respected and upheld where valid and applicable, and that
care given will be in the best interests of individual patients at all times.

Solent NHS Trust strongly supports the principle of Advance Decisions. Through Advance
Decisions, patients have a legal right to make choices regarding medical treatment should
they suffer loss of mental capacity in the future and to decline specific treatment, including
life-prolonging treatment. Where valid and applicable, Advance Decisions must be followed.

Although oral Advance Decisions are valid, there are obvious advantages to a patient
recording their views and decisions in writing. References to “documents” in this policy
relate either to notes made by healthcare staff or by documents written by patients.
Please note that if the Advance Decision relates to “life sustaining treatment” it must be
written down, signed, witnessed and contain a statement that its contents remain in
force “even if life is at risk”. The Code of Practice should be referred to for further
guidance.

The principle of Advance Decisions was codified in law in the Mental Capacity Act 2005, fully
enacted from 1st October 2007. Under this legislation some Advance Directives or living
wills will need to be written. For a full explanation of this and the law applicable from
1stOctober 2007, please in particular consider Section 9 of this policy document.

Health professionals should not become involved in the drafting of any Advance
Decision for a patient unless they have specific training to do this (for example members
of The Specialist Palliative care team). If asked, medical personnel should ask patients to
obtain independent help with their Advance Decision. However, where a patient makes a
verbal Advance Decision this should be recorded in the patient’s notes, witnessed, signed
and dated.

If a member of The Specialist Palliative care team is involved in an Advance Decision then
it is best practice that they do not sign as witness, especially when being involved in the
writing of the document. However there are occasions when there is no other available
person to witness the patient sign the form. On these rare occasions the member of staff
should consider their role carefully and clearly record reasons if they do act as a witness.

Drafting an Advance Decision is the patient’s responsibility. It is recommended
that this be done with advice and counselling as part of a continuing health professional-
patient dialogue. Health professionals consulted by people wishing to make Advance
Decisions should take all reasonable steps to provide accurate factual information about
treatment options and their implications. Solent NHS Trust’s information leaflet on Advance
Decisions should also be given to the patient. It is the responsibility of the patient to ensure
that those who may be asked to comply with its provisions know of the existence of an
Advance Decision. (see appendix C)
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1.8

1.9.

1.10.

1.11.

1.12.

1.13.

1.14.

1.15.

Patients should also be encouraged to discuss their intentions with their GP, with family
and friends.

Unless appointed as a deputy by a court to make a specific decision or under the following
authority, no person has a legal right to accept or decline treatment on behalf of another
adult. The Mental Capacity Act 2005 introduces the concept of substituted
healthcare decision making via a Lasting Power of Attorney: Personal Welfare (LPA:
PW). A person can be nominated to take healthcare decisions on behalf of that individual
under an LPA: PW. An Advance Decision “outranks” an LPA: PW and person nominated
under it, unless the LPA: PW was created after the Advance Decision, and is
valid/applicable. Nonetheless, Solent NHS Trust also recognises that the nomination of a
healthcare proxy by the patient may be another helpful development in communicating the
patient’s views when the individual is no longer capable of expressing these. Medical
personnel are able to give consideration to the views of the healthcare proxy. This may
provide some clarification to medical professionals.

Similarly the views of relatives may help in clarifying a patient’s wishes but relatives’
opinions cannot over-rule those of the patient or supplant the health professionals’ duty to
assess the patient’s best interest. Their views should be taken into account although they
are not legally binding, unless an individual is nominated to take healthcare decisions
under a LPA:PW that was created after the Advance Decision.

It is strongly recommended that authors of Advance Decisions review them at regular
intervals (maximum 5 years) and destroy rather than amend them if they feel unsure about
any previously expressed choices.

A patient with capacity to make a decision to revoke an advance decision can revoke an
Advance Decision at any time and for any reason. Therefore the treating clinician or GP
should undertake a regular review with the patient while he or she still has capacity to
ensure that the patient’s wishes have not changed in any way. Any review should be
recorded in the patient’s notes and should be signed and dated.

In all cases, it is vital to check that the Advance Decision being presented is that of the
patient being treated and has not been withdrawn and that, if communication with the
patient is possible, to check the decision still represents the patient’s wishes.

If a health professional is informed by a patient that an Advance Decision is withdrawn,
the clinician must clearly record this in the patient’s records, including the date, time and
circumstances. Any Advance Decision is superseded by a further clear and competent
decision by the individual concerned to this effect. Any copies of the Advance Decision
should be destroyed with the date and time of destruction noted.

If the situation faced by the staff is not identical to that described by the patientin
their Advance Decision and this means the advance decision is not applicable, then the
general spirit of the decision may be evidence of the person’s wishes and feelings and still
be a relevant fact to be considered in deciding what is in the person’s best interest. In
these situations staff should contact any person nominated by a patient as well as the
patient’s GP and family to clarify the patient’s wishes.
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1.16. Solent NHS Trust encourages health professionals to raise the subject of Advance
Decisions in a sensitive manner with patients who are anxious about the possible
administration of unwanted treatments at a later stage. However, health
professionals should be clear that although an individual can refuse treatment or stipulate
that treatment can be withheld using an Advance Decision, they cannot compel the
provision of care which the healthcare team considers to be inappropriate or illegal, or
demand ‘positive’ steps to be taken to accelerate death i.e. euthanasia.

1.17. Solent NHS Trust supports practitioners in considering their own views and informing
patients at the outset of any objection they may have to the principle of an Advance
Decision. Those with a conscientious objection are not obliged to comply with an Advance
Decision except in an emergency or when delegation is not possible. In an emergency if no
other health professional is available there is a legal duty to comply with an appropriate
and valid Advance Decision. If a health professional is involved in the management of a
case and cannot for reasons of conscience accede to a patient’s request i.e. for limitation
of treatment, management of that patient must be passed to a colleague. Late discovery
of an Advance Decision after life-prolonging treatment has been initiated is not
sufficient grounds for ignoring it. Any on-going treatment which is specified in the
Advance Decision must be stopped.

1.18. In 1995 the BMA Code of Practice on Advance Statements highlighted that there is a
significant ethical and legal difference between the concept of an Advance Decision and the
issue of euthanasia. After the Mental Capacity Act 2005 became statute the difference was
further emphasised by the BMA dealing with the issues under separate guidance.! The issue
of Advance Decisions is dealt with in BMA Advance decisions and proxy decision-making in
medical treatment and research (2007). In Advance Decisions, Solent NHS Trust
confirms its commitment to the fundamental and legitimate right of patients to accept or
reject treatment options. This is in contrast to euthanasia or assisted suicide,
where the primary purpose is to actively cause or hasten death. Euthanasia is illegal
and this Policy should not be seen as supporting it.

1.19. This Policy should be read in conjunction with Solent NHS Trust’s Consent to Treatment and
(DNA) Cardiopulmonary Resuscitation (CPR) Policies as well as the Professional Codes of
Conduct pertaining to specific professional groups. Staff should also be familiar with
the principles of the Mental Capacity Act 2005. If there are concerns about the validity or
applicability of an Advance Decision then life sustaining treatment can be given whilst
further advice and/or the Court of Protection are asked to decide on the matter.

1.20 The NHS South of England have supported the use of the ‘message in a bottle’ scheme
as a means of communicating the existence and whereabouts of an advance decision. The
information is kept in a clearly marked plastic container in the person’s refrigerator and
there are stickers to place on the front door to indicate its presence. Staff in relevant areas
should be aware of this scheme.

1 see BMA (2015) Responding to patient requests relating to assisted suicide: guidance for doctors in England,
Wales and Northern Ireland
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2.1

2.2

2.3

3.1

3.2

3.3

3.4

SCOPE & DEFINITIONS

This document applies to all directly and indirectly employed staff within Solent NHS Trust
and other persons working within the organisation in line with Solent NHS Trust’s Equality,
Diversity and Human Rights Policy. This document is also recommended to Independent
Contractors as good practice.

Solent NHS Trust is committed to the principles of Equality and Diversity and will strive to
eliminate unlawful discrimination in all its forms. We will strive towards demonstrating
fairness and Equal Opportunities for users of services, carers, the wider community and our
staff.

The scope of this Policy is to provide instructions on the management of
Advance Decisions within Solent NHS Trust. This includes:

e Following the process outlined by the Department of Health’s Reference Guide:
Consent for Examination or Treatment 2" Edition, principles and the requirements of
statute outlined in the Mental Capacity Act 2005 and the other guidance documents
listed under references.

e Identifying those clinical staff responsible for following the above process and
managing Advance Decisions.

e I|dentifying the skills & training required of clinical and non-clinical staff.

e Communication channels

e  Reporting structures.

e Documentation guidelines

e  Storage of Advance Decisions

e Information to be given to the public on Advance Decisions

PROCESS/REQUIREMENTS

Prior to the Mental Capacity Act 2005 the BMA expressed the strong view that where
an informed, competent person has made an anticipatory choice, which is “clearly
established and applicable in the circumstances”, doctors are bound by it. (BMA 1995)2,
This principle is reflected in the Mental Capacity Act 2005 Advance Decisions.

An advance refusal of treatment, which is valid and applicable to subsequent circumstances
in which the patient later lacks capacity, is legally binding. Failure to respect such an
advanced refusal can result in legal action against the Trust or individuals involved,
depending on the circumstances.

A valid and applicable advance refusal is a legal document and, as such, must never be
overridden or ignored by health professionals on the grounds of the professional’s personal
conscientious objection to such a refusal (DOH 2009/MCA 2005).

Patients are not able to refuse” basic care” and hygiene through an Advance Decision;
although they can legally refuse specific medical procedures.

2 This guidance has since been updated: BMA Advance decisions and proxy decision-making in medical treatment and
research (2007)
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3.5

3.6

3.7

3.8

3.9

3.10

3.10.1

3.10.2

3.11

3.11.1

3.12

3.12.1

Basic care means those procedures, which are essential to keep an individual comfortable.
The administration of medicine, or the performance of any procedure, which is solely or
primarily designed to provide comfort to the patient or alleviate that person’s pain or
symptoms of distress, are elements of basic care.

It is generally accepted that “basic care” includes warmth, shelter, pain relief, management
of distressing symptoms such as vomiting and hygiene measures. However, nutrition and
hydration should not be given to a person who indicates opposition, and invasive measures
such as tube feeding should not be instituted contrary to a clear Advance Decision.

Individuals cannot make legally enforceable demands about specific treatments
they wish to receive.

Health care providers cannot be required to act contrary to the law and so a current or
advance request for active euthanasia would be invalid.

Criteria for valid application of Advance Decisions: please see Appendix 2.  This should
be read in conjunction with section 9 of this policy document.

Mental Health Act

A patient being treated for a mental health issue can make an Advance Decision if they
have capacity with regard to the issue at the time of making the particular decision.
However, if they are subsequently detained under the Mental Health Act 1983, their
Advance Decision can be overridden by the provisions in Sections 58, 62 and 63 of the
Mental Health Act 1983 if that Advance Decision relates to treatment for mental disorder. In
these particular circumstances, patient consent is not required by the Act and therefore
the Advance Decision will not be applicable. However, if possible, a patient’s preferences
should be considered as part of the treatment plan.

The Mental Health Act 1983 Code of Practice should be referred to for further information
on advance decisions and these sections. It should also be referred to in regard of advance
decisions for; patients under community treatment orders and where electro convulsive
therapy for detained patients is being considered.

Verbal Advance Decisions

While a verbal Advance Decision of a clear refusal of treatment by an adult does have legal
force, by contrast general statements of preferences should be respected, if appropriate,
but are not legally binding. However, whilst a witnessed verbal refusal of treatment is an
acceptable type of Advance Decision, this Decision should be made to a clinician wherever
possible who should make a comprehensive record. A copy of that record should be kept in
the patient’s record. If a verbal Advance Decision has been made to a patient’s relative or
friend, the treating health professional should ensure that the Advance Decision exists and
is valid and applicable to the situation. From 1 October 2007 where an Advance Decision
is to apply to life sustaining treatment it must be verified by a written statement to that
effect, signed and witnessed (see Section 9).

Children and Young people

Advance Decisions are not legal for children and young people under 18.

Advance Decisions to Refuse Treatment — v6 Page 9 of 30





3.12.2

3.12.3

3.124

3.13

3.13.1

3.14

3.141

3.15

3.151

People who understand the implications of their choices can state in advance how they
wish to be treated if they suffer loss of mental capacity. Young people under the age
of 18 are entitled to have their views taken into account, and these should be
accommodated if possible. It is widely recognised that medical decisions relating to children
should be a partnership involving patients, their families and the healthcare team.
However the refusal of certain treatments by a young person is not necessarily binding on
doctors, and can be overridden by persons with parental responsibility (below the age of
16), or if necessary the court.

The Supreme Court delivered a judgment on the deprivation of liberty on 16/17 year olds
who are unable to consent to their deprivation in September 2019 (in the matter of D (A
child). [2019] UKSC42.)

We are no longer able to rely on the consent of those who hold parental responsibility, for
a 16/17-year-old that need treatment in a Trust hospital, where the conditions would
amount to a deprivation of liberty.

In these circumstances, their deprivation would need to be authorised by a legal framework
under;

- The Mental Health Act 1983, where applicable.
- Section 25 of the Children Act 1989, where relevant.
- Anorder made by the Court of Protection.

Please observe the guidance in the Mental Health Act and the Mental Capacity Act policies.

An Advance Decision must be made by an adult in order to have legal effect. The European
Court of Human Rights has taken the view that parents have the right under Article 8 of
the European Convention to be involved in important decisions concerning their
children.

Pregnant women

An Advance Decision’s validity may be questioned if it is not clear that the person knew
they were pregnant when they made the advance decision or clearly stated that it should
continue to apply even if they became pregnant (Code 2007, para 9.43). If an
incapacitated pregnant woman presents with an apparently valid Advance Decision then
legal advice should be sought to clarify the position.  An application to court can be made
in these circumstances.

Consent
Please refer to Solent NHS Trust’s Consent to Examination or Treatment Policy.

Individuals Wishing to Make an Advance Decision

When responding to requests for assistance with Advance Decisions, The BMA 2005
guidance stated that health professionals should consider:

e Isthe patient over 18 years of age? Does the person have mental capacity to make
the advance decision? (See 5.5)

e s it clear that the patient is reflecting his or her own views and is not being
influenced by others?

e If there is a known illness does the patient have sufficient knowledge of the medical

Advance Decisions to Refuse Treatment — v6 Page 10 of 30





3.15.2

3.153

3.154

3.155

3.16
3.16.1

3.16.2

3.16.3

condition and possible treatment options?
e Has the patient discussed the specific conditions of their Advance
e  Decision with a health professional?
e Does the patient know and understand the risks of not having treatment?

This remains good practical advice and will be helpful for professionals to bear in mind
despite the guidance being updated by the BMA 2007 guidance. For further guidance on
capacity and capacity, undue influence and vulnerability see the Deprivation of Liberty
Safeguards and Mental Capacity Act 2005 policy. For guidance on safeguarding issues see
Solent NHS Trust’s safeguarding policy. Finally, for further guidance on sharing appropriate
information to support patients make decisions see the consent to treatment policy.

Individuals seeking advice must be given Solent NHS Trust Patient Information Leaflet on
Advance Decisions (Appendix 3). Those who require information in another format or
assistance of an advocate should be given information on to how to obtain this.

Patients should be encouraged to discuss their intention to make an Advanced
Decision with a health professional and also with their family, close friends and relevant
health and social care professionals. The matter should be fully discussed in the presence
of a witness. Detailed contemporaneous notes of the matter discussed must be made and
a copy retained in the patient’s record. The original note must be retained securely. The
note should be legible, unambiguous and not contain any abbreviations. The note should be
clearly signed by the author and witnessed. It should be dated and a note made of the
time of the discussion and circumstances whenever possible. This needs to be clearly
documented in the relevant person’s medical notes.

Those that have made Advance Decision should be encouraged to review and update it
at least every 5 years (minimum).

Assessment of Mental Capacity

Adults are presumed to have capacity but where doubt exists the health professional
should seek appropriate assessment of the capacity of the patient to make the
decision in question using the two-stage test of capacity as described in the Mental
Capacity Act 2005 Code of Practice. See Solent NHS Trust Deprivation of Liberty and Mental
Capacity Act 2005 for further information. If a person has a pre-existing impairment of their
mind or brain then it is advisable for them to have a documented capacity assessment in
relation to the advance decision to refuse treatment completed at the time they make the
advance decision. This is to prevent any challenge that they indeed did not have capacity to
make the advance decision at the time they made it.

Every effort should be made to enable the patient to make and communicate their own
decision, for example by providing information in non-verbal ways where appropriate.
Those requiring information in another format or assistance of an advocate should
be given information or assistance in obtaining this.

The Mental Capacity Act 2005 codifies the assessment of capacity. When assessing
capacity, the starting position should be that an individual does indeed have it. Under the
Act consider:-

e Is there an impairment of, or disturbance in, the functioning of the person’s
mind or brain?
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e Does the impairment make the person unable to make the decision? Can the person:-
= Understand the information relevant to that decision?
= Retain that information?
= Use or weigh that information as part of the process of making the
decision?
= Communicate their decision?

3.16.4 The BMA give the following pointers when considering this test and what a person should

3.16.5

3.16.6

3.16.7

3.17

3.17.1

3.17.2

3.17.3

be able to do in the context of advance decisions:

= be capable of choosing and understand why a choice is needed

= have information about risks, benefits and alternatives

= understand and retain enough basic information to make the choice

= be aware of how it is relevant to him/herself

= know there is a right to consent or refuse (except for compulsory
treatment under mental health legislation)

=  know how to refuse

= Dbe capable of communicating a choice (BMA 2007)

Try different ways of communicating and consider using professionals with specialist skills.

Where doubt continues to exist about a patient’s mental capacity, the correct person to
make the decision is a Judge from the Court of Protection, and an application to court
should be made for this purpose. All assessments of capacity should be recorded in the
health professional’s records.

If the incapacity is temporary because of anaesthesia, sedation, intoxication or temporary
unconsciousness, health professionals should not proceed beyond what is essential to
preserve the patient’s life or prevent deterioration in health.

Please refer to Solent NHS Trust Consent to Examination or Treatment Policy for guidance
concerning lack of capacity.

Withdrawal of or Amendment to an Advance Decision

If a person wishes to withdraw their Advance Decision they should destroy their copy
and inform their GP and everyone else who has a copy or knows of its existence that it is no
longer valid.

If a health professional is informed by the author of an Advance Decision that it is being
withdrawn, the health professional is responsible for recording this in the clinical record,
including the date, time and circumstances. It is important to meet with the individual to
discuss the required issues and changes. Any Advance Decision is superseded by a further
clear and competent decision to this effect by the individual concerned whether written or
verbal. Any copies held should be destroyed with the date and time of the destruction
noted.

Where an Advance Decision no longer reflects a competent person’s wishes it becomes
invalid. ldeally where there are changes to an Advance Decision, a new document should
be produced and the old document destroyed. However, if an Advance Decision is to be
altered, any alteration should be dated and signed with an independent witness (see
Appendix 1). Holders of any copies should be alerted to the fact that the original has been
amended and given a copy of the amended document. If a copy is held by any health
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3.174

3.18

3.18.1

3.19

3.19.1

3.19.2

3.193

professional it is the responsibility of the author to ensure that they are aware of the
alterations and that an altered copy is available. The procedure for destruction of the
original should then be followed.

Photocopying of Advance Decisions should not be undertaken by health
professionals because of the difficulties in keeping a record of copies that may later need
to be amended or destroyed. The exception to this is The Specialist Palliative care team
who have a protocol to ensure any out of date Advance Decisions are destroyed and up to
date copies of the advance decision are sent to relevant people.

Refusal of Medical Treatment (Where No Advance Decision Exists)

Adults have the right under common law to refuse medical treatment in the absence of
a formal Advance Decision. If a patient no longer has capacity and has not clearly
indicated their wishes in the past, the decision to provide or withhold life-prolonging
treatment must be based on an assessment of their best interests.

THE MENTAL CAPACITY ACT 2005

The Mental Capacity Act 2005 (“the Act”) principally took effect on 15t0ctober 2007. The Act
itself has codified but not substantially changed the law in this area. For further information
see Solent NHS Trust’s policy, Deprivation of Liberty Safeguards and the Mental Capacity Act
Policy.

Under the Act:-

An “Advance Decision” is a decision made by an adult with capacity that if:
= at alater time a specified treatment is proposed to be carried out by a person
providing healthcare and
= atthe time he or she lacks capacity to consent to that treatment, then
= the specified treatment is not to be carried out or continued.

Key Points — Advance Decisions and Mental Capacity Act:-

=  An Advance Decision only applies to refusals of treatment.

=  An Advance Decision does not apply to the provision of basic care to keep a
patient comfortable.

= The individual must have been 18 years old or more to make an

= Advance Decision.

= The individual must have had capacity at the time of making the

= Advance Decision.

= The Advance Decision must clearly specify the treatment to be refused.

= The Advance Decision must clearly specify the circumstances in which a
refusal of treatment will apply (although non-scientific language will be
acceptable).

= Any Advance Decision can be withdrawn or altered at any time if the individual
has capacity.
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3.19.4 Incapacity

The Advance Decision will not be binding or come into effect if at the material
time the person who made it still has capacity to give or refuse consent.

Is the Advance Decision Binding?

To be binding the Advance Decision must be VALID and APPLICABLE.

3.19.5 Validity - The Advance Decision is:

Not valid if the individual withdrew the Advance Decision at any time when he
or she had capacity.

Not valid if the individual has subsequently acted in a way clearly
inconsistent with the Advance Decision.

Not valid if a later and applicable Lasting Power of Attorney: Personal

Welfare overrides the Advance Decision.

3.19.6 Applicability — The Advance Decision is not applicable if:-

Treatment is not that specified in the Advance Decision.

Any circumstances specified in the Advance Decision are absent.

There are reasonable grounds for believing that circumstances exist which the
patient did not anticipate and which would have been likely to have affected the
decision.

3.19.7 The BMA advises professionals to consider the following in determining if an advance
decision is still valid and whether:

Whether the current circumstances match those the patient

envisaged;

Whether the decision is relevant to the patient’s current health care

needs;

Whether there is any evidence that the patient had a change of heart while still
competent;

Whether the decision, if old, has been reviewed;

Whether, since the decision was last updated, new medical developments would
have affected the patient’s decision;

Whether the patient subsequently acted in a manner inconsistent with the
decision made in the advance decision or subsequently appointed a proxy
decision-maker to make the decision in question. (BMA 2007)

3.19.8 Life Sustaining Treatment

An Advance Decision will not be applicable to life sustaining treatment unless it is
verified by a statement to the effect that it is to apply to that treatment even if life
is at risk.

This must be in writing, sighed and witnessed.

3.19.9 Patients Detained under the Mental Health Act 1983

Patients who are formally detained under the Mental Health Act 1983 cannot
always make an Advance Decision in respect of treatment to be provided as
part of that detention. Please see section 3.10 for further details.
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3.19.10 Impact of the Advance Decision

= |f an Advance Decision is valid and applicable, it has the effect of a

contemporaneous refusal of treatment by an adult with capacity.

= |tis for healthcare professionals to decide if an Advance Decision is valid and

applicable. If there are concerns, there is a duty to make enquiries of those who
may know —i.e. family, carers, the GP, etc. Similarly if healthcare professionals
suspect that an Advance Decision exists, reasonable efforts, time permitting, should
be made to find out what it says, although healthcare professionals can act in an
emergency.

= |f there is uncertainty about whether an Advance Decision exists or the

medical professional is not satisfied that it is valid or applicable in the current
circumstances, there will be no liability incurred by medical professionals for
providing treatment.

= Likewise if a doctor reasonably believes that a valid and applicable Advance
= Decision exists; there will be no liability for withholding treatment.

= |n an emergency where there is doubt about an Advance Decision, treatment can

be provided. However if there is time, cases of doubt can be referred to Court, and
in the meantime treatment necessary to preserve life or prevent serious
deterioration may be given. The “Court of Protection” can make decisions which
can be turned around extremely quickly if the situation so requires.

4. ROLES & RESPONSIBILITIES

4.1 Directors, Associate Directors , Clinical Directors, Operational Directors and Managers will
ensure that:

the Policy is made available to all staff,

all internal procedures regarding the management and following of Advance
Decisions are adhered to and recorded, and

Advance Decisions are considered and followed where the circumstances indicate that
this is valid and applicable

clinical staff are appropriately skilled in ensuring that Advance Decisions are fully
discussed with the patient and their family and that they are fully aware of any
implications arising from following it

clinical staff understand the issue of providing care in the best interests of the patient
Periodic reports on issues regarding the management of Advance

Decisions are provided.

4.2 All Clinical Staff including Associate Health Care Professionals will have read, and:

understand and follow Solent NHS Trust’s policies and procedures regarding the
management of Advance Decisions and Consent to Treatment or Examination
understand the legal status and professional issues concerning Advance Decisions
comply with the standards set by Professional Bodies regarding their professional
and legal duty of care

complete all necessary documentation regarding the management and following of
Advance Decisions and provision of care in the best interests of the patient
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4.3

4.4

work within limits of own clinical competence

seek advice where necessary regarding the following of Advance Decisions
have knowledge of an Advance Decision, will inform others involved in that
patient’s care on a ‘need to know’ basis

Encourage discussion between individual patients and their
families/carers regarding their care preferences.

Associate Health Care Professionals must keep up to date with the guidance published
by their governing body and consider the implications of this for their practice in this
area.

Nurses’ responsibilities :

The NMC code was updated in 2018 and states that nurses must be aware of the
mental capacity legislation in their country. For the purpose of Solent NHS Trust staff
this is the Mental Capacity Act 2005 and includes knowledge of advance decisions
to refuse treatment. The guidance also confirms nursing staff’s duty to have regard to
the Code of Practice. Nurses must ensure they keep up to date with NMC guidance and
consider the implications of any changes to the NMC’s guidance in this area.

Nurses with a conscientious objection to limiting treatment at a patient’s request
should make their views known via their line manager. Solent NHS Trust will
endeavour to respect their beliefs and pass the management of the patient to a
colleague. However if delegation is impossible the NMC’s view is that nurses cannot
refuse to care for patients in these circumstances. If this difficult situation arose then
the staff member would be supported by their line manager and provided with
appropriate clinical supervision.

Doctors’ responsibilities and Liabilities of Health Professionals:

Medical personnel can only act on an Advance Decision if it is brought to their
attention. Under no circumstances should any delay or deviation to normal medical
management occur whilst the document is being located.

Staff are under no duty to undertake searches specifically for Advance Decision
documentation. It is solely the burden of the patient that the decision has been
brought to the attention of the medical professionals.

The validity of an Advance Decision should be considered by treating clinicians.

Staff must also assure themselves that the clinical situation in question has actually
arisen. The decision must accurately reflect the clinical circumstances in which it is to
be applied. Often there is no difficulty, however, where there is reasonable doubt that
the conditions of the decision apply to the clinical circumstances in hand, it is better for
staff to proceed as they would have in the absence of the decision. The Courts are
most unlikely to criticise staff in this situation.

Clinicians must take note of an Advance Decision, and having been notified that
an Advance Decision exists, should make all reasonable efforts to acquaint themselves
with its content. In cases of emergency however, necessary treatment should not
normally be delayed to look for an Advance Decision.

If a person is now incapacitated but is known to have objections to all or some of the
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treatment, it should be considered if these constitute an advance decision. If they do
not then it should be decided what is in the best interest of the person and this should
be followed.

e Questions arise about the ethical status of discontinuing treatment, which was already
initiated prior to the discovery of an Advance Decision. The BMA, concurring with the
law, considers that late discovery of an Advance Decision after treatment has been
initiated does not mean that the decision cannot be implemented. Treatment
should therefore be discontinued in accordance with the decision once it is known,
unless there is doubt as to the document’s validity (BMA 2007).

e C(Clinicians should consider their own views and inform patients at the outset of
any absolute objection to the principle of the Advance Decision. The patient then has
the opportunity to consult another doctor. Doctors who are unexpectedly faced
with an Advance Decision, who feel unable to comply, should relinquish the patient’s
management to colleagues. However, if there is no other doctor available, there is a
legal duty to comply with an appropriate and valid Advance Decision.

e Clinicians may be legally liable if they disregard the terms of a valid Advance
Decision if the decision is known of, and applicable to the circumstances.

e Health professionals following the terms of a clear Advance Decision and exercising
due care and attention are unlikely to face any legal objections. However, basic care
(measures necessary to keep a patient comfortable) should be given.

e Health professionals must always act with due care and attention. The mistaken
application of an Advance Decision to a patient other than the one who made it would
raise issues of negligence.

e If there is doubt as to what a patient intended, the law supports a presumption
that appropriate life prolonging measures and treatment should be given whilst the
issue is resolved. Health professionals must use their own professional judgement
about the applicability and validity of the Advance Decision.

e If an Advance Decision is not applicable to the circumstances, it is not legally
binding, although it may give a valuable indication of the general treatment options
the patient would prefer.

e An Advance Decision cannot compel treatment to be provided.

e Health professionals faced with questions from their patients about Advance
Decisions, or who are required to consider the implementation of an Advance Decision
should consult the BMA’s 2007 document as well as be aware of the impact of the
Mental Capacity Act 2005 and this policy document.

e Requests for further information by medical professionals which cannot be obtained
from Solent NHS Trust should be directed to:
e  Medical Ethics Committee Secretariat
e  Medical Ethics Department
e  BMA House Tavistock
Square London, WC2H
9JP Tel: 0207383 286
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4.5 Method of Implementation

e Follow the recommendations in the Department of Health Reference Guide to
Consent for Examination and Treatment 2nd edition (2009), BMA Advance Decision
and Proxy Decision Making in Medical Treatment and Research (2007), NMC Code of
Professional Conduct: Standards for Conduct, Performance and Ethics (2015) and the
Mental Capacity Act 2005 Code of Practice.

e Identify those senior clinical staff with first line responsibility and agree
responsibilities. Clinical Staff must be able to:

= Assess that current circumstances are valid and applicable (see appendix2
and Section 9).

= check that the Advance Decision remains valid if the patient can be
communicated with

= discuss any implications of following the decision and document the
discussion (this discussion will ideally be witnessed)

®= involve any nominated individual, family or the patient’s general
practitioner, to assess validity and applicability where there is any element
of doubt

= Exercise judgement regarding the best interests of the patient.

4.6 Internal documentation systems for the management of Advance
Decisions must be established as follows:

Clinical records must record the following:-

= The presence of an Advance Decision and the content of it. Contact
details of any healthcare proxy should also be recorded (Appendix 1), as
well as the patient’s GP. Please also consider whether a LPA:PW has been
created since the Advance Decision was made (see 1.8)

= The assessment of the validity and applicability of that decision in the
current circumstances including any discussions with the
patient/nominated individual / GP regarding validity if the patient is unable
to provide this information for themselves.

=  Any discussions with the patient regarding the implications of the Advance
Decision.

= Any decisions made regarding care/treatment given which is considered
to be in the best interests of the patient.

=  Withdrawal of or alteration to the Advance Decision (see section 7.0).

4.7 Internal management systems must be established as follows: -

e  Systems must be developed and implemented to enable all clinical staff to discuss
issues regarding the management and following of Advance Decisions with GP
colleagues and other members of the Primary Health Care Team (PHCT) in
partnership with the patient (if possible) and carer. It is acknowledged that in reality
it is unlikely that the patient, their GP and Solent NHS Trust staff will be available to
meet and talk at the same time; however, this should not prevent the discussions
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being held. Discussions between these individuals should be encouraged as it is
extremely important in providing clarity and effective management in relation to any
Advance Decision.

e The GP and community staff must be informed of the presence of an Advance
Decision for patients being discharged to the care of the Primary Healthcare Team.
Where possible, community staff will be informed of this at multi-disciplinary care
planning meetings and case reviews

e the Clinical Governance Lead or Associate Director of Quality and Risk will provide
advice and support for complex issues relating to Advance Decisions

o Issues will be reported to the Clinical Governance Committee.

4.8 Identifying patients who have made an Advance Decision

e It is the patient’s responsibility to let relevant professionals know of the existence
of the decision, where it is stored if in written form and whom they would like
consulted about its implementation. This is particularly important when changing
doctors or attending different hospitals. Health professionals will not incur liability if
proceeding with medical treatment where they did not know of the Advanced
Decision although they will need to consider available evidence about the patient’s
views.

e Storage of documentation regarding an Advance Decision and notification of its
existence are the responsibility of the individual. Those close to the patient should be
made aware of its existence, be told where it is and, where appropriate, state who
the health care proxy is. Some individuals carry a card, bracelet or other measure
indicating the existence of an Advance Decision and where it is kept. A copy is also
best lodged with their general practitioner if possible, which will allow the GP to
provide the information to other health professionals on referral or, in emergency
situations, to provide the information on request. For patients who are treated by a
specialist team over a prolonged period, a copy of the Advance Decision should be
filed with the patient’s records. Again, please consider whether a LPA:PW has
been created since the Advance Decision was made (see 3.19.3)

e Although not a legal requirement, the existence of an Advance Decision should be
marked clearly on the patient’s records and ideally, if possible, a copy should be
kept with the records. Staff involved in the patient’s care should also be
informed of the existence of an Advance Decision, and the circumstances in which
it will be appropriate.

o The NHS South of England have supported the use of the ‘message in a bottle’
scheme as a means of communicating the existence and whereabouts of an advance
decision. The information is kept in a clearly marked plastic container in the person’s
refrigerator and there are stickers to place on the front door to indicate its presence.
Staff in relevant areas should be aware of this scheme.
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4.9 Disputes

e Inthe event of a disagreement between health professionals or between relatives
about the patient’s previously expressed wishes, opinions should be sought from
relevant colleagues and others who are familiar with the patient. In the interim the
patient should be treated in their best interests under Section 5 of the Mental
Capacity Act 2005 until such issues are resolved. For further guidance on resolving
disputes see Solent NHS Trust’s policy, Deprivation of Liberty Safeguards and the
Mental Capacity Act Policy.

e All staff involved in a patient’s care should have the opportunity of presenting their
views. This includes community staff who may have known the patient over a longer
period. Views of family members and close friends of the patient should also be
considered. Ultimately, the senior professional managing the particular episode of
the patient’s care must consider the available evidence of the patient’s wishes before
reaching a decision on issues raised by the Advance Decision, but they may need to
seek advice from the courts if the matter cannot be resolved.

5. TRAINING

5.1 All staff who work in a clinical role must undertake the electronic online Mental Capacity Act
Training once every year.

5.2 Level 3 training aimed at clinical staff will be provided on via a full days training. Staff will
have to have attended an introductory session before applying for a place on the level 3
sessions. This training will investigate the Act in more detail and will include use of this
policy as a tool. Amongst other things the training will incorporate consent and decision
making for people who lack mental capacity.

53 'The Specialist Palliative care team receive training from the Specialist Palliative Care
services in conjunction with the Hampshire CNS's and the Rowans hospice consultants. This
enables them to support patients in making advance decisions.

5.4 The Mental Capacity Act Lead will be a source of advice for all matters referred to in this
policy. Further legal advice can be sought from the Trust solicitors, if necessary.

6. EQUALITY ANALYSIS AND EQUALITY IMPACT ASSESSMENT FOR MENTAL

6.1 An Equality Analysis and Equality Impact Assessment (EAEI) has been completed for this
policy and no significant adverse effects have been noted. As the policy relates to people
lacking capacity making their own decisions wherever possible it contributes positively
towards equality and inclusion.

6.2 This policy has been assessed and meets the requirements of the Mental Capacity
Act 2005.

7. SUCCESS CRITERIA / MONITORING EFFECTIVENESS

7.1 On a yearly basis service lines must complete the Mental Capacity implementation toolkit.

This audit includes consideration of advance decisions to refuse treatment and the results
will be used in the review of this policy.

Advance Decisions to Refuse Treatment — v6 Page 20 of 30





8. REVIEW

8.1 This document may be reviewed at any time at the request of either staff side or
management, but will automatically be reviewed 3 years from initial approval and thereafter
on a triennial basis unless organisational changes, legislation, guidance or non-compliance
prompt an earlier review.
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10. GLOSSARY

ADVANCE DECISIONS TO REFUSE TREATMENT

An Advance Decision is a mechanism whereby competent people give clear
instructions about what is to be done if they subsequently lose the capacity to
decide or to communicate. An Advance Decision is intended to be a binding
refusal of treatment. Withholding or withdrawing treatment in the future made
by an informed competent adult in contemplation of the specific circumstances,
which arise. It is legally binding.

ADVANCE STATEMENT

Note: this policy does not relate to advance statements in general. The only
advance statement it relates to is “Advance Decisions”. This definition is included
for clarification purposes only.

An advance statement is the general term for an act whereby a person, whilst
mentally competent, specifically makes arrangements about their future health
care should they become unable to do this. In essence, people who understand
the implications of their choices can state in advance how they wish to be
treated if they suffer loss of mental capacity.

An advance statement is broader in scope, and can, for example be:

A clear instruction refusing some or all medical procedures. This is known as an
Advance Directive.

A statement reflecting an individual’s aspirations and preferences which can
help professionals identify how the person would like to be treated
without binding them to that course of action if it conflicts with professional
duty of care or judgement.

A statement of general beliefs and aspirations of life which an individual values.
It makes no specific request or refusal but aims to indicate what he / she
would want.

A statement which names another person who should be consulted at the time
a decision has to be made. The views expressed by that named person
should reflect what the person would want. This can supplement and clarify
the intended scope of a written statement but the named person’s views
are presently not legally binding in England, Wales and Northern Ireland. In
Scotland, the powers of a tutor dative may cover such eventualities.

A combination of the above. Those sections expressing clear refusal may
have legal force in the case of adult patients.
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CAPACITY/COMPETENCE

The ability to understand the implications of a decision. A person may be deemed
to have capacity or competence if he/she:

Can comprehend and retain the information relevant to the decision in
guestion can understand its principle benefits, risks and alternatives.

Can understand in broad terms what will be the consequences of not receiving the
proposed treatment.

Make a free choice (i.e. free from undue pressure).
Retain the information long enough to make an effective decision.

Can weigh that information in the balance to arrive at a choice.

The Mental Capacity Act 2005 reinforces the above principles of capacity and
assessment of capacity.

Adults are presumed to have capacity, but where any doubt exists the health professional
should seek the appropriate assessment of the capacity of the patient to take the decision
in question. Ultimately, this may need to be a legal decision and where doubt exists
concerning mental capacity; an application to the Court can be made. Although they may
understand and weigh the implications, young people under the age of 18 generally do
not have the same rights at law as an adult. However; they are entitled to have their
views taken into account but can be overruled by a court or a person with parental
responsibility.

Note: the degree of capacity needed to make a decision will vary with the circumstances; in
other words, a person may have the capacity needed to make certain decisions but not
others. Please refer to Solent NHS Trust Consent Policy / Dept of Health guidance / BMA
Code of Practice and the Mental Capacity Act 2005 for further information.

Note: All assessments of an individual’s capacity should be recorded in line with Solent
NHS Trust’s policies.

CONSENT

Consent is a patient’s agreement for a health professional to provide care. It may be
given non-verbally, verbally or in writing. For consent to be valid, the patient must:

Be competent to make the particular decision.

Have received sufficient information to take it and make an informed choice
not be acting under duress.

When a patient lacks the mental capacity to give or withhold consent for him or herself,

no one else can give it on their behalf (unless a person has been appointed under a Lasting
Power of Attorney: Personal Welfare to take healthcare decisions).
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Please refer to Solent NHS Trust Consent to Examination or Treatment Policy/
Department of Health guidance for further information.

HEALTH CARE PROXY OR PERSONS APPOINTED UNDER A LASTING POWER OF ATTORNEY:
PERSONAL WELFARE

A health care proxy is someone who is chosen to play a part in decisions about an
individual’s health care when they are no longer able to do this for themselves. It can be a
family member, partner, friend or carer. The person chosen should be someone who will
best represent the individual’s interests relating to health decisions and should be written
on the Advance Decision form with the contact details. The proxy will be a helpful person
in acting as an interpreter of the individual’s values and wishes.

Under the Mental Capacity Act 2005 a person can be nominated to take healthcare
decisions on behalf of that individual under a lasting Power of Attorney: Personal Welfare.
An Advance Decision “outranks” a LPA: PW and person nominated under it, unless the
LPA: PW was created after the Advance Decision and is valid/applicable.

A healthcare proxy not appointed under a Lasting Power of Attorney: Personal Welfare
can offer a view as to treatment, but that view is not legally binding.

INDEPENDENT WITNESS

This is a person who is to witness the signature on the Advance Decision. A witness should
be over the age of 18 years and should not be anyone who stands to benefit from the Last
Will and Testament of the person drafting the Advance Decision. Solent NHS Trust
employees should not act as independent witnesses.
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Appendix: A NHS Trust

Equality Analysis and Equality Impact Assessment

Equality Analysis is a way of considering the potential impact on different groups protected from
discrimination by the Equality Act 2010. It is a legal requirement that places a duty on public sector
organisations (The Public Sector Equality Duty) to integrate consideration of Equality, Diversity and
Inclusion into their day-to-day business. The Equality Duty has 3 aims, it requires public bodies to have
due regard to the need to:

e eliminate unlawful discrimination, harassment, victimisation and other conduct prohibited by
the Equality Act of 2010;
e advance equality of opportunity between people who share a protected characteristic and
people who do not;
o foster good relations between people who share a protected characteristic and people who
do not.
Equality Impact Assessment (EIA) is a tool for examining the main functions and policies of an
organisation to see whether they have the potential to affect people differently. Their purpose is to
identify and address existing or potential inequalities, resulting from policy and practice development.
Ideally, EIAs should cover all the strands of diversity and Inclusion. It will help us better understand its
functions and the way decisions are made by:

¢ considering the current situation

e deciding the aims and intended outcomes of a function or policy

e considering what evidence there is to support the decision and identifying any gaps
e ensuring it is an informed decision

Equality Impact Assessment (EIA)

Step 1: Scoping and ldentifying the Aims

MHA/MCA Lead
Title of Change: Review of Policy

What are you completing this EIA for? . .
(Please select): Policy (If other please specify here)

VLEVETERGERGEI IR CIENCIMN To ensure that the policy still gives guidance on the status,
the changes implementation and adherence to advance statements to refuse
treatment

Step 2: Assessing the Impact

Please use the drop-down feature to detail any positive or negative impacts of this document /policy
on patients in the drop-down box below. If there is no impact, please select "not applicable”:

Protected Characteristic | Positive Negative | Not Action to address negative impact:
Impact(s) | Impact(s) | applicable | (e.g. adjustment to the policy)

x ! |
x ! |
|

]
| Gender reassignment | | |
[ Disabiliy /x| |
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Age

Sexual Orientation
Pregnancy and
maternity

Marriage and civil
partnership
Religion or belief
Race

If you answer yes to any of the following, you MUST complete the evidence column explaining what
information you have considered which has led you to reach this decision.

Assessment Questions Please document evidence / any mitigations

This review has taken place during the
Coronavirus pandemic and so this was not
No possible.

Consideration was taken on all of the regulations
Yes and professionals standards for staff employed by
the Trust.

Step 3: Review, Risk and Action Plans

How would you rate the overall level of impact / Medium
risk to the organisation if no action taken? O | O

What action needs to be taken to reduce or Adherence to the policy and procedures.
eliminate the negative impact?

Who will be responsible for monitoring and regular EVIZIAVAY(@:WR=ETs)

review of the document / policy?

Step 4: Authorisation and sign off

I am satisfied that all available evidence has been accurately assessed for any potential impact on
patients and groups with protected characteristics in the scope of this project / change / policy /
procedure / practice / activity. Mitigation, where appropriate has been identified and dealt with
accordingly.

Equality Elliot Wylde Date: July 2021
Assessor:
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Additional guidance

Protected characteristic \ Who to Consider

Example issues to consider

Further guidance

Disability A person has a disability if they have a Accessibility Further guidance
physical or mental impairment which has a Communication formats (visual can be sought
substantial and long term effect on that & auditory) from:
person’s ability to carry out normal day Reasonable adjustments. Solent Disability
today activities. Includes mobility, sight, Vulnerable to harassment and Resource Group
speech and language, mental health, HIV, hate crime.
multiple sclerosis, cancer

Sex A man or woman Caring responsibilities Further guidance

Domestic Violence can be sought
Equal pay from:
Under (over) representation Solent HR Team

Race Refers to an individual or group of people Communication Further guidance
defined by their race, colour, and Language can be sought
nationality (including citizenship) ethnic or Cultural traditions from:
national origins. Customs BAME Resource

Harassment and hate crime Group
“Romany Gypsies and Irish

Travellers”, are protected from
discrimination under the ‘Race’

protected characteristic

Age Refers to a person belonging to a particular Assumptions based on the age Further guidance
age range of ages (eg, 18-30 year olds) range can be sought
Equality Act legislation defines age as 18 Capabilities & experience from:
years and above Access to services technology Solent HR Team

skills/knowledge

Gender “The expression of gender characteristics Tran’s people should be Further guidance

Reassignme that are not stereotypically associated with accommodated according to can be sought
ones sex at birth” World Professional their presentation, the way they | from:

nt Association Transgender Health 2011 dress, the name or pronouns Solent LGBT+

that they currently use. Resource Group

Sexual Whether a person’s attraction is towards Lifestyle Further guidance

Orientation their own sex, the opposite sex or both Family can be sought
sexes. Partners from:

Vulnerable to harassment and Solent LGBT+
hate crime Resource Group

Religion Religion has the meaning usually given to it Disrespect and lack of awareness | Further guidance

and/or but belief includes religious and Religious significance can be sought

. philosophical beliefs, including lack of dates/events from:

belief belief (e.g Atheism). Generally, a belief Space for worship or reflection Solent Multi-
should affect your life choices or the way Faith Resource
you live for it to be included in the Group
definition. (Excludes political beliefs) Solent Chaplain

Marriage Marriage has the same effect in relation to Pensions Further guidance
same sex couples as it has in relation to Childcare can be sought
opposite sex couples under English law. Flexible working from:

Adoption leave Solent HR Team

Pregnancy Pregnancy is the condition of being Employment rights during Further guidance

and pregnant or expecting a baby. Maternity pregnancy and post pregnancy can be sought

. refers to the period after the birth and is Treating a woman unfavourably from:
Maternity linked to maternity leave in the because she is breastfeedin Solent HR team
g
employment context. In non-work context, Childcare responsibi“ties
protection against maternity discrimination Flexibility
is for 26 weeks after giving birth.
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Appendix B
CRITERIA FOR VALID APPLICATION OF ADVANCE DECISIONS

1. Advance decisions can be verbal or written, although please see 7 below. Each is
legally binding.

2. The subject of the Advance Decision must be 18 or over at the time the document
was prepared and signed.

3. The subject of the Advance Decision must have had mental capacity in relation to
the decision being made at that time.

4. The subject of the Advance Decision must not have been under undue influence
by anyone else whilst preparing it.

5. The subject of the Advance Decision must have been fully informed about the
treatment options and their implications when the Advance Decision was made.

6. The Advance Decision should be current reflecting the up-to-date views/wishes
of the individual

7. In consideration of life-sustaining treatment the Advance Decision must be
in written form with a statement that the decision applies even if life is at risk. The
document should be signed and dated by at least one witness over the age of 18.
This person should not be a spouse, partner, relative, or anyone who stands to
benefit from the subject’s Last Will and Testament or the death of the patient.
The Code of Practice should be consulted for further guidance

8. The document must have anticipated the particular circumstances that in
fact arise and intended the decision to apply in those circumstances. Please
consider section 9 of this document for additional factors regarding a valid and
applicable Advance Decision as a result of the MCA.

Please note:

In all circumstances, a contemporaneous decision by a competent individual
overrides previously expressed statements or an Advance Decision made by
that person (MCA 2005)

Any provisions of Advance Decisions refusing treatment for mental illness
are rendered invalid in circumstances where the patient is legally detained
for treatment.(MCA 2005)

Health professionals may be legally liable if they disregard the terms of

an Advance Decision if the decision is known of and applicable to the
circumstances (MCA 2005)
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Appendix C

ADVANCE DECISIONS TO REFUSE TREATMENT (ADVANCE DECISIONS)

What is An Advance Decision?
A practical way of planning ahead to ensure that a person’s wishes are respected at a time
when they are no longer capable of making decisions or conveying their wishes about treatment.

The Law

The Mental Capacity Act 2005 allows you to set out what treatments you would not wish to have
should you lose capacity to make those decisions at some point in the future.

You can nominate someone who should be consulted at the time a decision has to be made. The
views expressed by that person will be considered by medical professionals although do not have
legal force. Under the Mental Capacity Act 2005 you can also give someone the power to take
healthcare decisions on your behalf under a Lasting Power of Attorney: Personal Welfare (LPA: PW).
An Advance Decision will still be valid however unless the LPA: PW was created after the Advance
Decision, and is valid/applicable in the circumstances. The views of a person appointed under a
LPA: PW with regard to healthcare decisions will have legal effect.

In general, people under 18 are entitled to have their views taken into account but can be overruled
by a court or a person with parental responsibility.

Who can make an Advance Decision?

Anyone over the age of 18 can make an Advance Decision as long as they have the capacity to
do so. Itis a way of ensuring doctors do not give you certain medical treatments against
your wishes.

Why make an Advance Decision?

You can choose in advance the circumstances in which you would want to discontinue medical
treatment.

Who should | tell?

Although not obligatory, it is advisable to discuss your intention to make an Advance Decision
with a Healthcare professional in the first instance. The existence of an Advance Decision and
contact person (if any) should be recorded in your medical records. If possible a copy of any
document should be kept with the medical records. It is, however, your responsibility to let all
the health professionals treating you know about your Advance Decision, where it is stored and
who you would like them to consult if the time comes for it to be used or revised. You
should also share this information with your family.

When is an Advance Decision used?

It is important to remember that an Advance Decision can only be executed or your nominated
person consulted if you are incapacitated and are unable to communicate your views,

You can alter or cancel your Advance Decision at any time but it is your responsibility to let your GP
and anyone else concerned know that you have done this.
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How can | make an Advance Decision?

You can do this orally or you can put your requirements in writing or use a specially pre-printed
form. If you intend to refuse life-sustaining treatment this has to be in writing. You can ask for help
from an advocacy organisation such as a Age Concern or the Alzheimer’s Society. This is important
since new legislation took effect on 1 October 2007. It is important that your Advance Decision is
updated at least every 5 years.

Where can | get more information?

Several health and social care related organisations provide advice, information and specimen forms
including:
Age UK Portsmouth

Portsmouth: 16-18, Kingston Road, Portsmouth PO1 5RZ
Telephone: 023 9286 2121

AGE Concern Southampton: 1 Saxon Gate, Back of the
Walls, Southampton, SO14 3HA Tel: 023 8036 8636
Website: www.ageconcern.org.uk and then click on ‘Information & Advice’

Alzheimer’s Society
Gordon House, 10 Greencoat Place, London SW1P 1PH

Helpline 0845 300 0336
Produces a free information sheet and guidance on preparing an Advance Decision. This information

sheet together with a sample Advance Decision form can also be downloaded as a pdf file from their
website.

Patients Association
P.O. Box 935 Harrow Middx HA1 3YJ. Helpline 0845 608 4455

Solent Mind
The Oasis Centre, 1a Upper Arundel Street, Portsmouth, Hampshire, PO1 1NP, T: 02392 837777
Southampton contact number: 023 8020 8956
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Executive Summary

This policy provides a description of the Care Programme Approach (CPA) used with Service
Users who are known to Mental Health Services. This includes the development, application
and changes to the CPA, with explanations and aims.

Key policy issues:

e The function of the CPA in bringing Service Users and professionals together for
manage care planning for Service Users with complex mental health needs

e The roles of Care Coordinator and Lead Professional, and the role Service User and
Carers, in planning Service User care

e The use of CPA to ensure safe, effective and comprehensive care for those Service
Users with more complex mental health needs

e The importance of the CPA in risk management, crisis management and contingency
planning

Key documents are referred to, acknowledging historical and foundation principles of the
CPA.
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Abbreviations

AMH - Adult Mental Health

CAMHS - Child and Adolescent Mental Health Services
CPA - Care Programme Approach

HCP - Health Care Professional

LD - Learning Disability / Learning Disabilities
MCA - Mental Capacity Act 2005

MHA - Mental Health Act 1983

OPMH - Older People’s Mental Health

SMS - Substance Misuse Services

Glossary of Terms

e Advance Decision
To refuse treatment (legally binding).

e Advance Directive, or Advance Statement
Inclusive of wishes (not legally binding).

e Approved Clinician (AC)
A clinician approved by the Secretary of State to act as approved clinician for the
purposes of the Mental Health Act (1983).

e Care Contributor
This applies to any person contributing to a Care Plan for a Service User regardless of
service area of origin, for example, with AMH, Third Sector or Informal Carer.

e Care Coordinator
The person responsible for co-ordinating the care a Service User receives under a
CPA when they are living in the community, an inpatient in hospital or serving a
prison sentence. This is the person a Service User will have the most contact with
and is usually a Community Psychiatric Nurse, Social Worker or Occupational
Therapist.

e Care Programme Approach (CPA)
A package of care designed to improve the delivery of care to people with complex
mental health needs. It requires health and social care services and other agencies
to work together with Service Users to provide an agreed programme of care.

e Carer
Informal carers who provide regular and important support to the Service User. This
includes those under the age of 18 who provide care and support.

e Lead Professional

A Lead Professional is allocated to Service Users who are not under the CPA. The
Lead Professional can be from any professional group.
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e Named Nurse
The person responsible for a Service User’s care when they are admitted to an
inpatient setting.

e Responsible Clinician (RC)
The Approved Clinician with overall responsibility for a Service User’s case under the
Mental Health Act (1983). Certain decisions, such as renewing detention or
allocating supervised community treatment, can only be taken by the RC.

e Service User / Client / Patient

These terms are regularly used by staff working across health and social care. This
document applies the term “Service User”.
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11

2.1

CARE PROGRAMME APPROACH POLICY

INTRODUCTION & PURPOSE

The Care Programme Approach (CPA) is the integrated Health and Social Care
planning process used in Adult Mental Health Services.

CPA emerged from a number of influential Government-led Health and Social Care
publications and guidance which were concerned with providing joined-up holistic
care planning to prevent those who access secondary care services from “slipping
through the net” or being subjected to repetitious assessments. This improves the
overall quality of care and Service User experience.

‘Refocusing the Care Programme Approach: Policy and Positive Practice Guidance’
(DH 2008) states the underpinning message as:

“Services should aim to develop one assessment and Care Plan that
will follow the Service User through a variety of care settings to
ensure that correct and necessary information goes with them”

(p.18)

This has been the intention of CPA since its inception. However, this policy includes
fundamental changes, most significantly the removal of levels of CPA, and a
standard care planning (non-CPA) process to sit alongside this.

The CPA ensures that the needs of Mental Health Service Users are assessed and
that appropriate care is delivered, regardless of the setting, for example, residential,
community or prison. In addition, Service Users should be viewed “in the round”,
that is, in their diverse roles, and the needs they have, including family, parenting,
relationships, housing, employment, leisure, education, creativity, spirituality, self-
management and self-nurture, with the aim of optimising mental and physical
health and well-being.

Care planning processes start at the first point of contact with the Service User and
only end once they are discharged from the service.

The guidance in this document refers to the implementation across Solent NHS Trust
and Adult Social Care at Portsmouth City Council.

SCOPE & DEFINITIONS

What is the Care Programme Approach (CPA)?

The CPA is a package of care for those of working age in contact with specialist
secondary care Mental Health Services and Adult Social Care. It was introduced in
1991 to provide a framework for effective mental health care, including a care plan

and someone to co-ordinate the care. All care plans must include a crisis plan.

The four main elements are:
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2.1.1

2.1.2

2.2
221

e A systematic process/arrangements for the integrated assessment of health and
social care needs of those accepted into Secondary Care Mental Health Services

e The formation of a holistic Care Plan which identifies the care required from a
variety of providers

e The appointment of a Care Coordinator, to keep in touch with the Service User
to monitor and coordinate their care

e Review in a timely manner, facilitating agreed changes if needed

From October 2008, CPA no longer has two levels (standard and enhanced). CPA
now only applies to Service Users with the most complex characteristics, as outlined
below.

No CPA

Service Users with more straightforward needs, formerly under standard CPA, are
designated as “no CPA”. The planning and review process for Service Users who
require specialist secondary Mental Health Services, whose needs are not assessed
as complex, does not require a complicated system of support. Their rights to an
assessment of their needs, the development of a care plan and a review of that care
will continue to be good practice for all.

Allocation of Care Coordinators / Lead Professional

The Care Coordinator is crucial to the successful implementation of the CPA and
Care Management processes.

The Care Coordinator has the authority to:
e Coordinate the delivery of the Care Plan
e Callareview

e Access resources

Professionals who undertake the roles

Social Workers, Nurses, Occupational Therapists, and Psychotherapists or
Psychologists in specific parts of the service, for example, Early Intervention in
Psychosis (EIP) will usually be the Care Co-ordinator or Lead Professional.

Allocation of Care Coordinator

The Care Coordinator role should usually be taken by the person who is best placed
to oversee care planning and resource allocation. Consideration should also be given
to the Service User’s needs matched against staff skills, qualification and experience.

Allocation of Lead Professional

The Lead Professional role will be undertaken by the clinican taking responsibility for
the Service User’s treatment and care when the Service User has been assessed as
not needing a CPA. For further information on the Care Coordinator / Lead
Professional, see Appendix 7.

Values and Principles

A Statement of Values and Principles in ‘Refocusing the CPA’ (DH 2008) is used as a
basis for local discussion. It provides the primary focus of reviewing approaches for
care planning in line with relevant contemporary guidance.
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2.2.2

2.2.3

224

2.2.5

2.2.6

2.2.7

2.2.8

2.2.9

2.2.10

2.2.11

2.2.12

The following summary will apply to Service Users who are accepted by secondary
Mental Health Services.

All Service Users have the right to a holistic assessment of their individual health and
social needs and risks.

Risk assessment will be undertaken in line with Solent NHS Trust and Portsmouth
Health and Adult Social Care Department and Portsmouth City Council guidance on
clinical risk assessment. The evidence on which the judgement is made should be
recorded on the central records system for the service. This should be available to all
relevant professionals.

Best practice indicates the benefits of Service User self-assessment and care
planning in conjunction with professional assessment.

All Services Users will have either a Care Coordinator or Lead Professional, usually an
individual known to the Service User, who will co-ordinate or facilitate the care
programme.

Ideally, all Service Users will have an agreed and signed Care Plan. This may not
always be possible and the care team should seek alternative methods to ensure
Service User and Carer understanding.

Where a Service User has straightforward needs and contact with only one agency,
the designated Lead Professional is responsible for facilitating the Service User’s
care, and may record a Statement of Care agreed with the Service User in the
patient record. This will constitute a Care Plan and will need to be signed off by the
Service User and stored on their electronic patient record.

All Service Users will be informed whether they are subject to the CPA. This will be
based on an ‘in the round’ approach to their care needs.

The CPA describes the approach used in specialist secondary Mental Health Services
for Service Users whose needs involve more complex characteristics.

It is well recognised that Carers often provide the majority of care to people with
mental illness. Carers are entitled to a personal assessment and Care Plan, as well as
contributing to CPA planning meetings. Young Carers’ needs must be considered at
all points of the process.

All Carers who required an assessment and received a Care Plan must have a regular
review at least yearly, applying local standards. Best practice recommends that a
Carer’s self-assessment is completed with the Care Act (2014).

Reviews, as with care planning, must place the Service User at the centre of the
process and be conducted in line with individual needs. This should be regarded as
an ongoing process and be provided in a timely manner. Those with the most
complex and changing needs will require more frequent reviews. All reviews must
take into account the safeguarding of vulnerable children and adults, and should
ensure skills and resources are available to improve the wellbeing of vulnerable
people.
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2.2.13

2.2.14

2.2.15

2.3
2.3.1

2.3.2

233

234

It is particularly important that the need for CPA is considered by Lead Professionals
at review.

In the event of sudden relapse or concerns for a Service User’s health and safety, all
care team members providing input or support have a responsibility to notify the
Care Coordinator or Lead Professional of such concerns.

It is the responsibility of the Care Coordinator or Lead Professional, after discussion
with care team, to arrange a review of the Care Plan/Statement of Care. Although
reviews should be timed according to Service User needs, best practice suggests this
should happen at least 6 monthly.

Equality of Opportunity and Diversity
The CPA and Care Standards Handbook (3rd Edition, 2008) states:

“The wider principles, areas and factors to consider in equality of
opportunity and diversity are set out clearly and should be
considered in conjunction with local policies/quidance.” (pp5-6)

This policy is subject to the protected characteristics set out in the Equality Act
(2010), prohibiting discrimination on named grounds.

Equality of opportunity relates to four main areas:

o The development of policy and procedures, where ‘..the Department of Health
(DH) is required to assess the impact of any policy proposals on different groups
in the community in terms of equality of access and impact on the rights and
needs to those groups’

e The need for Mental Health Services ‘to develop and demonstrate cultural
competence’

e The provision of services and resources to support access, for example, ‘an
interpreter, or in the last resort a family member will be necessary when
language is a barrier’

e Once within the service, the provision of treatment to ‘ensure that quality
mental health services are provided to all, appropriate to their needs. Services
must also pay attention to the potential for inequalities in outcomes of individual
care assessment and planning, and the service they provide’

Discrimination and bias factors:

e The discrimination people experience may contribute to their mental distress
and ill health

¢ There have been significant over-estimates of non-white Service Users assessed
by mental health professionals as being violent, compared to white Service
Users in contrast to their subsequent behaviour
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There has been a tendency to organise services generally in ways which are
‘blind’ to the actual needs of such individuals and the groups to which they
actually belong; and

In relation to Carers, services need to be sensitive to different cultural models,
particularly an appreciation of the role of kinship networks and extended
families, and to the impact of age, for example, young carers

To ensure that the needs of Service Users are met, Care Coordinators and Lead Professionals
have a duty to work in a ‘critical’ way. This involves being sensitive to and continually
challenging:

2.3.5

3.11

3.1.2

Their own assumptions, including unconscious bias
How people interpret any individual’s language and behaviour, and
The impact of discrimination on individuals

In summary, Values and Principles, Equality and Diversity cover key themes in the
ethos and development of Mental Health Services as follows:

Social inclusion and recovery

An ‘in the round’ view of individuals
Self care

Carers’ needs

Partnership working

Engagement

PROCESS/REQUIREMENTS

Initial Assessment Process

Individuals referred to secondary Mental Health Services will receive a systematic
assessment of their individual mental health needs. This initial assessment aims to
identify needs and where they may be met and must include all elements necessary
to make a decision about CPA or no CPA care planning.

The process should take account of the following:

The assessment will be:

carried out with the Service User, enabling them to identify their own needs
undertaken with due regard to confidentiality

thorough and comprehensive, including unified health and social care domains
to prevent repetitious assessments and provide the most holistic and relevant
information (commonly agreed for risk assessment)

a single assessment which provides access for both health and social care, based
on a single point of access

undertaken to take account of the Service User’s needs, strengths and choices,
not only what the professional and services can offer

explained to the Service User in an appropriate format and setting
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3.1.3

3.14

The process will include:

the involvement of Service User and Carer (where appropriate), including writing
their own views of their illness, perhaps in the notes/Care Plans

a prompt assessment for young people with the first signs of psychotic illness
identification of any Advanced Statements and Advance Decisions, including
reference to the Mental Capacity Act (2005) where appropriate

the assumption that the Service User has capacity, unless it is established they
lack capacity

identifying whether or not the Service User has a lasting power of attorney or a
deputy appointed by the Court of Protection (COP), or an order has been made
by the COP on a specific issue

a discussion about any caring responsibilities of their own that a Service User
may have. These responsibilities should be explored and any appropriate
support, including Contingency and Crisis Plans, should be put in place for both
the Service User (as Carer) and the person they care for

Components of an assessment will include the following information (detailed
explanations for each can be found in Appendix 2):

Referral

Passport Details

Initial Needs and Risk Assessment

(A full Risk Assessment should be completed for every client at the first
assessment and reviewed every 6 months thereafter, unless a significant event
dictates that this is done sooner. Any significant incident must also be entered
in the risk history promptly. A standard risk assessment document, available on
the electronic patient record system, will be used by all services.)

Current Situation

Psychological/Mental Health

Whether there are any impairments or disturbances in the functioning of the
mind or brain that are likely to affect capacity and if so, detailing any steps that
can be taken to promote capacity and support decision-making

Medication

Co-morbidity and co-existing problems

Previous Mental Health History

Personal and Family History

History of any physical, sexual or emotional abuse

Children’s needs (see Appendix 3 for further information)

Medical History and Physical Health

Social History

Diversity/Cultural/Spiritual/Religious Needs

Daily Living

Accommodation

Employment, Leisure, Occupation Status

Benefits/Financial Status

Special Needs

Carer’s Needs
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3.1.5

3.1.6

3.1.6.2

3.1.6.3

3.164

3.1.6.5

3.1.6.6

3.1.6.7

3.1.6.8

3.1.6.9

Additional areas to consider:

o Level of support (practical and emotional) and intervention required

e Use of Personalised Budgets or Direct Payments to support additional needs
e Informal support network

e Ability to manage self care of mental ill health

e Likelihood of maintaining appropriate contact with services

e Service User’s strengths and aims

e Cultural, gender and access needs

e Advocacy and legal advice

Risk Assessment and Risk Management Plan

Assessing and managing risk should always be based on the principle that
assessment of risk is structured (as part of the assessment process), evidence based,
and as consistent as possible across a range of settings, and across service providers.
A clear Risk Management Plan should always follow the Risk Assessment and Needs
Assessment. This is essential for good communication between practitioners and
agencies. Local policies and procedures relating to the management of risk should
be informed by relevant guidance (see Appendix 2 for further information).

Risk assessment tools, while helpful, should be used to augment an overall clinical
judgement as part of assessment conducted with the Service User.

‘Clinical Judgement’ is a balanced summary of prediction derived from knowledge of
the individual, present circumstances and what is known about the individual’s
mental health disorder.

Information from tool-based assessments must be combined with information
gathered on the many other aspects of the Service User’s life and situation in the
comprehensive initial and ongoing assessment.

Risk Assessment is an integral part of the assessment process beginning at the initial
assessment stage. At any point of the assessment process, Service Users who
present with sufficient risk to cause concern must be discussed with the relevant
manager and/or service and may need urgent action. A Risk Assessment Summary
and Management Plan should always follow a risk assessment.

Any relevant information should be shared with other professionals directly involved
in the care, under information sharing guidelines.

Local safeguarding policies for adults and children are to be applied when physical,
verbal, sexual or financial abuse is suspected.

An essential part of ensuring as safe a service as possible is a formal process for
identifying risk factors, and managing services and people to minimise those factors.
Risk assessment and management is not a precise science and the elimination of risk
is not an achievable objective. Moreover, an element of positive risk-taking is
essential for individual personal development and choice.

A risk history detailing significant events and incidents in the past which may have a
bearing on the assessment should be made available. Details of assessed risk must
be included and recorded in the agreed documents or on the electronic patient
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record. If assessment shows no evidence of risk, or below levels of risk which
warrant action, this should also be recorded. It is equally important to record the
absence of risk and positive risk taking following an assessment.

3.1.6.10Taking these guidelines into consideration, the risk assessment and subsequent

3.1.7

3.1.8

3.19

plans should include the following areas:

e Risk history (used to inform Risk Assessment and Management Plan)
e Intentional self-harm

e Unintentional self-harm

Risk from others (to include Safeguarding Children and Adults)

Risk to others (to include Safeguarding Children and Adults)
Forensic history and current circumstances

Positive risk taking

Assessment Summary and Outcomes:

e The summary of the assessment should include all aspects of need identified
from the initial assessment process. In addition there should be proposed plans
to meet the need and an indication of outcomes. The outcomes will also reflect
the level of care planning required:

1. No CPA (Lead Professional)
2. CPA (Care Coordinator)
3. Discharge from Adult Mental Health Services

The basic principles of good practice for discharge are:

e Involving Service User and family members

e Identifying all agencies that will need to be involved in ongoing care, including
GP

e Arranging a multi-agency discharge planning meeting to ensure that all parties
are clear about the Care Plan, risks, Crisis and Contingency Plan, roles and
responsibilities

The safeguarding of children and adults should also be included at this stage.
Signatures

People involved in the initial Needs and Risk Assessment should be identified, e.g.,
Service User (the person assessed), Practitioner(s) as assessor(s), Carer or
representative, and a signature obtained. If this is not possible, the reason must be
recorded.

The permission to share form should be used at this assessment.

Copies of the Identified Needs and Risk Assessment or Assessment Summary should
be made available to all those involved, including providing a copy for the GP.
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3.1.10 Specialist Assessments

3.1.11

3.2
3.21

If necessary, a specialist assessment would be requested by the Care Coordinator or
Named Nurse. As an example, the following services can be referred to individually
or jointly to provide additional specialist assessment:

Medical

Psychology

Social Work/Social Care Children/Adults services
Occupational Therapy

Substance misuse

Leaning Disability and Adult Mental Health
Art Therapy

Health Services

Specialist Nurses

Older People’s Mental Health Service
Housing

Third Sector Services

This list is not exhaustive.
Other Assessments

Also consider the need for assessment in the following areas:

Safeguarding Adults

Safeguarding Children, including any potential long-term effects of parental
mental illness on children

Mental Health Act (1983) Assessment

Mental Capacity Act (2005)

Deprivation of Liberty Safeguards (DolS) (Liberty Protection Safeguards (LPS)
from 2020)

Care Act (2014) Assessment

Care Planning
A Care Plan is:

A formal record of needs, actions and responsibilities made with a Service User
(or Carer) at the centre of the process

A summary of the identified needs and how they are to be met, setting out what
is going to be done, why, when, and by whom

Informed by the needs identified in the assessment as care planning
requirements

To be recorded in the appropriate part of the electronic patient record

For Service Users with no CPA, where a Statement of Care may be seen as a Care
Plan and should be documented in clinical practice notes and in a format that is
accessible to the Service User, for example, a letter. This will also need to be
accessible within the electronic patient record system.

The Service User must be given a copy of their Care Plan, including Crisis and
Contingency arrangements.
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3.2.2

3.23

3.24

3.24.1

3.2.4.2

3.24.3

The agreed Care Plan must include:

e Statements written in first person

e I|dentified interventions and anticipated outcomes

e A record of all actions necessary to achieve the long- and short-term goals
towards recovery

e Service User disagreements with any part of the planned care, with reasons for
disagreement recorded on the Care Plan

e Estimated timescales for outcomes or goals to be achieved or reviewed

e Details of the contribution of all involved agencies

e Appropriate Crisis and Contingency arrangements

e A focus on recovery by recognising, reinforcing and promoting Service User’s
strengths at individual, family and social levels. Care Plans should take into
account the diverse needs of the Service User, reflecting the protected
characteristics of the Equality Act 2010. It should include actions and outcomes
in all aspects of a Service User’s life where support is required, seeing them “in
the round”

Care planning needs to take account of:

e Choice for individuals
e Advance decisions, Advance Directives and statement of wishes
e Direct payments within context of care management provision
e Individual budgets
e Any unmet needs. Identifying and recording unmet needs has two important
aspects:
o To ensure a robust, person-centred, collaborative Care Plan is in place to
support the Service User
o To identify areas relating to current provision and/or potential service
development for commissioning consideration

Crisis and Contingency Plans

Crisis and Contingency plans are a crucial area for all assessment and planning
processes. This applies to Service Users who are accepted into specialist Mental
Health Services, in both community or inpatient settings, and including those on CPA
and no CPA.

Crisis and Contingency Planning should include areas of the services involved.
Service Users and Carers with their own assessment or Care Plans should be
reflected in each others’ plans.

When a Service User is not on CPA, the Crisis and Contingency Plan will be included
in the letter from the Lead Professional.

Crisis and Contingency Plans form a key element of the overall Care Plan and must
be based on the individual’s wishes and circumstances. It is important to include
advanced decisions and directives. Contingency planning can reduce the likelihood
of crisis developing by detailing arrangements to be used where at short notice,
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33

3.3.1

3.3.2

3.3.3

334

3.3.5

3.4

34.1

either the practitioner involved is not available, or part of the Care Plan cannot be
provided. Further information is available in Appendix 3.

Acute Care Pathway / Community Interface
If the Service User has been admitted to a residential unit, the Named Nurse will
either:

o Refer to the appropriate Recovery Team as soon as possible following an
admission. If the Service User has no existing Care Coordinator, the Recovery
Team will allocate a Care Coordinator within 24 hours according to current
operational arrangements,

Or

e Contact the existing Care Coordinator within 12 hours of admission (excluding
weekends and Bank Holidays) to ensure the recovery and discharge planning
process begins as soon as possible following admission. Staff should refer to the
relevant Acute Care Pathway and Operational Policies.

Within a residential unit, the Named Nurse will coordinate the care planning by
reviewing Care Plans in collaboration with the Care Coordinator. A flexible approach
is imperative at the interface between services, as resources in each area may vary.
Any operational issues impinging on care planning must be taken to appropriate
service managers within the service structure.

A care planning meeting must be held prior to discharge from the Acute Care
Pathway. This may be an initial care planning meeting if a Service User is new to the
service, or a review if it is an existing Service User. The Care Coordinator remains
responsible for the completion of the joint agency Care Plans. Consideration to
uncontrolled symptoms of mental illness must be taken at this stage, including the
impact of this on the individual and their risk profile.

It is essential that the Care Coordinator and Named Nurse work together in recovery
and discharge planning, sharing responsibilities and ensuring there is a coordinated
approach to the Service User’s care and treatment.

An important aspect of care planning is to include all those who contribute to the
Care Plans in any discussions and reviews. The Care Contributor format indicates
what areas need to be considered when recording contributions to care for clinical
entries and reviews.

Health Care Support Workers and any other staff on units who provide care should
be involved in the CPA process.

Discharge from Hospital
There is potential for increased risk upon discharge or leave from hospital settings.

48 hour Follow Up
The first 48 hours after discharge are a high risk period for Service Users, with an

increased likelihood of:

e Disengagement
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3.4.2

3.5

351

3.5.2

e Loss of contact
e Disruption of services
e Harm to self and others

It is therefore required that all Service Users risk histories are reviewed prior to
discharge and they are followed up within 48 hours of discharge.

Inpatients going on leave should have close community follow up with a co-
ordinated Care Plan. This should include more intensive provision for the first three
months following discharge from inpatient care, specifically for the first 48 hours
after discharge for Service Users who have a severe mental illness or history of self
harm in the previous 3 months (DH 2001).

Reviews

Care Plans will be reviewed and evaluated on an ongoing basis to monitor progress
in meeting identified needs. The needs of people with mental health difficulties can
change rapidly and it is important that planned reviews are carried out. Review
meetings should be brought forward if there is marked and unexpected change in
the Service User’s situation, or if there is a marked divergence from the plan of care.
All Service Users should have a Care Plan review on at least a 6 monthly basis, where
needs remain unchanged. All those involved have a responsibility to advise the Care
Coordinator or Lead Professional of any problems or issues that they observe, to
ensure that an appropriate review meeting is arranged to discuss them.

The review meeting will be planned in advance and is for everyone involved in
providing the Care Plan. It is a shared process in which everyone’s opinion, need for
information and opportunities for choice are respected.

The purpose of the review is to:

e Assess the needs of the Service User against all areas defined in the Care Plan

e Assess the effectiveness of the Care Plan

e Assess the progress made and relevant outcomes

o Consider whether there are uncontrolled symptoms of mental illness and the
impact of this on the individual and their risk profile

e Amend the Care Plan as necessary, including review of purchased care package

e Amend the Crisis and Contingency arrangements as necessary

e Review Section 117 arrangements (where appropriate)

e Discharge the Service User from the service when appropriate

Good practice guidelines in relation to reviews are available (Appendix 4).

Where change in a Service User’s risk, presentation or medication is identified,
leading to a significant change in a Service User’s management plan, there will be a
conversation with the Primary Care provider outlining these changes with clear
reasoning.
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3.6

3.7

3.8

3.9

3.10

Implementation of Care Plan

The Care Coordinator or Lead Professional is responsible for the co-ordination and
implementation of the Care Plan, including the time, duration, frequency and the
person responsible for each allocated resource.

Monitoring

The purpose of monitoring is to ensure that planned care continues to meet
assessed needs. It is the responsibility of the Care Coordinator or Lead Professional
to ensure the plan of care is monitored. This will take the form of face-to-face
discussion with the Service User at a frequency agreed at the care planning meeting.

Although the Care Coordinator or Lead Professional is responsible for monitoring the
Care Plan, it may be another individual who has regular face-to-face contact with the
Service User. The Care Coordinator or Lead Professional will remain in close contact
with this individual to ensure changes are reviewed quickly and Care Plans altered
accordingly.

Care Contributors’ Role in Care Planning and Reviews within CPA

Care Contributors are practitioners within AMH, Third Sector or other statutory
organisations who provide an element of care for Service Users as part of the CPA. It
is essential they are included in the development and review of care planning to
ensure a seamless and holistic approach within a multi-agency and multi-disciplinary
context. There is a separate CPA form for a Carer’s contribution to the CPA.

Recording

All clinical information should be recorded on the electronic patient record system.
For Service Users without a CPA, letters and other relevant documents should be
uploaded to the electronic patient record system.

Discharge and Transfer from Community Teams
When discharging or transferring a Service User’s Care Plan, accurate and timely
communication with all involved is essential.

The Care Coordinator or Lead Professional is responsible for ensuring that the
responsibility for the care and treatment of the Service User is formally transferred
in a rapid, accurate and secure manner to the receiving services from whom
confirmation will be requested either at the CPA transfer meeting or in writing. The
Transfer Protocol (Appendix 5) outlines information to be received or provided in
light of a transfer of care from or to another Mental Health Service.

When discharge or transfer is felt to be appropriate, the Care Coordinator or Lead
Professional should arrange a Discharge Planning Meeting to be attended by all
relevant people, including a representative from the receiving service. At this
meeting, a Relapse Plan will be agreed and placed in the GP letter and also given to
the Service User. As a minimum, it will include:

e Diagnosis

e Indicators of relapse

e Roles and responsibilities of all parties in the event of relapse, including
family and carers
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3.11

3.12

3.13

411

4.1.2

Reasons for discharge or transfer should be clearly documented and recorded on the
electronic patient record system, noted on any relevant forms and in care notes (if
appropriate).

When a Service User moves to another health provider unit, the Psychiatrist (as
Approved Clinician) from AMH is responsible for ensuring that the information from
case recording is transferred to, and accepted by, the new provider unit.

e The Service User will be informed of their new Responsible Clinician, Named
Nurse and Care Coordinator before transfer

e Until such confirmation is received, care of the Service User remains the
responsibility of the previous service

e If the Care Coordinator encounters difficulties securing responses from people
involved in the transfer, this should be reported to their line manager

e Information systems should be updated to show any discharges and transfers in
and out of the service

Discharge from After Care (MHA 1983: Section 117)

After-care refers to the care and treatment a Service User receives in the community
when they are subject to Section 117 Mental Health Act 1983 (this applies to Service
Users detained in hospital under Sections 3, 37, 45a, 47 or 48 of the Act) (see
Section 117 flow chart, Appendix 6).

Eligibility and Criteria for Care Management Funding

Practitioners should reassure Service Users and Carers that refocusing CPA into
standard care (no CPA) and CPA will not impact on eligibility for care management
funding. This is part of assessment under the Care Act 2014.

In Portsmouth, a Care Management Panel considers requests for financial assistance
for Service Users and Carers (Carers’ grants).

CPA and Other Care Processes
CPA applies across a range of services, including CAMHS and OPMH, where the
principles in this policy apply. Further information can be found in Appendix 8 on:

e Older Adults — Single Assessment Process

Health Action Planning (HAP) for People with Learning Disabilities

e Person Centred Planning (PCP) for People with Learning Disabilities
Performance Assessment Indicators for Service Users with a Learning Disability
CAMHS and CPA

ROLES & RESPONSIBILITIES

The Chief Executive has ultimate accountability for the strategic and operational
management of the organisation, including ensuring all policies are adhered to.

Operational Directors (Adult Services, Substance Misuse Services and Adult Mental
Health Services) have the responsibility of ensuring that this policy is cascaded to
their Service Managers as appropriate for dissemination and implementation within
their community and inpatient environments.
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4.13

4.1.4

4.1.5

4.2

4.2.1

5.1

6.1

7.1

7.2

7.3

7.4

Operational Managers are responsible for the dissemination an implementation and
monitoring of this policy in the areas that they are accountable for.

Community Services Managers, Clinical Managers, Service Leads and Lead Nurses
are accountable for ensuring that this policy is adhered to and implemented by their
staff teams. They are responsible for ensuring that staff receive appropriate training,
support and guidance on how to follow the guidance in this policy and will monitor
for breaches of this policy and take action as appropriate to rectify this.

All staff are responsible for being aware of and following the guidance in this policy.
They should raise potential clinical, service or management problems that may arise
from this policy with their line manager to enable a review of its contents and
suitability. They are also responsible for ensuring new starters to the team and NHS
Professional, Bank and Agency staff are aware of this policy.

Committees / Groups

The Trust Management Team Meeting has the responsibility of policy ratification
and will seek assurances from clinical services that it represents best practice and is
based on relevant evidence and guidance.

TRAINING

To support the CPA process, Line Managers will identify staff needs through
supervision and/or appraisal and ensure that staff receive relevant support and/or
training, for example, offered by Care Coordination Association (CCA).

EQUALITY IMPACT ASSESSMENT AND MENTAL CAPACITY
The Equality Impact Assessment (EIA) form has been completed (Appendix 10).
SUCCESS CRITERIA / MONITORING EFFECTIVENESS

Outcome Measures:

“All practitioners must ensure rigorous evaluation of goals and outcomes of the
individuals Care Plan. Individual practitioners will need the skills and be given the
support to identify ineffective quality systems and approaches” (DH 2007a)

Outcomes measures are a means of both assessing the severity of each Service
User’s problems, and monitoring how the effective services have been. Outcome
measures are available that can be used routinely by professionals, and by Service
Users and Carers.

An outcome measurement tool will also be used where agreed with the Service User
to help inform the Care Planning process, for example Dialog currently used in AMH.
Other outcome measurement tools are highlighted in the CPA Handbook.

The Care Quality Commission provides indicators for NHS Trusts providing Mental
Health Services in relation to performance assessment.
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7.5 Audit
As part of ongoing review, the CPA processes in core areas of the service are audited
on a quarterly basis. This will be refined and updated following national guidance. It
will be compulsory for each service to complete the audit at the required intervals.

8. REVIEW

8.1 This policy can be reviewed at any time at the request of either staff side or
management representatives, but will automatically be reviewed three years after
initial approval and thereafter on a biennial basis unless organisational changes,
legislation, guidance or non-compliance prompt an earlier review.
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APPENDICES
Appendix: 1
Characteristics and Criteria for Levels of Care Planning Processes

Once accepted by specialist Mental Health Services, a full assessment of needs will include
the need for support under CPA.

Care Programme Approach
Revised CPA criteria apply to Service Users with more complex needs and higher risk factors.
The following is guidance in relation to this as defined in ‘Refocusing’ documentation.

Characteristics to consider when deciding if support of CPA is needed:

e Severe mental disorder with high degree of clinical complexity
e Current or potential risk(s) including:
o Suicide
Self harm
Harm to others
Relapse history
Self neglect
Non-concordance
Vulnerable adult; adult/child protection e.g.,

O O O O O O

= Exploitation, e.g., sexual/financial abuse

=  Financial difficulties related to mental health issues
= Disinhibition

=  Physical and emotional abuse

= Cognitive impairment

=  Child protection issues

o Current or significant history of severe distress/instability or disengagement

o Non-physical co-morbidity., e.g., substance/alcohol misuse/prescription drugs
misuse, learning disability

o Multiple service provision from different agencies, e.g., housing, employment,
third sector services, criminal justice, physical care

o Currently/recently detained under Mental Health Act, or referred to Acute Care
(CRHT Team)

o Significant reliance on Carer(s), or has own significant caring responsibilities

o Experiencing disadvantage or difficulty as a result of:

=  Parenting responsibilities

= Physical health care problems/disability

= Unsettled accommodation/housing issues

=  Employment issues when mentally ill

=  Significant impairment of function when mentally ill

= Any of the protected characteristics (Equality Act 2010)

CPA is no longer automatically applied in hospital or prison.
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‘Key Groups’ refers to those who should meet characteristics of CPA but are not routinely or
consistently being identified and therefore do not receive the level of support they need.
The following list refers to key groups who would normally be under CPA:

Key Groups are Service Users:

e Who have parenting responsibilities

e Who have significant caring responsibilities
e  With a dual diagnosis (substance misuse)

e With a history of violence or self-harm

e Who are in unsettled accommodation

The DH (2008) suggests that:

“The default position for individuals from these groups would normally be under CPA unless a
thorough assessment of need and risk shows otherwise. The decision and reasons not to
include individuals from these groups should be clearly documented in care records” (p.14)

All Service Users who are subject to supervised community treatment (SCT) or subject to
guardianship under the Mental Health Act (Section 7) status should be supported by CPA.

No CPA

The No CPA Planning Process will apply to those Service Users who have been accepted into
Mental Health Secondary Care and following a full assessment of needs (including the need
for support under CPA) have been assessed as having more straightforward needs. These
characteristics include:

e Need for only one agency to be involved, or

e No problems with access to other agencies/support

e Lower risk

e Only need support from professional(s) as part of clinical/practitioner role. Lead
Professional identified

e Service User can manage self-directed care with support

Transition between CPA and No CPA

As outlined previously, the formal review process for all Service Users should take into
account whether CPA is needed or not. This includes partnership decision-making based on a
need for co-ordination support or self-directed care. As a Service User’s needs change, so
too will the level of care planning and support needed. Service Users and Carers should be
given reassurance that when CPA is no longer needed, this will not remove their entitlement
to receive services they continue to be eligible for and need, either from the NHS, Local
Council or other services.

When making changes to care planning processes, including risk and crisis planning, a
thorough assessment process will involve Service Users and Carers. Services should be
careful not to withdraw CPA prematurely because a Service User is stable, where a high
degree of support is maintaining wellbeing.

DH guidance suggests CPA should not be withdrawn without:

e An appropriate review and handover, for example, to Lead Professional or GP
e An exchange of appropriate information with all concerned, including Carers
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e Plans for ongoing review and support and follow-up if appropriate
e C(Clear plan and statement regarding action to be taken in the event of a relapse or
change which may have a negative impact on the Service User’s mental wellbeing.

Where CPA is appropriate in prison or hospital, the same safeguards should be considered if
the person is to be released or discharged.
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Appendix: 2
Components of an Assessment

Referral

Upon referral into the service, all relevant information required for access to secondary
mental health services must be made available. The referral should include comprehensive
details about risk, particularly highlighting child protection/safeguarding issues and risks to
vulnerable adults/safeguarding issues.

Referrals are usually received from GPs who should be using relevant documentation, or
relaying information by telephone to the CHRT or other identified entry points who will
process this into defined areas from the form.

Passport Details

Includes basic initial information relating to the Service User at the referral stage of the
process. If the Needs and Risk Assessment is ongoing and involves several practitioners’
input, the different assessors can enter their details including name and dates of entry.
Permission to share should be discussed and obtained from Service Users during this stage
of the process.

Initial Needs and Risk Assessment

The Needs and Risk Assessment is started on first contact with the Service User. The areas
identified below should be included and contain prompts to help practitioners and Service
Users to identify areas of need. The prompts are there as a guide and are not exhaustive.
Practitioners may wish to use other assessment tools to augment their assessment of an
individual.

The format may change with updates from national guidance and Information Technology
system(s) used for recording information. Central records of essential information
maintained on all Service Users remains a requirement.

A full Risk Assessment should be completed for every client at the first assessment and
reviewed every 6 months thereafter, unless a significant event dictates that this is done
sooner. Any significant incident must also be entered in the risk history promptly. A
standard risk assessment document, available on the electronic patient record system, will
be used by all services.

Current Situation can include Service User’s description, circumstances of onset, impact on
Services User, impact on others, coping skills, relationships, Service User’s expectations of
the service.

Psychological/Mental Health can include appearance, behaviour, speech, thoughts, mood,
perceptions, cognitive functions, insight, sleep, appetite, coping strategies, help-seeking
behaviour. If an ICD10 Diagnosis has been made, it must be added here.

Mental Capacity

The following question must be addressed, bearing in mind capacity is time and issue
specific. Consider are there any impairments or disturbances in the functioning of the mind
or brain that are likely to affect capacity and if so, what steps can be taken to promote
capacity?
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Is an assessment of capacity needed in relation to a specific issue? YES NO

Medication can include contra-indications, side effects, side effect monitoring in place
(lithium, clozaril), non-compliance with medication, erratic or inappropriate use of
medication.

Co-morbidity and Co-existing Problems can include any needs arising from combined
physical health, mental health and substance misuse problems, e.g., drug/alcohol/substance
usage (frequency of usage, when last used, trigger factors in usage), Learning Disabilities,
Personality Disorders

Previous Mental Health History can include any psychiatric admissions with legal status,
diagnosis and treatment given, what has helped in the past.

Personal and Family History can include early years, development, schooling, childhood
experiences, family psychiatric history. The following question must be included:

Have you experienced physical, sexual or emotional abuse at any time in your life?

YES NON STATED NOT ASKED

(must be recorded).
Brief details of any Disclosure

If question not asked, please state reason.

Children’s Needs

Establishing whether a Service User is a parent of children at the initial assessment stage is
critical and should be routine. This should also include those who are temporarily separated
from their children, for example a prison sentence (see Refocusing the CPA p.28)(DH 2008)

A Service User may be the primary Carer for child(ren) but not necessarily the parent, i.e.,
guardian. Within the context of this document, the term “parent” is used to indicate any
adult in the household acting in a parental capacity, whenever the relationship to the
children or child, the child(ren) needs must always take priority. Any concerns regarding
children must be reported to and discussed with the Children and Family Services.

Assessment should include Risk Assessment and the actual or potential impact of mental
ill health on parenting; the parent and child relationship, the child and the impact of
parenting on adults’ mental health. Remember Children and Families Services could have
vital information that should be included in all aspects of the assessment. Consider needs
and risk assessment within the context of the Joint Working Protocol AMH and Child Care.

At this stage it is necessary to establish any caring responsibilities a child or young person

may undertake in relation to the parent. This should be further considered within carer’s
needs.
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It is important to remember those with parenting responsibilities are one of the key groups
the Department of Health has described as needing to be consistently identified for
consideration to be included in the CPA.

Medical History/Physical Health:

Consideration of current physical health status and any medical treatments, NEWS2
observations and recordings, diet and lifestyle factors, non-drug allergies, and taking into
account any impact of mental ill health on physical health and vice versa. Risk assessments
should include physical health risks. Service Users who return from leave under the influence
of alcohol or drugs should also receive a physical health check.

Social can include social functioning, social circumstances, and social needs. Ability to make
and maintain relationships, evidence of supportive relationships, intimate relationships,
sexual problems, communication problems, ability to handle daily activities, hassles or life
events.

Diversity/Cultural/Spiritual/Religious Needs can include cultural diversity, spiritual beliefs
which are individual, religious beliefs, any issues relating to mental health including,
victimisation, harassment from others, cultural practices and racial awareness. Please refer
to the Equality Act 2010 for further details of protected characteristics.

Daily Living can include home, heating for home, essential amenities (to wash, cook, toilet,
sleep), ability to look after their home, ablility to keep adequately clean and manage
personal care, enough food and fluids, clothing, mobility, ability to use public transport,
ability to cope with physical health problems.

Accommodation can include suitability, type (flat/house/rented/hostel), fully supported,
residential, 24-hour staffed, bed and breakfast, homeless, not paying rent, debt, unsettled
accommodation. Service Users in unsettled accommodation are a key group (Refocusing the
CPA, DH 2008, p14) that need to be consistently identified for CPA. It is mandatory to
complete this.

Employment, Leisure, Occupation Status can include employed, unemployed, part-time,
unpaid, seeking work (employment issues when mentally ill is a key area for information to
be recorded). Leisure, occupational status and potential vocational aspirations and
employment needs, training and education. It is mandatory to complete this.

Benefits/Financial Status can include income (regular or irregular), adequate, inadequate,
enough money to live on, benefit entitlements, receipt of benefits due, personal budgets
and direct payments.

Special Needs can include Service User special needs or communication difficulties, physical
impairment (including hearing, visual or communication impairment). If English is not their
first language, is there any need for an interpreter?

Carer’s Needs should include identification of the main Carer, the offer of a Carer’s
assessment under the Care Act 2014, referral to the Carer’s development worker, providing
information for Carers (leaflet, verbal). Has a young person’s potential needs as a Carer
been identified (children/young people may provide care for parent with mental illness).
This is important as often young carers are likely to be of school age and may not be easily
identified.
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Service Users caring responsibilities should be explored. If a Carer is unable to attend the
CPA meeting then they must be given the opportunity to complete a Carers’ contribution
form.

Additional areas to consider include:

o Level of support (practical and emotional) and intervention required
e Informal support network

e Ability to manage self care of mental ill health

e Likelihood of maintaining appropriate contact with services

e Service Users strengths and aims

e Cultural, gender and access needs

e Advocacy and legal advice

Risk Assessment and Risk Management Plan:

“The Best Quality of Care can be provided only if there are established links between the
Needs Assessments of Service Users and Risk Assessment” (Rethinking Risk to Others in
Mental Health Services, RCPsych 2008)

“Risk Assessment is an essential and on-going element of good mental health practice and
integral component of all assessment, planning and review processes” (Capabilities for
Inclusive Practice, DH 2007)

“Risk Assessment is an essential and on-going part of the CPA process” (Effective Care Co-
ordination in Mental Health Service, DH 1999)

“Risk Assessment is about weighing up both the possible beneficial and harmful outcomes
and stating their likelihood” (Learning Materials on Mental Health: Risk Assessment,
University of Manchester/DH 1996)

The above statements concerning risk assessment share the commonality of ‘process’.

Risk Assessment and management thereof should always be based on the principle that
assessment of risk is structured (as part of assessment process), evidence based and as
consistent as possible across a range of settings and across service providers. A clear Risk
Management Plan should always follow the Risk Assessment and Needs Assessment. This is
essential for good communication between practitioners and agencies. Any locally agreed
policies and procedures relating to the management of risk should be informed by ‘Best
Practice in Managing Risk’ (DH 2007b).

Risk assessment tools, while helpful, should be used to augment an overall clinical
judgement as part of assessment conducted with the Service User.

‘Clinical Judgement’ can be described as a balanced summary of prediction derived from
knowledge of the individual, present circumstances and what is known about the individual’s
mental health disorder.

Information derived from using tool-based assessments must be combined with information

on the many other aspects of the Service User’s life and situation gathered in the
comprehensive initial and ongoing assessments.
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Risk Assessment is an integral part of the assessment process beginning at the initial
assessment stage. At any point of the assessment process, Service Users who present with
sufficient risk to cause concern must be discussed with relevant manager/service and may
need urgent action. A Risk Assessment Summary and Management Plan should always
follow a risk assessment.

Any relevant information should be shared with other professionals directly involved in the
care, under the information sharing guidelines.

The Safeguarding Adults Policy should be applied when physical, verbal, sexual or financial
abuse is suspected.

An essential part of ensuring as safe a service as possible is a formal process for identifying
individual risk factors and managing services and people to minimise those factors. Risk
Assessment and management is not a precise science and the elimination of risk is simply
not an achievable objective. Moreover, an element of positive risk-taking is essential for
individual personal development and choice.

A risk history detailing significant events and incidents in the past which may have a bearing
on the assessment should be made available. Details of assessed risk must be included and
recorded in the agreed documents /electronic patient record system and if assessment
shows no evidence of risk or levels below which warrant action, this should also be
recorded. It is equally important to record the absence of risk and positive risk taking
following an assessment.

All Service Users identified in the assessment as no CPA or needing CPA planning will require
a Crisis and Contingency Plan. See separate section in this Policy.

Taking these guidelines into consideration, the risk assessment and subsequent plans should
include the following areas:

e Risk history (used to inform Risk Assessment and Management Plan)
e Intentional self harm

e Unintentional self harm

e Risk from others (Include Safeguarding Children and Adults)

e Risk to Others (Include Safeguarding Children and Adults)

e Forensic history and current circumstances

e Positive risk taking
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Appendix: 3

Crisis and Contingency Plan

A Crisis and Contingency Plan would be useful in circumstances such as the sudden absence
of a family member who oversees medication, or the absence of a staff member through
unexpected absence.

The Crisis and Contingency Plan should include information necessary to continue
implementation of the Care Plan in the interim period, for example, telephone numbers of
service providers and the name and contact details of substitutes who have arranged to
provide interim support.

The following should be included in a Crisis and Contingency Plan:

e Passport information

e Name of Care Coordinator/Lead Professional as contact during office hours
e Contact arrangements for other service providers and Carers

e The following areas/questions should provide helpful information:

e “What is a crisis for you?” to establish the Service User’s own definition of a crisis,
and:
e “What might help you cope in a crisis?”
e  “What has helped in the past?”
e “Which people or things are helpful if you become unwell?”
e “Is there anything that may indicate you are becoming unwell?”
e “Are there any triggers you can identify?”
e  “Who should take what action if you are becoming unwell/relapsing?”
e  “Who should take what action if you disengage from the Mental Health Service
or appointments are missed?”

Childcare issues: it is imperative that care for children is explored.

e Identify whether an advanced directive or decision has been made (give details on
Service User’s treatment choices in the event of an acute episode of illness)

e If no advance decision has been made, then explain what these are and support the
Service User to create one if appropriate

e Identify (as choice) any person the Service User would NOT want to involved

e Other dependants, relatives, friends, pets

e Obtain signatures of all involved, dates and planned date for review
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Appendix: 4

Review Process and Good Practice Guidelines

Service Users and Carers may never have had any contact with Mental Health Services
before. The process of assessment, care planning and review could seem strange with
unfamiliar language and abbreviations. Explaining the purposes and care process enables
people to more fully engage and be active partners in the process which is more likely to
lead to successful outcomes. Please be mindful of this and explain as thoroughly as possible
the reasoning behind care planning and why a review is taking place. Avoid using jargon and,
if appropriate, do simple flow-charts or explanations for people.

Self Assessment is very much integral to the process and should be encouraged at all points.
Remember the Care Coordinator is working alongside the Service User or Carer in looking at
their own individual needs.

Focus on Service User strengths (within a recovery context). Weaknesses should be
managed constructively and referred to as “challenges”. A review is an opportunity to set
new objectives, goals and outcomes.

The initial care planning will have involved plans reflecting the core areas of the Service
User’s life, for example, employment, meaningful activity in keeping with recovery focus,
housing issues, financial issues including benefits, and medication issues. These core areas
should be reflected in any review process, together with any new information in areas of the
Service User’s life that they would like taken into account.

As well as reporting on any individual areas within Care Plans, of central importance is the
risk assessment. It is essential to review risk and modify Crisis and Contingency Plans as
appropriate.

An adequate review must also take into account any legal status that the Service User or
Carer is subject to. It may be, for example, that a CPA review would consider a Section 117
discharge planning meeting and initiating the protocol surrounding this.

Reviews may also be used to look at other aspects of a Service User’s care planning in
addition to the CPA. This might include, for example, a review for the Home Office on a
Service User subject to a 37/41 Order — it may also include a review for MAPPA levels.

It is important to remember during any review process to also consider other individuals in a
Service User’s life. It is particularly essential to review children’s and Carer’s needs as part of
the process. Remember always to bear in mind child protection and vulnerable adults
protection issues.

Young people, who may provide aspects of care and/or live with people with mental
iliness, are sometimes overlooked. It is essential that the on-going needs and perceived
impact on children in this situation are identified, included and acted on in reviews They
may, for example, need support from Carers and/or Children and Families Services.

Some key points regarding the format of reviews:
e How are they conducted?

e Where should they be held?
e What should be considered?
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The minimum number of people involved in a review should be the Service User and Care
Coordinator/Lead Professional. For very complex situations, it is possible that a large
number of agencies from within AMH and outside AMH (from the voluntary sector,
independent sector, Carers etc.) are all involved in the Service User’s care.

A CPA review with the many different representatives involved in a Service User’s Care Plan
can be quite intimidating for the Service User/Carer involved in the process. Therefore, it is
helpful to ascertain the views of the Service User or Carer about who they want involved, or
what level of involvement they would like in their CPA.

The Care Coordinator will have been actively involved in coordinating the Service User’s care
so will have had contact and feedback from all of those involved in the care planning process
and will have a good overview of what that Care Plan has involved. If reports from each of
the areas involved in the care planning are delivered to the Care Coordinator approximately
2 weeks before a planned CPA review, not all contributors need to be present.

This should, of course, prioritise Service User and Carer need, not professionals’ convenience
at declining to attend a CPA review. Ideally, all agencies and representatives participating in
Care Plans should attend to enable a full discussion.

However many people are involved in a review process, the following features should always
be present:

e A CPA review should be planned in advance with sufficient notice, an agenda, and an
indication of who has been invited and accepted the invitation. If possible, an
indication should be given of what reports are being submitted in place of
attendance or to supplement attendance.

e Care Coordinators should be mindful of arrangements for the Service User, Carers
and significant others in attending the venue for the CPA. The venue should be as
close to the Service User’s address as possible for accessibility. If this is either
undesirable or not possible, adequate transport arrangements must be made.

e Care Plans work better with a Service User’s perspective on what they consider to be
the strengths or particular difficulties in areas of their care planning.

e (Care Plans should be recorded as clearly and simply as possible. Use clear
statements of specific intervention, the aim of the intervention in relation to trying
to meet the need, and a measurement for clear outcomes as part of the process.

e If Care Plans are recorded well, and are individual and specific, it should be possible
for someone else to read the Care Plan and know what care package to deliver in
the absence of the Care Coordinator. This is particularly important for crisis and
contingency planning for out-of-hours services that need good quality and succinct
information to support any crisis and contingency planning intervention.

e Do not complicate plans and statements. Avoid jargon and use plain language that
everybody can understand to describe events, situations and planning. Think about
the language used when writing a Care Plan —is it easily understood and does it have
practical meaning?
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e However, it is not adequate, helpful or safe to write single-word sentences, or short
phrases that redirect without further explanation, such as “refer to CRHT” (for crisis
and contingency). Statements must be clear about the exact focus when an
assessment is being conducted. Make clear what components of a Crisis and
Contingency Plan will be most helpful for the Service User or Carer involved, noting
any specific risks that should be taken into account.

e Include positive risk-taking. For example, it may be that in particular circumstances,
together with the Service User and others involved in the care, it has been identified
that if particular events occur it would be more positive to take a planned risk than
to take a particular action.

e Currently for Service Users with no CPA, who typically only have contact with one
professional, the clinical or practice notes may constitute the record of the review.
This may be in the form of a letter to the GP, but a copy of this must be made
available for the Service User together with a Crisis and Contingency Plan that has
been updated during the review. This information must be accessible on the
electronic patient record system.

Additional requirements:

It is important to consider Service User or Carer need for an advocate during the care
planning review process. Advocates should be appointed in line with guidelines on
recognised providers for Mental Health Services. The advocate will act independently from
providers of care and will represent the best interests of the Service User defined during
consultation with them.

Consider any potential need for interpreters, when a Service User’s or Carer’s first language
is not English, or where they use sign language or written communication because they are
speech or hearing impaired.

It is not always ideal to use Carers or relatives as interpreters as they may have a vested
interest in what is being interpreted. The Care Coordinator or Lead Professional should
always consider using approved interpreting services in these instances.

For Service Users with no CPA, planning should consider funding implications for any
additional services that may be required.

A review of the need for CPA is a requirement and must take into account the complexity of
the issues and number of services involved.

It is important to maintain confidentiality when conducting a review of Service User’s needs.

During the initial assessment and care planning process, local policies on confidentiality and
risk management should be explained, with consent from the Service User to share
information with other parties. It is therefore important to re-visit confidentiality and
information sharing during any care plan review.

Service Users and Carers should have a review at least on an annual basis. However, the

timing of care planning reviews will very often depend on events and circumstances in
Service Users’ lives. It is good practice to make sure that reviews are timely, relevant and
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important for the Service User at that time. in particular circumstances such as discharge,
leave, transfer of care, or relapsing factors, a review of Care Plans should take place (within
3 day guidance).

If a Service User is unwilling to attend a review of their care needs, it is important to
continue with review arrangements and inform the Service User of the review details. Any
recording from that review process should be made available to the GP, Service User and
Carer as appropriate. Every effort should be made to re-engage the Service User and keep all
involved in the Care Plan informed.

Issues or concerns from staff about any aspect of the review should be discussed during the
supervision process, and on a more instant need-to-know basis with any available line
manager/team manager.

A useful practice is to include individuals from services in an advisory capacity in planned

reviews (as appropriate) as well as requesting specialist assessments. Agreement should be
sought from the Service User/Carer.
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Appendix: 5

Portsmouth solent [\ 5)

CITY COUNCIL NHS Trust

Protocol for Receiving and Referring Transfers of Care between Solent NHS
Trust and External NHS Organisations.

1.1 Rationale

Following several inconsistencies with Service User transfers from out-of-area to the
Recovery Team and specialist teams in Solent NHS Trust Mental Health Services, a
protocol for transfer was required to use across all teams to maintain and support a
smooth and continuous journey of care.

The CPA process is central to any transfer of care and this protocol is written
understanding that this process is led from the Service User’s perspective. Their

safety is central to this process.

Although this document is centred around Service Users on CPA, the standards are
applicable to Service Users who require transfer but are not on CPA.

1.2 Prior to transfer

1.2.1 A referral letter from the referring team’s Psychiatrist/Care Coordinator to the
receiving team’s Psychiatrist/Team Manager, including the following basic

information:

1. Service User details (DoB, Address, GP)

2. Diagnosis

3. Brief summary of history and present needs

4. Current risk factors and level of risk posed (particularly if risk summary cannot

be seen over electronic patient record systems)
5. Current provision of care

1.2.2 The referring team need to ensure that relevant criteria and referral paperwork is
complete. This is to include:

Risk assessment summary reviewed within last six months
Care plans up to date

Crisis and Contingency Plans

Core Assessment

Current Cluster.

vk wnN R

It is the responsibility of the receiving team/service to ensure they are in receipt of
appropriate records detailing sufficiently historic _and present factors before
accepting transfer.
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1.2.4

1.2.5

13

131

1.3.2

133

134

135

2.0

2.1

2.2

Out-of-area Service Users will still need to be assessed by the team for suitability
against criteria for the Solent NHS Trust Community Mental Health Services. There is
to be no assumption that an out-of-area Service User will automatically fit criteria.

This_will involve a review to inform an initial clinical and risk assessment on
information received.

Once relevant transfer documentation and a full risk assessment have been seen,
the referral is to be discussed at a multidisciplinary level with the outcome recorded
on the electronic patient record system. If the referral is appropriate, an assessment
is to be offered with the referring team at the earliest juncture. This assessment is to
take place with the Service User’s current Care Co-ordinator.

The results of this assessment are to be taken back to the multidisciplinary team and
the final decision to receive the referral and allocate if required is to be made. The
decision will be communicated to the referring team as soon as possible. Reasons
must be given if referral is declined.

If a referral is declined, any disagreements with the findings will be initially discussed
between the team managers of both teams and escalated as appropriate. The final
escalation will be to the respective Service Directors where no resolution has been
found.

Handover

Following allocation, a three month handover period will allow continuity of care
and a thorough transfer from the referring team. A handover period of less than
three months can be agreed by all parties as part of the handover CPA.

Once the decision has been made to transfer the Service User to Solent NHS Trust, it
must be recorded clearly on electronic patient record system. A Care Co-ordinator or
an appropriate person must be allocated to receive the transfer.

The referring team will arrange a CPA meeting with all relevant parties/stakeholders.
This must be face-to-face with Care Co-ordinators from both the referring and
receiving team present. This is to take place within the first month from referral. A
timescale for transfer to the receiving Care Co-ordinator will be discussed and
agreed at this meeting. The recording of the CPA review on the electronic patient
record system will be the responsibility of the referring team.

Initially, handover may necessitate joint visits taking place to allow a smooth
transfer of care. This is to be discussed as part of the CPA.

There will be an entry made in the progress note by the receiving Care Co-ordinator
once the transfer has completed.

Monitoring

To ensure these standards are met, an audit will be carried out within each
organisation/service, reviewing a random selection of transfers over the past year.

Audit results will be shared through identified leads from each Trust.
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2.3 Any issues arising will be raised between respective teams initially and then
escalated as 1.2.5.

Protocol to be agreed through each organisation’s Governance frameworks.
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Appendix: 6

Section 117 Flowchart:

Service User admitted to
Hospital under Section:

3,37,45a,47 or 48

CPA / Section 117 meeting
Care Coordinator agreed Care Plan with Service User
Care Coordinator completes Section 117 notification
Resources (after-care package agreed as appropriate)
Health and Adult Social Care sign Care Plan

A 4

Service User discharged
from hospital

v

after discharge
from Hospital

3 day follow up Discharge from Section 117
Agreed by all agencies

l

Review of after-care
arrangements within 3
months

Not agreed by all agencies

Discharge from Section 117

\ 4

A

Agree action
Transfer arrangements

Joint CPA review with current

Review needs and risk

and receiving agencies
Receiving agencies agreed
new after-care arrangements
Transfer of Service User once

A

y

completed and agreed Discharge from
Section 117

Not supported

Discharged from Section
117
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Appendix: 7
Care Coordinator / Lead Professional
The main responsibilities are to:

e Co-ordinate ongoing needs assessment and care planning

e Maintain close contact with the Service User, ensuring that the Care Plan is
delivered

e (Call reviews and monitoring the quality of the care

o Notify members of the care team of changes to Service User circumstances that
might require review or modification of the Care Plan

e (Co-ordinate the formulation of and updating of an agreed Care Plan, and to ensure
that the Care Plan is distributed to all those concerned

e Ensure that a Crisis and Contingency Plan is formulated, updated and circulated

e Ensure that the Service User is equally involved in the process, and has choice and
assistance to identify their goals

e Ensure other agencies and Carers are involved and consulted where appropriate

e Ensure that the Service User understands the Care Coordinator role, and knows how
to contact them and whom to contact in their absence

e Ensure that each Service User is registered with a GP and that the GP is involved and
informed as necessary

e Maintain regular contact with Service User and monitor their progress, whether at
home or in hospital. If a Service User who remains vulnerable refuses to take part in
the CPA process, all steps should be taken to find out why and to continue to
attempt to engage them

e Organise and ensure that reviews of identified needs take place, and that all those
involved in the Service User’s care are told about them, consulted and informed of
any outcomes. Chair the review meetings if appropriate

e Explain to the Service User, relatives, and Carers what the process is and make them
aware of their rights and roles

e Consider the need for advocacy for the Service User, or Carers if appropriate, and
make them aware of advocacy schemes in the local area

e Remain in contact with Service Users who enter the prison system and, whenever
possible, be aware of the Service User’s location and likely release date, so that
appropriate care can be planned prior to release. Prior to release, Community
Mental Health Teams can provide inreach and anticipatory support, with the
necessary agreement of all services, including the Service User

e |dentify areas of unmet need and communicate any unresolved issues to the
appropriate managers

e Ensure that care management requirements are met where necessary

e Arrange for someone to deputise if absent, and pass on the Care Coordinator role if
unable to fulfil it

e Record necessary data on electronic patient record systems

e Maintain contact with Service User while he or she is on authorised Section 17 leave
of absence

Supervision of Care Coordinators
Care Coordinators will receive regular supervision and caseload management within the
current system of each agency. Full-time Care Coordinators are to have a caseload of
between 35 and 45 depending on complexity. Caseload weighting tools can be applied to
determine specific caseload sizes.
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Allocation of Care Coordinator
The definition, role, function and allocation of Care Coordinators for Solent NHS Trust
Mental Health Services is defined in Operational Policies.

For the core services, the Care Coordinator is nominated at the referral or allocation
meeting at the earliest date within the process. The identification of the Care Coordinator is
a priority when Service Users are on an Acute Care Pathway, and contact must be
established as soon as possible after admission.

It is critical that the Care Coordinator has the authority to co-ordinate the delivery of the
Care Plan and that this is respected by all that are involved in delivering it, regardless of
agency of origin. It is also critical that the Care Coordinator can understand and respond to
the specific needs of the Service User that may relate to their cultural or ethnic background.

The Care Coordinator will be clearly identified on the Care Plan.

Both health and adult social care managers should ensure that the Care Coordinator is able
to combine the CPA Care Coordinator and the Care Manager roles by having:
e Competence in delivering mental health care (including an understanding of mental
illness)
e Knowledge of Service User/family (including awareness of race, culture and gender
issues)
e Knowledge of community services and the roles of agencies
e  Skills for case co-ordination and management
e Access to resources

A Care Coordinator may be appointed on a short-term basis, but Service Users with serious
mental health problems have enduring needs and involvement may require long-term
support. Changes of Care Coordinator should be kept to a minimum. A CPA Review meeting
should be arranged to facilitate a change of Care Coordinator.

For dual diagnosis Service Users, with a mental health and substance misuse problem, the
Care Coordinator will be allocated from the Recovery and Specialist Services Team for the
duration of involvement. Dual diagnosis and/or substance misuse workers involved in the
Care Plan will be named co-workers.

A Service User may prefer to receive services from a gender or culture specific Care
Coordinator. The wishes of the Service User should be met as fully as possible within the
resources available to RSSTs. However, this may be difficult or impossible for teams to
achieve.
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Appendix: 8

CPA and Other Care Processes
Older Adults — Single Assessment Process (SAP)

The CPAA Handbook describes this process as follows:

The aim of the Single Assessment Process (SAP) is to ensure a person-centred approach to
assessment and care planning for older people, regardless of operational boundaries. SAP
provides a platform to reduce unnecessary duplication or repetition by a variety of health
and social care agencies, with its tiered assessment model of:

e Contact

e Overview

e Specialist

e Comprehensive

Where the older person’s needs are being met and managed mainly in primary care and
social care, and they have a mental health problem which is neither complex nor includes
significant risk, care will be co-ordinated through existing SAP Care Managers.

When an older person’s mental health and social care package is complex, predominantly
mental health-related, and the person meets the criteria for CPA, they will normally require
the support of CPA, and will have a mental health Care Coordinator (Refocusing the CPA,
2008).

In addition to this process, OPMH services in Portsmouth apply the above within the context
of the Common Assessment Framework.

Health Action Planning (HAP) for People with Learning Disabilities

This is an Action Plan offered to people with learning disabilities to describe the health
services being provided to support them. It is a written plan which forms part of the person-
centred plan. It is produced and co-ordinated by the Learning Disability Health Facilitator in
partnership with primary care Nurses and GPs.

It is reviewed under the following Service User circumstances:

e Transition from secondary education with a process for ongoing referral

e Leaving home to move into a residential service

e Moving home from one provider to another

e Moving to an out-of-area placement

e Changes in health status, for example, as a result of a period of outpatient care or
inpatient treatment

e Onretirement, and

e  When planning transition for those living with older family Carers

Person Centred Planning (PCP) for people with learning disabilities:
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Person Centred Planning is a mechanism for reflecting the needs and preferences of a
person with a learning disability and covers issues such as housing, education, employment
and leisure.

This is a plan which starts with the wishes and aspirations of the individual with learning
disabilities, and which should help the person exercise choice about housing, education,
employment, support and leisure.

Performance Assessment Indicators:

The Care Quality Commission requires Mental Health Services to ensure that access to
health care for people with a learning disability is tailored to meet their need. The approach
to care planning will aim to:

1. Flag all Service Users with a learning disability using clinical coding on the electronic
recording system. Pathways of care will need to be reasonably adjusted to meet the
needs of these Service Users. This may include joint working arrangements with
Integrated Learning Disabilities Services.

2. Provide readily available and comprehensive information to Service Users with a
learning disability concerning treatment options (including health promotion),
complaints and appointments, involving services/people with a learning disability
throughout development of such material.

3. Ensure mechanisms are in place for identifying and considering the needs of family
Carers who support Service Users with a learning disability.

4. Support a well-established local carers service across sectors which is able to provide
support and information regarding learning disabilities, relevant legislation and
carers rights.

5. Provide routine learning and development opportunities for staff working people
who have a learning disability including areas such as awareness, relevant
legislation, human rights, communication techniques and person-centred
approaches.

6. Continue to encourage Service User and carer representation within Trust Boards,
local groups and other relevant forums; seeking to incorporate their views and
interests in the planning and development of health services.

7. Ensure service assurance systems are in place through audits coordinated by the
AMH Business Unit, Governance and Quality Improvement Group of which AMH and
Learning Disability Services are represented.

CAMHS and CPA

The NSF for Children, Young People and Maternity Services makes it clear that CPA is the
system to be used when children and young people are discharged from inpatient services
into the community, and when young people are transferred from child to adult services, as
it ensures continuity of approach.

Where a criterion of complexity applies in CPA, there is theoretically no lower age limit for
the use of CPA.
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Equality Analysis and Equality Impact Assessment
Equality Analysis is a way of considering the potential impact on different groups protected
from discrimination by the Equality Act 2010. It is a legal requirement that places a duty on
public sector organisations (The Public Sector Equality Duty) to integrate consideration of
Equality, Diversity and Inclusion into their day-to-day business. The Equality Duty has 3 aims,
it requires public bodies to have due regard to the need to:
e eliminate unlawful discrimination, harassment, victimisation and other conduct
prohibited by the Equality Act of 2010;
e advance equality of opportunity between people who share a protected
characteristic and people who do not;
e foster good relations between people who share a protected characteristic and
people who do not.

Equality Impact Assessment (EIA) is a tool for examining the main functions and policies of
an organisation to see whether they have the potential to affect people differently. Their
purpose is to identify and address existing or potential inequalities, resulting from policy and
practice development. Ideally, EIAs should cover all the strands of diversity and Inclusion. It
will help us better understand its functions and the way decisions are made by:

e considering the current situation

¢ deciding the aims and intended outcomes of a function or policy

e considering what evidence there is to support the decision and identifying any

gaps
e ensuring it is an informed decision

Equality Impact Assessment (EIA)
Step 1: Scoping and Identifying the Aims

Service Line / Department Mental Health Services

Title of Change: AMHO006 Care Programme Approach (CPA) Policy

What are you completing this EIA
for? (Please select):

Policy (If other please specify here)

What are the main aims / Update in line with local and national guidance
objectives of the changes

Step 2: Assessing the Impact

Please use the drop-down feature to detail any positive or negative impacts of this document/
policy on patients in the drop-down box below. If there is no impact, please select “not
applicable™:
Protected Characteristic | Positive | Negative | Not Action to address negative
Impact(s) | Impact(s) | applicable | impact:
(e.g. adjustment to the policy)

Gender reassignment

I
]
| Disabilty | [ |
[Age 1 [ |
| Sexual Orientation | [ |

Pregnancy and
maternit
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Marriage and civil X
partnership

X
(Race | | Ix

If you answer yes to any of the following, you MUST complete the evidence column explaining
what information you have considered which has led you to reach this decision.

Assessment Questions Yes / No | Please document evidence / any
mitigations

No

See Policy reference list

Yes

Step 3: Review, Risk and Action Plans

How would you rate the overall level of impact / Medium -
X

risk to the organisation if no action taken? O O
What action needs to be taken to reduce or
eliminate the negative impact?

Who will be responsible for monitoring and
regular review of the document / policy?
Step 4: Authorisation and sign off

I am satisfied that all available evidence has been accurately assessed for any potential impact
on patients and groups with protected characteristics in the scope of this project / change /
policy / procedure / practice / activity. Mitigation, where appropriate has been identified and
dealt with accordingly.

Equality Ben Martin-Lihou Date: July 2020
Assessor:
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Additional guidance

Protected characteristic

Who to Consider

Example issues to consider

Further guidance

Disability A person has a disability if they e Accessibility Further guidance can
have a physical or mental e  Communication formats (visual be sought from:
impairment which has a substantial & auditory) Solent Disability
and long term effect on that e  Reasonable adjustments. Resource Group
person's abilit.y.t.o carry out normal e Vulnerable to harassment
day today activities. Includes d hate crime
mobility, sight, speech and an '
language, mental health, HIV,
multiple sclerosis, cancer

Sex A man or woman e Caring responsibilities Further guidance can

e  Domestic Violence be sought from:
e Equal pay Solent HR Team
e  Under (over) representation

Race Refers to an individual or group of e  Communication Further guidance can
people defined by their race, colour, e language be sought from:
and nationality (including citizenship) e  Cultural traditions BAME Resource
ethnic or national origins. e  Customs Group

e  Harassment and hate crime

e “Romany Gypsies and Irish
Travellers”, are protected
from discrimination under the
‘Race’ protected
characteristic

Age Refers to a person belonging to a e Assumptions based on the age Further guidance can
particular age range of ages (eg, range be sought from:
18-30 year olds) Equality Act e  Capabilities & experience Solent HR Team
legislation defines age as 18 years e  Access to services
and above technology skills/knowledge

Gender “ The expression of gender e  Tran’s people should be Further guidance can

Reassignment

characteristics that are not
stereotypically associated with ones
sex at birth” World Professional
Association Transgender Health
2011

accommodated according to
their presentation, the way they
dress, the name or pronouns
that they currently use.

be sought from:
Solent LGBT+
Resource Group

Sexual
Orientation

Whether a person’s attraction is
towards their own sex, the opposite
sex or both sexes.

Lifestyle

Family

Partners

Vulnerable to harassment and
hate crime

Further guidance can
be sought from:
Solent LGBT+
Resource Group

Religion and/or
belief

Religion has the meaning usually given
to it but belief includes religious and
philosophical beliefs, including lack of
belief (e.g Atheism). Generally, a belief
should affect your life choices or the
way you live for it to be included in the
definition. (Excludes political beliefs)

Disrespect and lack of awareness
Religious significance
dates/events

Space for worship or reflection

Further guidance can
be sought from:
Solent Multi-Faith
Resource Group
Solent Chaplain

Marriage

Marriage has the same effect in
relation to same sex couples as it has in
relation to opposite sex couples under
English law.

Pensions
Childcare
Flexible working
Adoption leave

Further guidance can
be sought from:
Solent HR Team

Pregnancy and
Maternity

Pregnancy is the condition of being
pregnant or expecting a baby.
Maternity refers to the period after the
birth and is linked to maternity leave in
the employment context. In non-work
context, protection against maternity
discrimination is for 26 weeks after
giving birth.

Employment rights during
pregnancy and post pregnancy
Treating a woman unfavourably
because she is breastfeeding
Childcare responsibilities
Flexibility

Further guidance can
be sought from:
Solent HR team
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Amendments Summary:

Amend Issued Page Subject Action Date
No
1 July 2022 Various Policy rewrite of ‘Ligature Risk | 01 July 2022
Assessment and Management
Policy’
Review Log:
Version Review Date | Lead Name Ratification Process Notes
Number
1 July 2022 Charlotte Mental Health Service Board, Mental Rewrite of
Hope / Health Environmental Risk previous Policy
Kevin Management Group (formerly
Borrett Ligature Management Group)

SUMMARY OF POLICY

Providing a safe and therapeutic environment is integral to the provision of all clinical care.
Furthermore, the environment provided by mental health services, and in particular, acute
services is of crucial importance to the safety of those accessing care, staff and the wider
community.

This policy provides a standardised approach to the identification and management of
environmental risks that could increase the likelihood of patients harming themselves within
services provided by Solent NHS Trust where, as a result of mental health symptoms, the
environment may pose potential risk to patients. The aim is to agree a standardised approach
that allows the identification of environmental risks due to mental health within patient
environments and appropriate remedial actions or mitigations that may be taken in relation to
these. Environmental risks in this context are limited to the physical environment in which we
provide services and do not apply to areas beyond our control.

This policy describes arrangements around providing a safe management system incorporating
guidance, roles and responsibilities regarding to the safe operation and provides standards of
practice through risk management system, assessments, awareness, training, adequate
resources to assess the environmental risks associated with mental health symptoms, and the
environment that may pose potential risk to patients.

Assessment and management of environmental risks is a combined responsibility of service
leads, the estates and facilities teams and/or health and safety team.

Where the specific work tasks or activities introduce a potential risk, the policy outlines the
process that should be followed to clearly establish the action that may need to be taken to
ensure our staff and patients remain safe by eliminating or reducing the risk to the lowest level
so far as is reasonably practicable.

This policy is a rewrite of previous AMHOO7 Ligature Risk Assessment and Management Policy.
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1.2

1.3

15

2.1

2.2

Mental Health Environmental Risk Management Policy

INTRODUCTION & PURPOSE

Patient safety is of the highest priority for Solent NHS Trust and its staff. By adopting a clear
approach to managing this area of risk, in line with legislative guidance and best practice
principles, enables patients and health service monitoring organisations to have
confidence in the services we provide.

The purpose of this policy is to provide patients with safe environments in which they can
receive care. This policy applies to Mental Health inpatient services (the Orchards, the
Limes), Snowden Ward and the Kite Unit. The policy ensures a standardised and structured
approach to the way mental health environmental risk management is practiced.

All staff must apply clinical judgement not only when completing mental health risk audits,
but also as part of their day-to-day practice. Environmental risk reviews and action plans
have the potential to give a false sense of security that all environmental risks are either
known or being actively managed. Therefore, staff must maintain an active vigilance with
regard to the environment and the risks individual patients may present with on a day-to-
day basis. 1.4  Physical harm caused to persons either through deliberate intent or
accidental harm is a significantly highly reported adverse incident within mental health
services nationally, including within Solent NHS Trust Mental Health Services.

Death by hanging (ligature) is one of most common methods of suicide for mental health
service users, whether they are in inpatient units or supported in the community. The
cross-Government Suicide Prevention Workplan (Department of Health and Social Care
(DHSC) 2012) recounting direction from the Secretary of State which places a duty on
Mental Health Organisations to have the ambition for there to be zero mental health
inpatient suicides, expanding to all patients accessing mental health services.

SCOPE & DEFINITIONS

This policy applies to locum, permanent, and fixed term contract employees (including
apprentices) who hold a contract of employment or engagement with the Trust, and
secondees (including students), volunteers (including Associate Hospital Managers), bank
staff, Patient Safety Partners, Non-Executive Directors and those undertaking research
working within the Trust, in line with Solent NHS Trust’s Equality, Diversity and Human
Rights Policy. It also applies to external contractors, agency workers, and other workers
who are assigned to Solent NHS Trust.

Many of the buildings from which the Trust provides its services are within public areas,
e.g., St James’ Hospital site, and the surrounding grounds may contain many ligature
anchors or climbing points, e.g., trees. In consideration of its duty to assess all ligature
points, Solent NHS Trust’s position is that to extend this duty to take into account ligature
points within these public access areas would be unreasonable. It exceeds in accordance
with the health and safety at work act the bounds of reasonableness (taking the degree of
risk in these particular circumstances against the time, trouble, cost and physical difficulties
of taking measures to avoid the risk), it’s also disproportionate in nature and size, and is
unmanageable because of a fluid tide of activities and individuals that the Trust has no
control over, and is unable to manipulate or manage those activities or individuals’ actions.
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3.1

33

3.4

3.6

3.6.1

3.6.2

3.7

PROCESS/REQUIREMENTS
RISK ASSESSMENT MANAGEMENT

Physical Healthcare Matrons, Community /Service Line Managers, in conjunction with
Clinical and Operations Directors, Heads of Quality and Professions/Service, Health and
Safety team and Estates are to agree when the annual environmental risk assessment is
required. The decision must be clearly recorded with a rationale as to how the decision was
reached in accordance with service line governance processes.

In order to meet best practice guidelines, each environmental risk review must be
undertaken by at least two clinical staff who are familiar with the assessment of
environmental risks (one of which must not work routinely within the environment being
reviewed) and a member of the Estates and Facilities team and/or Health and Safety team,
whose attendance is mandatory.

Staff who undertake environmental risk reviews must have received appropriate training
and guidance from peers and the Estates and Facilities Team and/or Health and Safety
team. This training must include familiarisation with any assessment tools.

Assessment teams will survey the entire clinical area (excluding areas that patients or
public do not have access to) to identify all potential or actual environmental risks.

The assessment must be a three-step process and will be carried out by the assessment
team with recording on and completing of the

e  Mental Health Environmental Risk Assessment Review Tool (Appendix B)
e  Other Identified Environmental Risks Table (Appendix C)
e  Environmental Risk Assessment Mitigation Protocol (Appendix D)

If it is not possible to survey the entire clinical area, for example if a patient is using a
bedroom, the assessment team should access similar spaces and record those risks. It is
then the responsibility of clinical staff to access all spaces that were not surveyed during
the annual assessment to establish if there are any additional or differing environmental
risks. This must be completed within a month of the original assessment.

The team will also be responsible for noting whether risks should be accepted, who is
accountable for that decision and what actions may be necessary to address the identified
hazard, e.g., removal of the hazard, replacing or protecting access to the hazard or
managing the risk through a change in operational practice. The following table can be used
to identify recommended courses of action:
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Recommended Course of Action Description/Definition

Remove The risk is deemed to be of such a nature that to leave it

would put the patients at risk.

Remove and Replace The risk is deemed to be of such a nature that to leave it

would put the patients at risk. The environmental risk is
removed and replaced with a ‘purpose designed’ similar
item with improved safety design piece of equipment or
materials.

Protect A technical solution is required to hide the potential risk.

To be locally managed/mitigated The risk is of a nature that the Audit team believe it is

unnecessary to remove it OR

The cost/benefit of removal is not warranted

OR

There is no technical solution to the problem and
therefore local management practices need to be
developed by the clinical team

OR

There is a need to acknowledge or retain the risk because
the risk of another potential injury if it is removed, is
greater than that associated with the presenting risk, for
example, grab rails within an accessible toilet, by
removing these due to ligature or weapon concerns may
lead to increased falls

3.8

3.9

3.10

3.11

All completed assessments will be sent within 1 calendar month to the appropriate service
line management or governance group, or equivalent, responsible for the clinical
environment that has been reviewed

The above group will also be responsible for discussing and scrutinising the findings,
monitoring the completion of any subsequent action plan from the assessment and
resolving any contentious issues that may arise from the assessment, for example,
remedial action that needs to be taken to reduce the risk posed by identified
environmental risks. Failure to agree the course of action required at the meeting will
require the decision making to be passed to the senior leadership team.

Whilst it is a requirement for services to identify and manage their environmental risks, it
is important to note that risk is a fluid concept that can alter dependent upon multiple
differing factors. It is essential that an individual’s risk assessment and management plans
are utilised in addition to this where appropriate, and environmental risk assessments can
also be used to inform individual care and management plans. Environmental risk
assessments should be triggered when an environment is changed, for example, doors no
longer locked, screens removed from windows, furnishings changed; or following
refurbishment, such as rooms knocked into one, altered access to rooms. There should be
no delay waiting for the annual risk assessment. Once any work is completed, Estates will
inform the service, so that a review can be completed by the established group of people
who conduct the annual reviews, usually a representative each from Health & Safety,
Clinical Team and Estates.

Matrons/Service Managers and their equivalents for clinical environments are required to
include environmental risks that are subject to ongoing remedial works on their team and
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4.1

4.2

4.3

4.4

service line risk registers. They must ensure that these risks are routinely monitored and
reviewed as part of usual governance monitoring until such time that the risk reduces and
they can be removed.

ROLES & RESPONSIBILITIES

The Chief Executive Officer has responsibility for Health and Safety throughout Solent
NHS Trust and is responsible for managing health and safety and monitoring
compliance with health and safety legislation, NHS directives, NHS Technical
Memorandums, Healthcare Building Notes and Trust policies. The CEO will:

e Ensure that arrangements are in place so that employees are fully aware of their
statutory, organisational and professional responsibilities and that they are fulfilled

e Ensure that arrangements in support of this policy are fully implemented through
inclusion in service line/care group performance reviews

e Ensure that sufficient resources are provided to enable the policy to be implemented
and to remain effective

Operational Director, Head of Quality and Professionals, Governance Lead are
responsible for:

e Strategic development and implementation of policy within their areas of control

e The appropriate assessment and management of risks

e Delegation of responsibilities within their sphere of control

Physical Healthcare Matrons, Community and Service Line Managers, and Ward Matrons

are responsible for:

e  Ensuring that all staff under their management are aware of the policy regarding the
management of all environmental risks.

e  Ensuring their clinical area receives an environmental risk review at least on an annual
basis and to undertake environmental assessments both locally and elsewhere within
the Trust when requested.

e  Ensuring an adequate number of staff undertake environmental assessment training
to meet the needs of the care group

e  Monitoring the results of environmental risk assessments and ensuring that action
plans are developed and implemented

e  Present environmental risk assessments and action plans at the relevant governance
meetings/forums

e  Communicating the results of the annual environmental assessment to clinical staff,
and specifically any issues and safety risks that may be present

e Applying for funding to enable appropriate action to be taken for identified
environmental risks

e Ensuring that robust processes are in place to support the local management or
mitigation of environmental risks (see Appendix C)

e Liaising with Estates services to organise plans and timetables for any remedial work
commissioned

The most senior person on each shift is responsible for:

e All staff on their span of duty, including any bank or agency staff understanding their
responsibilities regarding the Mental Health Environmental Risk policy and the
processes used locally to manage or mitigate environmental risk. Should the most
senior person be a bank or agency staff member, this action must be covered within
their site induction prior to them undertaking their first shift as most senior person
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4.6.

4.7.

4.8

That all incidents that occur during their span of duty relating to environmental risk
are reported without delay and that all relevant documentation is completed during
their span of duty

The Estates and Facilities Team is responsible for:

Undertaking an assessment when an estates scheme/project build and/or renovation
takes place, to identify whether the build has high/significant, medium or low-level
environmental risks. In agreement with Environmental Risk Management Group
(ERMG) the project would make provision in its budget to address this if appropriate
on a case-by-case basis, taking into consideration the clinical service patient risk profile
and following a cost/benefit analysis. The works would seek capital funding through
the capital governance process to fund the overall scheme

Supporting the service through appropriately training staff to carry out environmental
risk assessments in their clinical environments

To undertake environmental risk assessments alongside clinical staff

To offer appropriate technical advice and supported to clinical staff to support the
management of identified environmental risks

To identify project managers to work alongside clinical staff in carrying out work plans
and facilitating the completion of commissioned works to manage environmental risks
For maintenance items raised by the clinical teams, maintenance staff must ensure
that remedial works are carried out to a satisfactory standard. Any residual risk from
the repair must be reported to the clinical team to manage the risk until a proper
repair can be effected.

The Health and Safety Manager is responsible for:

Supporting the service through appropriately training staff to carry out environmental
risk assessments in their clinical environments and ligature cutter training

To undertake environmental risk assessments alongside clinical staff

To offer appropriate technical advice and supported to clinical staff to support the
management of identified environmental risks.

The Mental Health Environmental Risk Management Group is responsible for:

Monitoring and checking the accuracy of the results from the environmental risk
assessments, other environmental risks and mitigating protocols, signing them off and
ensuring that action plans are developed and implemented

Compile and keep up to date a tracking sheet of completed Anti - Ligature Service Line
Mitigating Protocols and Ligature Assessments

Review any applicable Environmental Alerts submitted

Update: Prioritisation of Solent Anti ligature Capital Allocation for the coming year

Individual Staff Members are responsible for:

Understanding their own responsibilities regarding this policy and guidelines for the
clinical environment where they work

Completing all relevant documentation in relation to local environmental risk
management

Reporting all incidents involving environmental risks including ligatures or anchor
points, absconding including where there has been an environmental failure,
dangerous climbing or access to heights, instances where the environment has caused
harm or near misses immediately, irrespective of whether injury was sustained Inform
their line management of any matter they reasonably consider represents a
shortcoming in the health and safety arrangements, even when no immediate
danger exists
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5.2
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54

e Report all incidents or near misses using the incident reporting system (Ulysses)

e  Employees must bring to the attention of their line manager any outstanding training
requirements needed to ensure they can carry out their work activities in a safe and
competent manner

TRAINING AND GUIDANCE

Solent NHS Trust recognises the importance of appropriate training for staff. For training
requirements and refresher frequencies in relation to this policy, the subject should be
discussed and agreed with individual service line managers.

Staff who have been identified to undertake environmental risk assessments will undergo
training with the undertaking of an onsite environmental risk assessment with a member
of either the Estates and Facilities Team and/or Health and Safety team, and at least one
clinical member of staff who has undertaken ligature or environmental risk assessments
previously. This group can provide a degree of competency on what is being assessed due
to a combination of previous training, experience, skills, knowledge and guidance in
identifying relevant hazards and evaluation of the risks they pose and what options are
available to mitigate these.

All staff working in Mental Health settings will receive Ligature Point and Ligature Cutters
in a Mental Health Inpatient Settings training from the Health & Safety team. Completion
of the course will upskill staff and the delegates will have a better understanding of the
guidelines relating to ligatures, will gain practical knowledge and skills to enable them to
safely and securely rescue an individual who has ligatured using a range of Ligature Cutters
and have an understanding that it is a crime scene and what to do.

Through induction, all new staff to the clinical area (including bank and agency staff) must
be made aware of the current environmental risk review and the main environmental risks
that have been identified as needing local management AND what these local management
arrangements are. These should be recorded as part of local mitigation protocols
(Appendix C). Compliance with this requirement will be measured through audits of
induction arrangements for individual services which will be undertaken by clinical
managers.
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6.1

7.1

7.2

8.1

EQUALITY IMPACT ASSESSMENT

An Equality Impact and Mental Capacity Assessment has been completed for this policy
(Appendix A). No group of patients are believed to be unfairly disadvantaged as a result of
the implementation of this policy.

SUCCESS CRITERIA / MONITORING EFFECTIVENESS

In order to demonstrate the success and effectiveness of this policy, the following

standards will be met:

e All Mental Health inpatient clinical environments within Solent NHS Trust that require
a review will undertake an annual environmental risk review. These reviews are
collated on SolNet (Mental Health > Ligature Assessments). They are reviewed at the
Environmental Risk Management Group, and unmitigated risks are raised at
Integrated Governance meetings (monthly).

e All environmental risk assessment reviews will be completed using the standardised
assessment tool (Appendix B)

e Allenvironmental risk reviews will be undertaken by staff who are trained to complete
them.

e  There will be evidence of action plans or local protocols to mitigate/address identified
risks relating to each assessment.

e  Risks that cannot be easily addressed/mitigated will be added to team/service line risk
registers.

e  There will be meeting minutes from the relevant management group of each service
presenting their annual environmental risk assessment and associated action plan to
evidence that this has been completed.

e All incidents that arise that involve environmental risks — whether it be actual harm,
no harm or near miss — will be reported via the incident reporting system (Ulysses)

Organisational learning will be highlighted through service line governance escalation
arrangements.

REVIEW

This document may be reviewed at any time at the request of either staff side or
management, but will automatically be reviewed 3 years from initial approval and
thereafter on a triennial basis unless organisational changes, legislation, guidance or non-
compliance prompt an earlier review.

REFERENCES AND LINKS TO OTHER DOCUMENTS

e Department of Health. Preventing suicide in England: a cross-government outcomes
strategy to save lives. London: 2012.

e Suicide Prevention: Policy and strategy Research Briefing (January 2022)

e Preventing Suicide — A Toolkit for Mental Health Services (2003) National Patient
Safety Executive. See also Fifth Progress Report (March 2021)

e National Suicide Prevention Strategy for England: Annual Report on Progress (2004)
National Institute for Mental Health in England

e Mental Capacity Act (2005)

e Health and Safety Policy

e Incident Reporting, Investigation and Learning Policy

e Risk Management Framework
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10.

e Management of Health and Safety at Work Regulations

e Resuscitation Council (UK) Guidance for safer handling during resuscitation in
healthcare settings (Nov 2009) https://www.resus.org.uk/sites/default/files/2020-
05/Guidance%20for%20safer%20handling.pdf

e Reporting of Injuries, Diseases and Dangerous Occurrences Regulations

GLOSSARY
Terms and definitions for the purpose of this policy:

Ligature — any piece of cordage, clothing or other item which can be tied or fastened
around the neck and when attached to an object would act as a tie or a noose for the
purpose of self-harming by strangulation or hanging. It may also include ligatures which
may be unattached to an object. Environmental items outside of the building infrastructure
can also present as a ligature (for example curtains).

Ligature Anchor Point — a fixture or fitting found within the internal and external
environment, which can be accessed by the patient that could be used to securely attach
a ligature to where the whole or a significant part of the body weight could be suspended.

Anti-Ligature Fitting(s) — may be defined as any fixture or fitting which has been specifically
designed in such a way as to prevent a ligature being attached to or being held by it.

Load Release Anti-Ligature - these systems are based around two patented magnetic
brackets. These brackets will securely hold a range of items by powerful short-range
magnetic attraction. When an abnormal load is applied the magnetic force is overcome and
releases its load. Three types Multi Directional test load, Horizontal test load and Load
release (C1 40Kg, C2 30Kg, C3 20 Kg, C4 10kg). Can be used time after time.no decline in
performance and no mechanical restraint, nothing can jam, break or wear loose.

Ligature cutters - specially designed items that offer an effective and safe method of
cutting a ligature that is tied around a person’s body part, whether the ligature is tied solely
to the person or attaches the person to any aspect of the environment.

Environmental Risk(s) - Risks to be considered are ligature, climbing leading to
falling/jumping from height, blind spots, ability to weaponize the environment and
absconding risk in inpatient services.

Weaponizing the environment — causing damage to the physical environment or using
things like furniture and using them to make weapons.

Serious destruction of property — Where this is of such a nature it has the potential to
cause harm to persons or could result in service closure.
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Appendix A: Equality Impact Assessment m

Solent
Equality Analysis and Equality Impact Assessment NHS Trust

Equality Analysis is a way of considering the potential impact on different groups protected from
discrimination by the Equality Act 2010. It is a legal requirement that places a duty on public sector
organisations (The Public Sector Equality Duty) to integrate consideration of Equality, Diversity and
Inclusion into their day-to-day business. The Equality Duty has 3 aims, it requires public bodies to
have due regard to the need to:

e eliminate unlawful discrimination, harassment, victimisation and other conduct prohibited
by the Equality Act of 2010.
e advance equality of opportunity between people who share a protected characteristic and
people who do not.
e foster good relations between people who share a protected characteristic and people who
do not.
Equality Impact Assessment (EIA) is a tool for examining the main functions and policies of an
organisation to see whether they have the potential to affect people differently. Their purpose is to
identify and address existing or potential inequalities, resulting from policy and practice
development. Ideally, EIAs should cover all the strands of diversity and Inclusion. It will help us better
understand its functions and the way decisions are made by:

e considering the current situation

¢ deciding the aims and intended outcomes of a function or policy

e considering what evidence there is to support the decision and identifying any gaps
e ensuring it is an informed decision

Equality Impact Assessment (EIA)

Step 1: Scoping and Identifying the Aims

Service Line / Department Solent NHS Trust
Title of Change: Mental Health Environmental Risk Policy

What are you completing this EIA for? . (If other please
Policy .
(Please select): specify here)

VWLEIEICRGERNEIRETEVACIE 07Nl Replacement of existing Ligature Risk Assessment
the changes Policy and to include all environmental issues that
have the potential to cause risk to people
accessing services due to their presenting mental
health problems.

Step 2: Assessing the Impact

Please use the drop-down feature to detail any positive or negative impacts of this document
/policy on patients in the drop-down box below. If there is no impact, please select “not
applicable™:

Mental Health Environmental Risk Policy vl Page 12 of 25





Protected Characteristic | Positive Negative | Not Action to address negative
Impact(s) | Impact(s) | applicable | impact:
(e.g. adjustment to the policy)

___
___
__

E

o O
maternlt

= I I G
partnersh|p
Rel||on or belief

Race ____

If you answer yes to any of the following, you MUST complete the evidence column explaining what

information you have considered which has led you to reach this decision.

Assessment Questions Please document evidence / any mitigations

Consultation with multi-service
Personnel undertaken however not
patient due to the nature of risks.

No

No

Step 3: Review, Risk and Action Plans
How would you rate the overall level of impact / Medium

risk to the organisation if no action taken? | [ | O

eliminate the negative impact?
Who will be responsible for monitoring and regular [MglEEeReli Unplanned Care
review of the document / policy?

Step 4: Authorisation and sign off
I am satisfied that all available evidence has been accurately assessed for any potential impact on

patients and groups with protected characteristics in the scope of this project / change / policy /
procedure / practice / activity. Mitigation, where appropriate has been identified and dealt with
accordingly.

Equality Charlotte Hope Date: 01 July 2022
Assessor:
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Appendix B m

Solent
Mental Health Environmental Risk Assessment Review NHS Trust

Tool, Other Identified Environmental Risks Table and
Environmental Risk Assessment Mitigation Protocol

Directorate

Ward

Names of
Auditors

Version
Number

Date

1.0 Background

The following is a report of the Mental Health Environmental Risk Audit system developed by Solent
NHS Trust.

Environmental risks in this context are limited to the physical environment in which we provide
services and do not apply to areas beyond our direct control.

Environmental risk concerns may pertain to a number of issues all of which could cause physical
harm to all those accessing our services including patients, staff, and visitors, which may be either
accidental or deliberate. Risks to be considered are such as but not limited to ligature points,
climbing leading to falling/jumping from height, blind spots or poor visibility areas, ability to
weaponize the environment for purposes of threat, assault or self-harm, serious destruction of
property and absconding risk in inpatient services.

The Environmental Risk Audit system consist of three elements all of which will need to be
completed:

e Environmental Risk Assessment Review Tool
e Other Identified Environmental Risk Table
e Environmental Risk Assessment Mitigation Protocol Template
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STEP 1

Method of Audit
Environmental Risk Assessment Review Tool

This Environmental Risk Assessment Review Tool and Mitigating Protocol Form review tool is to be
used when an environmental risk audit has been agreed to be undertaken by the individual service
line. How this is decided and recorded will be different not only between service lines but also areas
within same service.

e All rooms and areas accessible by patients within each service must be reviewed.

e Local Standard Operating Procedures will explicitly determine the level of acceptance of
risk and will include mitigation protocols for identified risks.

e All areas where patients are unattended by staff should have mitigation protocols agreed
locally due to the increased potential for harm in these areas.

e Qutside areas are only applicable to gardens and courtyards etc that form part of the
service and would not include carparks or hospital grounds.

e A minimum of 2 clinician’s, 1 of which is senior with leadership responsibilities, 1 estates
representative and 1 health and safety representative should jointly undertake the audit.

e Responsibility for writing and submitting the audit will sit with the Service
Manager/Matron.

2.0 Method of Audit

The audit involved a systematic visual assessment of each room to identify the potential ligatures.
These were then recorded, and the scoring system was carried out.

2.1 Scoring
There are three elements of scoring that have been developed for use in this audit.

a. Room Designation Rating
Each room has its own priority and is rated in accordance with the use a client may have of the

room without direct supervision. The score for each room is recoded on the audit sheet.

Rating 3 Rating 2 Rating 1

Most clients spend period of | Most clients spend long | Areas where there is traffic
time in private or without | periods of time with | from staff and clients or good
direct supervision. minimum direct supervision | observational levels (either
and are usually in the | directly or frequently).

company of other clients.

Examples Examples
Examples
* Bedrooms e Unlocked therapy
e Shower/Bathroom rooms e Corridors
e Toilets e TV Llounges e lounge areas with
e Isolated areas of the ease of observations
ward through windows
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b. Patient Profile Rating

While mental health service users are at greater risk of suicide then the general population,

some patient groups are more susceptible to suicide risk than others.

Rating 3

Rating 2

Rating 1

Examples (not limited to)

e Patient with acute
severe mental illness

e Unpredictable clients

e Depressed clients

e High risk of suicide /
self-harm

e Chaotic behaviour

Examples (not limited to)

e Clients with Chronic
or enduring mental
health problems

e C(Clients who have
been assessed as
NOT being an
immediate  suicide
risk

Examples (not limited to)

e C(Clients in self-care
groups

e Clients in
rehabilitation

e C(lients who have

never been assessed
as suicide risk

c. Compensating Factors

These are the factors that can reduce risk. It must be common practice or relate to the design of
The main examples of this would be a permanent design element or robust

the room.

observational practices within the unit however examples may not be limited to these.

Rating 3

Rating 2

Rating 1

Limited Observation / poor
design

Adequate staffing to meet
most needs

Good observation

Good staffing levels/skill mix

Good observation through
design

Good staffing levels / skill mix

3.0 Calculating the risk

In order to determine the level of risk using this tool.

Multiply the Room Designation Score X Client Population Profile X Compensation Factor.

Example of highest risk.

Bedroom (Rating 3) x Suicide risk client (Rating 3) x reduced staffing (rating 3) = 27

3x3x3=27

STEP 2

Other Identified Environmental Risks Table

Complete the other Identified environmental risk table which picks up items such as climbing
leading to falling/jumping from height, blind spots or poor visibility areas, ability to weaponize the
environment for purposes of threat, assault or self-harm, serious destruction of property and
consider absconding risk in inpatient services
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Environmental Risk Assessment Mitigation Protocol Template to be completed by the service line
that identifies risks and risk areas which are listed here along with agreed actions taken by the
department or service to reduce environmental risks.

This will refer to items identified from within Environmental Risk Audit tools undertaken for
example, ligature risks, blind spots, climbing or falling from height.
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Location/Site:

Date:

To be locally managed justification guidance

need to be developed by the clinical team.

Environmental Risk Assessment Review Tool

NHS

Solent
NHS Trust

The ligature point is of a nature that the Audit team believe it is unnecessary to remove it
There is no technical solution to the problem and therefore local management practices

There is a need to acknowledge or retain the risk because the risk of another potential

injury if it is removed, is greater than that associated with a ligature risk (i.e., grab rails

within a disabled access toilet)

Area being Assessed:

Lobby Doors,
Entrance door.

Rating 3

Door top alarm system

Room/ Location Room Patient Ligature Point Compensating Total Potential Remedial action To be locally managed (Service
Rating Profile Factor Rating Ligature line acceptance and justification
Rating Score for ligature point found )
Office Doors, 1 3 Top of doors 1 9

Service mitigation: no
unsupervised patient access
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Appendix C - Other Identified Environmental Risks Table

Other Identified Environmental Risks Table

Area Blind Spots Climbing or Other identified risks Overall Risk | Remedial action required Mitigation for identified
falling from (Consider absconding for Rating outstanding risks
height risks inpatients, ability to make (Green,
weapons with environment | Amber,
etc) Red)
Example | Small space Nil identified Inner wooden door Remove signage on door to illuminate | See Mitigation protocol
area immediately frame coming away blind spot 1in Ward Z Standard
WardZ | behind the Operating Procedure.
Female | entrance
Lounge door,
(room visibility
11.3) concealed by
signage.

Mental Health Environmental Risk Policy

vl Page 21 of 25






Mental Health Environmental Risk Policy vl Page 22 of 25






Appendix D
Environmental Risk Assessment Mitigation Protocol Template: Example

Identified risks and risk areas can be listed here along with agreed actions taken by the
department or service to reduce environmental risks.

Environmental Risk Assessment Mitigation Protocol
Service Line Mitigating Control
Document Details

AMH Services

Service
Area covered 1%t Floor Community Service Z
Date last reviewed 05/01/2021
Date of next review 05/01/2022
Version 2
A Person, Community service manager Z
Written by (Names and Signatures) J. Bloggs Health and Safety Manager

Approved by (Names and Signatures)

Overview Service Line Governance (xxxx)

Superseded documents

Related documents Mental Health Environmental Risk Policy

The Trust is committed to adopting and maintaining public and patient safety and the following
areas have been reviewed.
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Full address of Area

XXXXXXXX

Service Line Mitigating Control
This should include all areas where there is an identified risk
Entrance door (Double Door entrance A) Access to main site

Main entrance to the floor is open to all members of the public and patients. Clinical area is only
accessible by staff with Net 2 access.

Prior telephone confirmation received by services if a patient is attending site. Patients are ONLY
ever in this area when arriving for an appointment. Health Care Support worker is sitting, working
in the reception area at all times to ensure patients are greeted and observed throughout duration
of attendance.

Reception Area

e Once a patient is in the building a Health care support worker will remain with them in the
reception area at all times, until a practitioner is ready to complete the assessment.

e Patients are only ever in this area when arriving to a pre-arranged appointment as they
need to be let in by staff

On leaving - Staff will ensure they have visually seen a patient exit through the doors and out into
the main building of the hospital.

Public Toilet

The toilet is in the main reception. Persons entering these facilities are visible from the reception
area. This is always open and locked when in use via the user. The door has anti-barricade devices
and can be overridden in the event of an emergency with the use of a key.

When using these facilities patients will be made aware that a member of staff will remain in the
reception area outside and if we are concerned, we will access the toilet.

If staff become concerned about length of time or disturbance within the toilet, they will make
verbal contact in the first instance. If there is no response, they will unlock the door and enter.

Within Consulting Rooms

Patients supervised when in use at all times by Clinical Staff, if Patient wishes to use welfare
facilities, then they are escorted back out to the reception area and the practitioner would remain
outside the door and use clinical judgement and known previous risk assessment to inform actions
to take if concerned. .

Monitoring and Assurance

The Trust is committed to adopting and maintaining public and patient safety and the following
areas have been reviewed:
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[EXAMPLE LOCATION A]

[EXAMPLE LOCATION B]

END
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Amendments Summary:

Amend Issued Page Subject Action Date

No

1.4 6 Level 2 added night-time risk November 2017
assessment.
Level 3 observations updated.

3.1 8 Changed to daytime November 2017
observations.

3.2 9 Changed to night observations. | November 2017

3.3 9/10 Allocation of appropriate November 2017
psychiatric observation level
upon admission moved from
3.2

3.4 11 Reviewing psychiatric November 2017
observation levels during
patients stay moved from 3.3

3.5 12 Detained patients on increased | November 2017
Therapeutic Observations
moved from 3.4

3.6 12 Informal patients on increased | November 2017
Therapeutic Observations
moved from 3.5

3.7 13 Recording process moved from | November 2017
3.6

3.8 13 Bank and agency staff moved November 2017
from 3.7.

53 15 Competency tool removed and | November 2017
local induction added.

1.3&9.1 5,18 Reference to Standing Nursing | April 2020
and Midwifery Advisory
Committee (1999) removed

334 11 Reference to Oakdene ward April 2020
removed (closed November
2019)

1.11 8,11, 12, References to CLS11 included April 2020

3.5.1 18

9.1

2.1 8 References to HR53 updated April 2020
Standard review, includes September 2020
change to policy name
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Review Log:

Version | Review Date | Lead Name Ratification Process Notes
Number
1 March 2014 | Senior staff For approval at service line To update Policy to
within AMH/ governance meetings ensure it remains
OPMH/ SMS/ LD/ accurate and
Neuro Rehab comprehensive
Services
Mental Health
Act Lead
2 April 2014 Approval at Once approved to go to Policy | Wording changes
Service Line Group Sub-Committee and
Governance then Assurance Committee
Meetings
3 September Policy Group Once approved to go to Policy | Amendments due to
2014 Steering Group Sub-Committee and SIRI lessons learnt.
Committee then Assurance Committee
4 October Robert Pollock, Once approved to go to Policy | To update Policy to
2015 Physical Group Sub-Committee and ensure it remains
Intervention Lead | then Assurance Committee accurate and
comprehensive and is in
line with 2015 Code of
Practice Guidelines
5 November Joanna Perry Once approved to go to Policy | Amendments due to
2017 Professional lead | Group Sub-Committee and SIRI lessons learnt.
then Assurance Committee
6 April 2020 Kevin Borrett, Approved as part of the Covid- | Amendments due to
Governance Lead; | 19 review of policies changes in inpatient
Kim Thorne, services, policy updates
Quality and corrections to the
Improvement text
Matron
7 September Rob Pollock, - Once approved to go to Policy | To update Policy to
2020 Physical Group and then Clinical ensure it remains
Intervention Executive Group accurate and
Lead, Kevin comprehensive and is in
Borrett, line with 2015 Mental
Governance Lead, Health Act Code of
Kim Thorne, Practice Guidelines
Quality
Improvement
Lead
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SUMMARY OF POLICY

This policy is designed to inform clinicians of the differing levels of observation and the practical
application of how they should be undertaken. It explains the potential impact of placing an
individual on increased observations, the rationale for implementing this, and the practical
application of the procedure, including training.

The policy is designed to incorporate the underpinning principles of the Mental Health Act Code of
Practice (2015), whereby the principle of least restrictive practice is maintained, balanced against
the safety of our patients, staff and visitors.

There are different levels of therapeutic observation and in Solent NHS Trust, all Adult Mental Health
inpatient nursing staff are expected to understand and be competent in all levels. The 4 levels used
in the Trust are:

e Level 1 - General Observation
e Level 2 — Intermittent Observation — 15 — 30 minutes
e Level 3 — One-to-One Observation - within eyesight

e Level 4 — One-to-One Observation - within arm’s length

The policy explicitly details each level and what staff must be aware of, as well as highlighting the
impact such interventions can have on our patients.

Required documentation is in the appendices.
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1.2

1.3

14

Therapeutic Observations and Engagement Policy

INTRODUCTION & PURPOSE

Therapeutic Observations are a routine part of clinical practice, the purpose of which is to
ensure the safety of patients during their stay within an inpatient ward as well as promoting
therapeutic engagement with patients.

Increased Therapeutic Observations will often be necessary to manage risk. However, they
can also be experienced as being intrusive or on some occasions leading to the patient
experiencing distress. Staff must balance the potentially distressing effects on the patient of
increased levels of observation, particularly if these observations are proposed for many
hours or days, against the identified risk and ensure that they are both proportionate and
necessary.

National guidelines exist to govern the practice of Therapeutic Observations, published by
NICE NG10 Violence and aggression: short-term management in mental health, health and
community settings (2015).

Research suggests that most attempted suicides are discovered and prevented by staff
checking on patients, particularly in the more private areas of wards. For patients assessed
as being at risk of suicide or serious self-harm, a significant preventive mechanism is for
nursing staff to be ‘caringly vigilant and inquisitive’. For such patients, staff should have a
thorough knowledge of the patient as a person and be constantly and consistently attentive
to their state of mind, whereabouts and safety. Unusual circumstances and noises should be
noticed and investigated.

There are the 4 levels of Therapeutic Observations described in the NICE guidelines which
have been adopted by Solent NHS Trust:

Level 1 - General Observation — 60 minutes

e This is the minimum acceptable level for all patients.

e The location of the service user should be known to staff at all times but they are not
necessarily within sight.

e Positive engagement with the patient is an integral clinical duty for patients on this
observation level.

e Evaluate the patient’'s moods and behaviours associated with disturbed/violent
behaviour, and record these. Any concerns regarding the service user should be
escalated to the shift leader.

e Observations should be carried out in a respectful manner, ensuring the patient’s
dignity is maintained.

Level 2 — Intermittent Observation — 15-30 minutes

e This level is appropriate for patients who are potentially at risk of disturbed/violent
behaviour, including those who have previously been at risk but are in the process of
recovery.
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e The patient’s location should be checked every 15-30 minutes. The exact interval of
the observation level (e.g. every 15 minutes) should be recorded in the patient’s
record and on the observation sheet.

e Intrusion should be minimised and positive engagement with the patient should take
place.

e Evaluate the patient’s moods and behaviours associated with disturbed/violent
behaviour, and record these. Any concerns regarding the patient should be escalated
to the shift leader.

e Observations should be carried out in a respectful manner, ensuring the patient’s
dignity is maintained.

e A night-time observation risk assessment must be undertaken, and a care plan put in
place where appropriate.

Level 3 — One-to-One Observation - Within eyesight

e Patients, who are atimminent risk of making an attempt to harm themselves or others
should be observed at this level.

e The patient should be within eyesight and accessible at all times, day and night,
unless an MDT decision has been made that the patient can have bathroom privacy.
This must be documented in the patient’s electronic record.

e Any possible tools or instruments that could be used to harm either the patient or
anybody else should be removed, if deemed necessary.

e Searching the patient and their belongings may be necessary, which should be
conducted sensitively and with due regard to legal rights. Best practice indicates that
2 members of staff should conduct patient searches, with one staff member being the
same gender as the patient. (see CLN024 Searching Inpatients Unit Policy)

e Positive engagement with the patient is essential.

Level 4 — One-to-One Observation - within arm’s length

e Patients at the highest levels of risk of harming themselves or others may need to be
observed at this level.

e The patient should be supervised in close proximity at all times. No patient who is on
level 4 observations will have bathroom privacy.

e More than one staff member may be necessary on specified occasions.

e Issues of privacy and dignity, consideration of gender issues, and environmental
dangers should be discussed and incorporated into the care plan.

e Positive engagement with the patient is essential.

1.5 When making decisions as to the appropriate observation level for patients, practitioners
should give due regard and consideration to the Code of Practice, particularly the five
guiding principles:

Least restrictive option and maximising independence: Where it is possible to treat a
patient safely and lawfully without detaining them under the Act, the patient should not
be detained. Wherever possible, a patient’s independence should be maintained with a
focus on recovery.
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1.6

1.7

1.8

1.9

1.10

Empowerment and participation: Patients, their families and carers should be fully
involved in decisions about care, support and treatment.

Respect and dignity: Patients, their families and carers should be treated with respect
and dignity and listened to by professionals.

Purpose and effectiveness: Decisions about care and treatment must be appropriate to
the patient and must be performed to current national guidelines and current evidence-
based practice.

Efficiency and equity: Providers, commissioners and other relevant organisations
should work together to ensure that the quality of commissioning and provision of
mental health care services is equivalent to physical health and social care services.

Whilst these principles relate to patients detained under the Mental Health Act (1983,
2007), they can equally be applied for informal patients.

Staff should always attempt to explain Therapeutic Observations and their purpose to
patients upon their admission to the ward. They should also wherever possible, take into
account the patients views when ascertaining the appropriate observation level. The
outcome of this should be recorded in the patient’s record.

Therapeutic Observations should also promote engagement opportunities between staff and
patients to ensure that the therapeutic relationship can be developed in order for patients
needs to be met with understanding and empathy.

This policy relates solely to Therapeutic Observations within inpatient services. It does not
cover the practice of physical health observations of patients.

A care plan should be put in place, after discussion with the patient where practicable. This
should include:

Which discipline(s) of staff are best placed to carry out enhanced observation and under
what circumstances it might be appropriate to delegate this duty to another member of the
team. The member of observing staff will be assigned by the nurse in charge who will have
assessed their competency in undertaking this task and draw their attention to this policy.

The selection of a staff member to undertake enhanced observation will take account of the
patient’s unique characteristics and circumstances (including factors such as ethnicity, sexual
identity, age and gender).For example, it may be inappropriate for a male nurse to
undertake enhanced observation of a female patient if there are concerns about dignity and
maintaining personal care, or for a female nurse to undertake enhanced observations of a
male inpatient if there are specific religious or cultural objections. The nurse in charge must
satisfy themselves, through assessment, that the observer is suitable and adequately
prepared.

Enhanced observation must be undertaken in a way which minimises the likelihood of
patients perceiving the intervention to be coercive. Staff must be aware of how being under
observation can have a negative effect on the individual. This will include how they consider
the person’s history in thinking about this, if they have any advance statements and the
general issues and practicalities of their basic needs like use of the toilet, any physical health
requirements, ward-specific issues particularly if on the Psychiatric Intensive Care Unit
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(PICU) where there are further restrictions, population mix and how the individual may feel
they are being perceived by other patients.

e Observation must be carried out in a way that respects the patient’s privacy as far as
practicable and minimises any distress. In particular, each unit must have a procedure which
outlines steps to maximise dignity without compromising safety when patients are in a state
of undress, such as when using the toilet, bathing, showering or dressing.

1.11  If a patient under long-term enhanced observation is also being prevented from having
contact with anyone outside the area in which they are confined, then this will amount to
seclusion and staff should refer to CLS11 Seclusion and Long-term Segregation policy.

1.12 Observation is likely to engage a person’s Article 8 rights to private and family life. The multi-
disciplinary team must ensure that they follow this policy, that they consider any negative
impact of observation, any distress, intrusion of privacy and dignity and that their decisions
are lawful. A key feature to this will be ensuring any deprivation of liberty is authorised. Lead
Nurses need to ensure that this Therapeutic Observations and Engagement policy is made
known to patients and their carers, that they can have access to it, alongside access to the
Codes of Practice for the Mental Health Act (1983, 2007) and Mental Capacity Act (2005),
and that they are aware of their rights to access an advocate.

2. SCOPE & DEFINITIONS

2.1 This document is applicable to those in Mental Health Services who are directly and
indirectly employed staff within Solent NHS Trust and other persons working within the
organisation in line with Solent NHS Trust’s Equality, Diversity, Inclusion and Human Rights
Policy. This will include substantive, bank and agency nurses and support workers.

2.2 Solent NHS Trust is committed to the principles of Equality and Diversity and will strive to
eliminate unlawful discrimination in all its forms. We will strive towards demonstrating
fairness and Equal Opportunities for users of services, carers, the wider community and our
staff.

3. PROCESS / REQUIREMENTS
3.1 Daytime observations

3.1.1 During daytime hours (07:00-22:00) Staff undertaking psychiatric observation must, on every
observation, ensure that they are able to determine the patient’s welfare, including
observing for signs of life. This is to occur, even if the service user is asleep within the above
hours.

3.1.2 If asleep, signs of life can be determined through:

e Breathing Movements — chest rises/breath exhalation/snoring
General body movement

Circulation — usual colour for the person, no cyanosis
Responsive to sound- calling of name, knocking on a door
Response to stimuli
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3.1.3

3.2

In the event of the patient not displaying signs of life, the staff member must raise the alarm
immediately and follow the actions as required under the Trust’s Resuscitation Policy and as
provided during the Trusts resuscitation training programmes.

Night observations

3.2.1 Mental health services are caring for a patient group with increasingly complex physical and

3.2.2

3.2.3

3.24

3.25

3.2.6

3.2.6

mental health conditions, who may be at risk of coming to serious harm or dying during the
night, whilst they are in bed. This is a period during which it may be more difficult to
undertake observations, because of lighting conditions, sleeping position (e.g. under
bedclothes, or orientation of bed in relation to observation hatch) or the risk of waking
somebody who is in need of sleep.

All patients on wards within the Limes and Orchards buildings will have an explicit “night-
time bedspace risk assessment”, which covers the hours from 22:00hrs to 07:00hrs only to
identify three main risk categories that will guide night-time observations:

. Risk of deliberate covert self-harm: is the patient at risk of using less frequent
observations, the privacy of their room, or the bed covers to harm themselves?

. Risk of accidental harm through misadventure: is the patient likely to take
substances before bedtime or during the night, which may cause them harm?

. Risk of physical health deterioration or death through physical health condition:

does the patient have a health condition (acute or chronic), which may mean that
they could deteriorate or die suddenly.

If a patient is subject to Do Not Resuscitate (DNA) Cardiopulmonary Resuscitation (CPR)
(Older Persons Mental Health (OPMH) only) and the night-time bedspace risks relate to
death from known pre-existing conditions, then the patients care plan should explicitly state
action to be taken should the patient appear to not be showing signs of life at night-time
observation. Wherever possible, this plan should be agreed by the patient, their carer and
the Multi-Disciplinary Team (MDT). Where this is not possible, reasons should be
documented.

This risk assessment should be recorded as part of the usual risk process within the patient’s
electronic records but must be explicit in terms of night-time bedspace risks.

If the patient has low risks or no risks under the three categories in 3.2.2, usual care should

be taken when carrying out observations and clinical judgement used about when to enter a
room or not.

If the patient has moderate or high risks under the three categories in 3.2.2, then an entry
should be made in their care plan describing the risks and the “night-time observation plan”

entered as a care plan item.

The night-time observation plan should describe:

. the specific night-time bedspace risks for that patient
° a safety management plan
° The frequency and manner of observations during the night, and how actively the

patient should be observed
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° The action to take should cause for concern arise

33 Allocation of appropriate psychiatric observation level upon admission

3.3.1 All patients admitted to inpatient wards will be allocated an appropriate observation level to
meet their needs and manage their risks. The level will be one of the predetermined levels
as highlighted in Section 1.4 of this policy.

3.3.2 Determining the appropriate psychiatric observation level should follow a discussion
between the Nurse in Charge (NIC) of the admitting ward and ordinarily the medical
practitioner who has clerked the patient in. To ascertain which psychiatric observation level
is most appropriate, the nurse and medical practitioner should consider the following points:

. Is the patient at risk of harming themselves?
. Is the patient at risk of harming other people?
. Does the patient require an increased level of nursing/personal care?
. Is the patient likely to abscond from the unit?
. Will observations increase risk in any way and how can this be
mitigated so as not to leave the patient at risk?
. Are they susceptible to physical risk such as falls, and including frailty (OPMH)?

This list is not exhaustive but is merely a guide to help staff ascertain the appropriate
psychiatric observation level for the patient. Key factors within the patient’s
history/presenting complaint will also assist this process and have to be considered by the
admitting team.

3.3.3 All patients, as part of the admission process, will be given information on psychiatric
observation levels and their purpose. This information is included in Appendix 1. Ward staff
should go through this with patients and/or their relatives and carers to ensure that they are
aware of Therapeutic Observations and should encourage patients to contribute to the
decision-making process of the appropriate observation level for their needs.

3.3.4 Most inpatient wards will have a minimum standard for psychiatric observation levels which
are implemented to reflect the overall level of care required and risks posed by the general
patient group that use that particular ward. These should be considered and adhered to by
the staff team at the point of the individual’s admission.

Minimum standards for each area:

PICU — 15 minutes

Adult Acute — 60 minutes
Kite — 60 minutes

OPMH — 60 minutes

All levels of observation are dependent on the admission risk assessment.

3.3.5 Once the appropriate observation level has been allocated for the patient, it must be
communicated to the patient with a rationale for why the level was chosen. The nurse in
charge of the ward is responsible for ensuring that this is communicated to all members of
staff working that shift and that it is clearly recorded in the patient’s notes — explicitly
justifying why this level was deemed appropriate to meet the patient’s needs and manage
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their risks, and ensuring allocated staff understand the risk and any likely distress, or
invasion of privacy it will cause and how this will be minimised.

3.3.6 In each patient record the following should be clearly documented and rationale stated:

. The reason for the level of observation (e.g. at risk of verbal aggression to other
patients, at risk of fire-setting)

. Whether the risk continues when the person is in their bed at night or when
attending to personal hygiene, i.e. toilet, shower etc.

. How observations should be carried out when the person is in the general ward area

and (if different) at night, when they are in bed.

3.3.7 For each ward shift, the Nurse in Charge will allocate appropriate staff members to complete
the observation interventions with patients. This involves allocating staff each hour to
complete the observations and ensuring that these staff members have read this policy, are
aware of any particular needs or risks of each patient that they are observing, and that the
observations are clearly and appropriately recorded on the observation form. The nurse in
charge should also ensure any specific needs in relation to ethnicity, sexual identity, age,
gender or other personal characteristic are considered and communicated to those doing
the observation. The Nurse in Charge must be mindful of these factors when allocating staff
and that the individual staff is competent in carrying out this task.

3.4 Reviewing psychiatric observation levels during the patients stay

3.4.1 Throughout the patient’s admission to the ward, their presenting needs and risks will
fluctuate depending -on the patient’s mental state and their wider circumstances at the
time. Therefore it is vital that their psychiatric observation level is continually reviewed and
amended to ensure that it meets the fluctuating needs of and risks to the patient. Examples
that may trigger a review include:

. Improvement or deterioration in the patient’s mental state
. Increased incidents of aggression

. The patient receiving bad news

. Attempts to abscond from the ward

. Under the influence of alcohol or illicit substances

3.4.2 Wherever possible, the decision-making process regarding the level of observation a patient
requires should be made jointly between the medical and nursing staff and any other
relevant members of the MDT. When observation levels are changed, the patient must be
informed, and the rationale for the change and the patient’s view about the change should
be documented in the patient’s notes. The risk assessment must include a consideration of
any distress, negative impact or invasion of privacy the change to observation is likely to
cause, and how this will be minimised.

3.4.3 Attimes, there will be no other members of the multidisciplinary team available and the
decision making process will rest solely with the nursing team. During these times, the
following principles will apply:

e When the patients observation level needs to be increased in order to provide

appropriate support to manage the change in need or risk, then this is the
responsibility of the nurse in charge of the ward.
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e When the patient’s observation level is to be reduced in order to provide
appropriate support to manage the change in need or risk, the nurse in charge of the
ward should discuss this with another qualified member of staff. One of these
qualified members of staff should be at Band 6 or above. Jointly, they should assess
the needs and risks of the patient and any reduction in observation level must only
occur if both clinicians agree it is in the patients’ best interest. This only applies to
Adult Mental Health (AMH) and neuro-psychiatry services. In OPMH services, only a
medical staff member is authorised to decrease a patient’s level of psychiatric
observation.

e Any changes to observation levels (both increases and decreases) must be handed
over to the medical staff involved in the patients care at the earliest opportunity and
all decision making assessments must be clearly documented in the patients’ record.

e Whilst the reviews are continual, there should be a maximum review time of 24hrs
whereby it is formally reviewed. This is because the observation may be infringing
privacy, dignity etc. and it needs to be kept under review to ensure it continues to
be proportionate.

3.5 Detained patients on increased Therapeutic Observations

3.5.1 Attimes, it will be clinically necessary to place detained patients on increased levels of
Therapeutic Observations (Levels 3 or 4) in order to meet their needs and manage their
risks. In these instances, patients should have their levels of observation reviewed each shift
by the nurse in charge of the ward and in consultation with the medical team wherever
possible. When reviewing the observation level, staff must take into account the current
level of risk the person is presenting with, any incidents of challenging behaviour since the
previous review of observation level, the effectiveness of the current treatment care plan
and the patient’s wishes. A patient’s wishes, feelings and views should always be considered;
other factors may outweigh what they wish for, but they should always be considered. Any
infringement of privacy, dignity or distress caused by observations must be minimised,
ensuring the observations remain proportionate. This review and consequent decision
making to either continue to change the observation level must be recorded in the patient’s
record and risk assessment. Observation levels should never be reduced solely due to low
staffing levels.

All patients being managed in seclusion will be on Level 3 observations or above. Further
information can be found in CLS11 “Seclusion and Long-Term Segregation Policy”

3.6 Informal Patients on increased Therapeutic Observations

3.6.1 Attimes, it will be clinically necessary to place an informal patient on increased levels of
Therapeutic Observations (Levels 3 or 4) in order to meet their needs and manage their
risks. In these instances, staff must consider if this leads to the person being deprived of
their liberty. In order to prevent this, the staff team must consider:

e If the patient has capacity and consents to the restrictions they will not be deprived of
their liberty.

o If the patient lacks capacity to consent to the observations then the MDT must consider
the effect and duration of the observations, alongside the other type of restrictions on
the person. If the cumulative effects amount to a deprivation of liberty, then steps must
be taken to reduce the restriction, so they do not deprive the person of their liberty or
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3.6.2

3.7

3.7.1

3.7.2

3.7.3

3.8

3.8.1

3.8.2

seek to authorise these under the Mental Health Act or deprivation of liberty
safeguards.

o  When considering these issues staff must be clear that compliance is not the same as
consent, because a person who lacks capacity to consent cannot consent and that a
person whom is objectively ‘not free to leave’ and under ‘continuous supervision and
control’ and is not consenting to this, is deprived of their liberty.

On occasions where it is clinically necessary to place an informal patient on Level 3 or Level 4
Therapeutic Observations the MDT must:

e Provide a clear rationale and decision-making process of why alternatives were
considered and dismissed to manage the patient’s needs and risk and that this is clearly
documented in the patient’s record.

o Determine if the patient has capacity to consent. If they do not, determine if the person
is deprived of their liberty. If the person has capacity to consent discuss the need to
increase the level of observation to that of Level 3 or 4 with them to ascertain their
views

e Consider the use of the Mental Health Act or applying Deprivation of Liberty Safeguards
if the patient lacks capacity and is deprived of their liberty, or has capacity, but does not
consent and the care cannot be managed in any other way.

Recording Process

Throughout the patient’s stay on the inpatient unit, their observation levels have the
potential to be changed to reflect changes in clinical presentation, needs or risks and any
negative impact it may have on them ensuring the level of observation remains
proportionate to their needs and risks. Therefore, it is vital to ensure that accurate and
consistent documentation and recording procedures are adhered to.

The patient’s observation level will be discussed during each MDT meeting, Care Planning
Meeting or board review to ensure it remains appropriate and proportionate to meet the
needs and manage the risks of the patient. This discussion and outcome will be recorded in
the patient’s record, with the care plan and risk assessment updated.

Inpatient staff undertaking Therapeutic Observations must do so using the existing Mental
Health Psychiatric Observation Recording Sheets (see Appendices 2, 3 and 4).

Bank and Agency Staff

During times of increased clinical need and/or staff shortages caused by short-term sickness,
all inpatient areas will use Bank or Agency staff to fill the gaps left by regular staff and/or
provide extra resource for inpatient wards during times of increased need. It is vitally
important that these staff receive a full handover of the needs and risks of the current
inpatients prior to beginning their shift and, specifically, their roles and responsibilities for
Therapeutic Observations.

All Bank or Agency staff who have not worked on the ward before must complete a ward
induction, which will include an understanding of Therapeutic Observations. This initial
induction should also include orientation to the ward layout, how to raise the alarm in an
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3.8.3

3.84

4.1

4.2

4.3

4.4

4.5

emergency, security considerations (e.g. doors that need to be locked), and the location of
the fire exits.

The nurse in charge of the ward should ensure that the Bank or Agency member of staff is
aware of when they are allocated to complete Therapeutic Observations as per the
allocation sheet, how to raise concerns in an appropriate fashion and the documentation
requirements involved in completing observations.

If the Bank or Agency staff are required to undertake Level 2, 3 or 4 observations on an
individual patient, then the Nurse in Charge must ensure they are fully aware of the
associated risks with the particular patient and be able to satisfy themselves that the Bank or
Agency staff is competent to undertake them as in 1.10.

ROLES & RESPONSIBILITIES
Chief Executive

The Chief Executive has ultimate accountability for the strategic and operational
management of the organisation, including ensuring all policies are adhered to. Operational
accountability for policy management is delegated to the Associate Director of Corporate
Affairs and Company Secretary.

Operational Directors

(Adult Services, Substance Misuse Services and Adult Mental Health Services) have the
responsibility of ensuring that this policy is cascaded to their Service Managers as
appropriate for dissemination and implementation within their inpatient environments.

Operational Managers

are responsible for the dissemination and implementation and monitoring of this policy in
the areas that they are accountable for.

Modern Matrons/Lead Nurses

are accountable for ensuring that this policy is adhered to and implemented by their staff
teams. They are responsible for ensuring that staff receive appropriate training support and
guidance on how to follow the guidance in this policy and will monitor for breaches of this
policy and take action as appropriate to rectify this.

Inpatient clinical staff

are responsible for being aware of and following the guidance in this policy at all times.
They should also raise potential clinical problems that may arise from this policy with their
line manager to enable a review of its contents and suitability. They are also responsible for
ensuring new starters to the team and Bank and Agency staff are aware of this policy.
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51

5.2

53

54

6.1

7.1

7.2

TRAINING

Staff undertaking Therapeutic Observations must have their knowledge and competency
assessed to ensure that they are safe to do so and that they demonstrate the following key
principles:

. The purpose of Therapeutic Observations as a tool to maintain patient safety and
promote engagement

. That they are competent in the assessment of signs of life in people whilst
undertaking Therapeutic Observations

. The recording processes

. How to raise concerns whilst undertaking Therapeutic Observations, including

reviewing timescales, understanding proportionality, human rights issues, how to
identify and reduce the negative effects of observation, and protect dignity.

All Solent NHS Trust, Bank and Agency staff therefore must complete the local induction
prior to undertaking Therapeutic Observations. This induction must cover both theoretical
knowledge and an observation of the staff member undertaking a set of Therapeutic
Observations and must be documented.

Individual areas may develop local protocols to support staff competency and reflect any
specific clinical needs within that area.

Although it does not directly cover Therapeutic Observations, the Trust’s PMVA course will
provide staff with a good understanding of the multiple risk’s patients may present with
which staff can then apply to Therapeutic Observations.

EQUALITY IMPACT ASSESSMENT AND MENTAL CAPACITY

The Equality Impact Assessment and Mental Capacity Act Assessment identified that this
policy is unlikely to lead to discrimination against any particular group and that it takes the
situations of service users who lack capacity to make decisions into account. The Impact
Assessment can be seen in Appendix 5.

SUCCESS CRITERIA / MONITORING EFFECTIVENESS

The success criteria for this policy would be that Therapeutic Observations are used -in the
appropriate inpatient areas as an effective tool to maximise therapeutic engagement with
patients and as a means of managing the risk factors a patient may present with in order to
prevent them from harming either themselves or others.

In order to monitor the effectiveness of this policy in successfully achieving its aims, a
number of auditing and benchmarking standards can be used by managers and matrons.
This may include the following:

° Inclusion of this policy and guidance on its implications for clinical practice in all local
induction packs for new staff/students/temporary staff
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. Review of incidents that are raised via the online reporting system or via the SIRI
(Serious Incident Requiring Investigation) process to enable trends to be identified
and/or lessons learnt to improve practice

. Feedback and complaints from people who use the service

. On-going audit and spot checks relating to psychiatric observation practices on
inpatient areas and reviews of documentation pertaining to psychiatric observation
within the patient’s clinical record

° Discussions between individual staff with their line manager through the supervision
format, and also reflective practice sessions.

. Consider and review the negative impact of observation and human rights issues on an
individual.

7.3 Managers and Matrons have the option of choosing how often they will audit staff practice
again this policy. This should be at yearly intervals as a minimum.

7.4 A guide to assist in the standards required within this policy would be as follows:

Expected
Standards Standard Exceptions Definitions & Instructions

All patients to be Nil Ask patients. Entries in patient record

given information, on 100%

admission, about
Observation

Current risk assessment 100% Nil Completed risk assessment form
completed

Decisions regarding Nil Entries in patient record

levels of observation will 100%

be recorded in the
patient record

Observation Charts and

records must contain 100% Nil Check all observation documentation

correct individual client
details

All clinical staff have
undertaken appropriate 100% Nil Check training records
Risk Assessment Training
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Local induction packs
make reference to
Therapeutic
Observations and their
practice within the
inpatient area

100%

Nil

Check Induction packs in all inpatient
areas, specifically in regard to how
decision-making is recorded, explaining
the rationale for levels of observation.
This will include consideration of
protected characteristics such as age,
gender, ethnicity, any distress and any
invasion of privacy and dignity that may
occur and how this is minimised.

It should also consider patient consent,

capacity and legal status.

Results from on-going audits and spot checks will be taken to staff team meetings and/or
individual staff to raise awareness of good and bad practice that may be occurring. Issues
relating to the implementation of this policy should be taken to the relevant Governance

and Essential Standards meetings held by services so that these can be addressed

All staff members working for Solent NHS Trust or within inpatient areas run by Solent NHS
Trust are expected to comply with the contents of this policy at all times. In rare
circumstances, if staff members are unable to comply with this policy it must be
immediately reported to the Line Manager who must consider what remedial steps will be
taken to manage this risk. The Non-Compliance Form (Appendix 6 within the Policy for the
Development and Implementation of Procedural Documents (Solent NHST/Policy/GO/01))

This document may be reviewed at any time at the request of either staff side or management
but will automatically be reviewed 3 years from initial approval and thereafter on a triennial
basis unless organisational changes, legislation, guidance or non-compliance prompt an
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Appendix 1
Explaining what ‘Therapeutic Observations’ are and why it happens

During your stay in hospital your safety is our priority. It can be difficult, especially in busy
environments where there is a lot going on, to keep an eye on everyone. In order to make sure we can
do this we have an ‘Therapeutic Observation Policy’ which gives very clear guidance to staff about
how, when and why ‘observation’ needs to take place. Every mental health hospital has an
Observation Policy, and all of these are based on national guidelines produced by government
departments. This leaflet aims to explain ‘observation’ to you in a way that will help you to understand
exactly what happens with this and why. If you want to discuss this further, then do please ask a
member of staff. A staff member of your gender will be made available to do this if you feel more
comfortable with this.

There are 4 different levels of ‘Observation’ set out in the national guidelines; -

1 Level 1 General observation 60 minutes. —this is the minimum requirement that we are expected
to work to. This means that staff should always be aware of where you are even if you are not directly
within sight at the time. Some contact should take place between a member of staff and each of you
at least once a shift. One reason for this is to make sure that staff are aware of how you are feeling
and what is happening to you. Sometimes you will see members of staff walking around with
clipboards possibly looking like they are ticking things off, -they may well be checking to make sure
they know where everyone is.

2. Level 2 Intermittent observations. — this level is used if there is any cause for anxiety or concern
about safety and may well be used with you if you are on your way to recovery but may still be finding
things difficult. Your location will be checked every 15-30 minutes although staff should try not to
intrude but rather make this an opportunity to talk with you and find out how you are feeling.

3. Level 3 Within eyesight observation. — this is used where there is real concern that you could harm
yourself or others and means that you will be within eyesight and accessible at all times, day and night.
If staff have real concerns about safety then they may ask to search your property or your person, to
make sure you do not have anything you could harm yourself or others with. It is important that staff
try to make sure that contact and conversations are positive and supportive.

4. Level 4 Within arm’s length observation. — this is necessary when you are considered to be a high
risk in that it is felt that you are highly likely to harm yourself or others. You will need to be supervised
in close proximity, at all times. More than one staff member may have to be involved with this.
Obviously, it is important for staff to consider issues of privacy and dignity, but the priority is to keep
everyone safe including yourself. Staff will attempt to maintain positive and supportive relationships
with you throughout this.

It is appreciated that being ‘observed’ can sometimes feel uncomfortable or intrusive, but it is
important that we fulfil this function properly in order to keep you safe. If you need to be on this level
of close observation you may want to talk with the staff about what would help with this, such as
would you prefer people to try to engage you in conversation or to leave you in peace? Or would you
like people to try and involve you in other activities or not?
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NHS

. Solent
Appendix 2 NHS Trust

Night Hourly Observations

Shift leader to confirm all staff are aware of the purpose of observations and how these are to be conducted.

Shift leader.........cccooiiiiiiiiiiiies Shift leader signature............cccooviiiiiiiiiic
Please document what you observed during this check. This should include any risk behaviours, Location, awake or asleep, and if asleep, what signs of life were
determined during this check.
Room | Patient Name | 22:00 23:00 00:00 01:00 02:00 03:00 04:00 05:00 06:00 07:00
1
2
3
4
5
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17

18

19

20

21

22

Print
Name
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NHS

. . . Solent
Appendix 3 Daytime Hourly Observations NHS Trust

Shift leader to confirm all staff are aware of the purpose of observations and how these are to be conducted.

Shift leader...........ccoviiiiiiiiii Shift leader signature............cccooiiiiiiiiii

Please document what you observed during this check. This should include any risk behaviours, Location, awake or asleep, and if asleep, what signs of life
were determined during this check.

Room Patient
Number Name
1

10

11
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12

13

14

15

16

17

18

19

20

21

22

Print
Name
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Appendix 4

NHS

Solent
NHS Trust

All areas of this form must be fully completed.

ADULT AND OLDER PERSONS MENTAL HEALTH

Therapeutic Observations — Levels 2, 3 and 4 — Within Eyesight and Within Arms Length

Patient Name:

Ward:

Hospital Number:

Date of Birth:

Legal Status:

Observation Level:

Exact Intervals of Level 2 Observation:

Level 2 Intermittent Observation

Level 3 & 4 Observations

The observation record should be signed at the exact
intervals when observations are carried out

The observation record should be completed and signed
following each period of observation.

Does the patient understand what ‘observation’ is and why it is necessary?

Yes

No

If YES — How has this been explained to the patient?

Verbally: Date informed...........ccouue.....

Given Leaflet: Date given.........cccueuuu.....

Person specific instructions for the patient observations:

Reason for the level observations:

Risks the observer should be looking for:

For level 3 and 4 observations: Does the patient have bathroom privileges, or do they need to be
observed at all times including in the bathroom?

Night time observation care plan agreement:
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All areas of this form must be fully completed.

Shift:

Shift Leader:

Date

Time

Risk Behaviour(s)/factors identified during
observations

Signature/designation of
member of staff carrying out
observations
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All areas of this form must be fully completed.

Shift:

Shift Leader:

Date

Time

Risk Behaviour(s)/factors identified during
observations

Signature/designation of
member of staff carrying out
observations
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NHS

. Solent
Appendix 5 NHS Trust

Equality Analysis and Equality Impact Assessment

Equality Analysis is a way of considering the potential impact on different groups protected from
discrimination by the Equality Act 2010. It is a legal requirement that places a duty on public sector
organisations (The Public Sector Equality Duty) to integrate consideration of Equality, Diversity and
Inclusion into their day-to-day business. The Equality Duty has 3 aims, it requires public bodies to have
due regard to the need to:

e eliminate unlawful discrimination, harassment, victimisation and other conduct prohibited by
the Equality Act of 2010;

e advance equality of opportunity between people who share a protected characteristic and
people who do not;

e foster good relations between people who share a protected characteristic and people who
do not.

Equality Impact Assessment (EIA) is a tool for examining the main functions and policies of an
organisation to see whether they have the potential to affect people differently. Their purpose is to
identify and address existing or potential inequalities, resulting from policy and practice development.
Ideally, EIAs should cover all the strands of diversity and Inclusion. It will help us better understand its
functions and the way decisions are made by:

e considering the current situation

e deciding the aims and intended outcomes of a function or policy

e considering what evidence there is to support the decision and identifying any gaps
e ensuring it is an informed decision

Equality Impact Assessment (EIA)

Step 1: Scoping and Identifying the Aims

Service Line / Department Adult Mental Health Inpatient Services

Therapeutic Observations and Engagement Policy
What are you completing this EIA for?
(Please select):
ULEIEICRGENNEIRETNIYAJ a0 Yl Review of Solent Policy
the changes

Policy (If other please specify here)

Step 2: Assessing the Impact
Please use the drop-down feature to detail any positive or negative impacts of this document /policy

on patients in the drop-down box below. If there is no impact, please select "not applicable”:

Positive Negative Action to address negative impact:
Impact(s) | Impact(s) | applicable | (e.g. adjustment to the policy)
Sex [ x |
| Genderreassignment | | | x|
[Disabiliy [ [ [ x |
[Age [ [ x |
X

Sexual Orientation
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maternity
partnership

Religion or belief

Race

If you answer yes to any of the following, you MUST complete the evidence column explaining what

information you have considered which has led you to reach this decision.

Assessment Questions

No

Step 3: Review, Risk and Action Plans

How would you rate the overall level of impact /
risk to the organisation if no action taken?

What action needs to be taken to reduce or
eliminate the negative impact?

Who will be responsible for monitoring and regular
review of the document / policy?

Please document evidence / any mitigations
There were no stakeholder consultations for this

update. Staff consultations have taken place for
previous versions of this policy.

Therapeutic observation is determined by the needs
of the individual, to show parity between different
groups and fairness to all inpatients. Inpatients can
share views on their experience and to help manage
behaviours in the future.

None specific to this EIA

Medium
UJ u UJ

A clear operational policy and applying the guidance
and practice within it to all inpatients at all times,
ensures that no group could be unlawfully treated
more favourably or unfavourably than another.

To ensure training standards are maintained, reviews
of all physical interventions are undertaken, and
national standards are maintained. It promotes
recovery, the use of least restrictive practice and
enhances the patient experience.

Service Quality Manager

Step 4: Authorisation and sign off

I am satisfied that all available evidence has been accurately assessed for any potential impact on

patients and groups with protected characteristics in the scope of this project / change / policy /

procedure / practice / activity. Mitigation, where appropriate has been identified and dealt with

accordingly.

Equality
Assessor:
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Additional guidance

Protected

Who to Consider

Example issues to consider

Further guidance

characteristic
1. | Disability

A person has a disability if they have a physical
or mental impairment which has a substantial
and long term effect on that person’s ability to
carry out normal day today activities. Includes
mobility, sight, speech and language, mental
health, HIV, multiple sclerosis, cancer

Accessibility
Communication formats
(visual & auditory)
Reasonable adjustments.
Vulnerable to harassment
and hate crime.

Further guidance
can be sought
from:

Solent Disability
Resource Group

2. | Sex A man or woman Caring responsibilities Further guidance
Domestic Violence can be sought
Equal pay from:
Under (over) representation | Solent HR Team
3 Race Refers to an individual or group of people Communication Further guidance
defined by their race, colour, and nationality Language can be sought
(including citizenship) ethnic or national origins. Cultural traditions from:
Customs BAME Resource
Harassment and hate crime | Group
“Romany Gypsies and Irish
Travellers”, are protected
from discrimination under
the ‘Race’ protected
characteristic
4 Age Refers to a person belonging to a particular age Assumptions based on the Further guidance
range of ages (eg, 18-30 year olds) Equality Act age range can be sought
legislation defines age as 18 years and above Capabilities & experience from:
Access to services Solent HR Team
technology skills/knowledge
5 Gender “The expression of gender characteristics that Tran’s people should be Further guidance
Reassignment are not stereotypically associated with ones sex accommodated according to | can be sought
at birth” World Professional Association their presentation, the way from:
Transgender Health 2011 they dress, the name or Solent LGBT+
pronouns that they Resource Group
currently use.
6 | Sexual Whether a person’s attraction is towards their Lifestyle Further guidance
Orientation own sex, the opposite sex or both sexes. Family can be sought
Partners from:

Vulnerable to harassment
and hate crime

Solent LGBT+
Resource Group

7 | Religion
and/or belief

Religion has the meaning usually given to it but
belief includes religious and philosophical
beliefs, including lack of belief (e.g Atheism).

Disrespect and lack of
awareness
Religious significance

Further guidance
can be sought
from:

Generally, a belief should affect your life dates/events Solent Multi-Faith
choices or the way you live for it to be included Space for worship or Resource Group
in the definition. (Excludes political beliefs) reflection Solent Chaplain

8 | Marriage Marriage has the same effect in relation to Pensions Further guidance
same sex couples as it has in relation to Childcare can be sought

opposite sex couples under English law.

Flexible working
Adoption leave

from:
Solent HR Team

9 | Pregnancy
and
Maternity

Pregnancy is the condition of being pregnant or
expecting a baby. Maternity refers to the period
after the birth and is linked to maternity leave
in the employment context. In non-work
context, protection against maternity
discrimination is for 26 weeks after giving birth.

Employment rights during
pregnancy and post
pregnancy

Treating a woman
unfavourably because she is
breastfeeding

Childcare responsibilities
Flexibility

Further guidance
can be sought
from:

Solent HR team
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Policy for the provision of an appropriate Place of Safety and Assessments,

under Sections 135 and 136 of the Mental Health Act 1983 (as amended)

1. INTRODUCTION

1.1  This Policy is implemented in accordance with guidance from the Mental
Health Act Code of Practice which states that ‘it is important to ensure that a
jointly agreed local policy is in place governing all aspects of the use of
sections 135 and 136.

1.2 The amendments to this multi-agency Policy have been conducted in light of
the publication of the Standards on the use of Section 136 of the Mental
Health Act 1983 (England and Wales) July 2011.

1.3 This policy has been developed by Southern Health NHS Foundation Trust
(the Trust), Surrey and Borders NHS Foundation Trust, Solent NHS Trust, Isle
of Wight NHS Trust and Hampshire Constabulary, (the Police), in partnership
with, Hampshire County Council, Southampton City Council, Isle of Wight
Council and Portsmouth City Council and other Regional Partner agencies.

Name:

Hampshire County Council Date:

Name:

Southampton City Council Date:

Name:

Portsmouth City Council Date:

Name:

Isle of Wight Council Date:

Name:

Hampshire Constabulary Date:

Reviewer: JB 5

Version: 4

August 2013





Name:

Name:

Name:

Name:

Name:

Name :

Chief Executive
Southern Health NHS
Foundation Trust

Chief Executive
Solent Health NHS
Foundation Trust

Chief Executive
Isle of Wight NHS Trust

Hampshire Clinical
Commissioning Group

Southampton Clinical
Commissioning Group

SCAS Director

Date:

Date:

Date:

Date:

Date:

Date:
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1.4

1.5

2.1

2.2

2.3

2.4

The intention is to provide:-

e Timely and efficient Mental Health Act assessments supported by a
multi-agency approach for people detained under Sections 135 and
136 of the Mental Health Act 1983 (as amended), to be referred to in
this policy as ‘the Act’

Scope of this Policy:

e This policy applies to all facilities designated as a place of safety as
defined within Section 135(6) of the Act.

DEFINITIONS

Section 135(1) — allows an Approved Mental Health Professional (AMHP) to
apply to a Justice of the Peace to gain a warrant which allows a police
constable accompanied by an AMHP and a registered medical practitioner to
enter private premises (by force if necessary) and to remove that person to a
place of safety (if felt appropriate) provided there is reasonable cause to
suspect that they are, believed to be suffering from mental disorder, have
been or are being, ill-treated, neglected or kept otherwise than under proper
control or, in the case of such a person living alone, are unable to care for
themselves.

Section 136 (1) Mental Health Act 1983 provides the power of detention under
s26 and Schedule 2 of Police and Criminal Evidence Act 1984. The law
states that ‘if a constable finds in a place to which the public have access
a person who appears to him to be suffering from mental disorder and to
be in immediate need of care or control, the constable may, if he thinks it
necessary to do so in the interests of the person or for the protection of
other persons, remove that person to a place of safety within the meaning
of section 135..."

A Public Place — includes any open space, places where access is by
payment (e.g. railway platform), or where access is time-limited (e.g. public
house or shop), or where there are no barriers or notices restricting access
(e.g. landing of a block of flats) or where members of the public can expect to
be (e.g. Accident & Emergency departments).

A place of safety is defined at Section 135(6) of the Act:-

In this section ‘place of safety’ means residential accommodation provided by
a local social services authority under Part 111 of the National Assistance Act
1948, a hospital as defined by this Act, a police station, an independent
hospital or care home for mentally disordered persons or any suitable place
the occupier of which is willing temporarily to receive the patient.
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2.5

2.6

2.7

2.8

3.1

3.2

The amendments to this updated Policy take account of the MHA Code of
Practice where it states that ‘a police station should be used as a place of
safety only on an exceptional basis. It may be necessary to do so because
the person’s behaviour would pose an unmanageably high risk to other
patients, staff or users of a healthcare setting. It is preferable for a person
thought to be suffering from a mental disorder to be detained in a hospital
setting where mental health services are provided (subject of course, to any
urgent physical healthcare needs they may have)’ (10.21)

This area of practice recognises the likelihood of potential detainees falling
within the definition of a ‘Vulnerable Adult’ (over 16 years). There are
subsequent implications for all agencies involved in the operational delivery of
5136 Places of Safety to develop a multi-agency approach in the underpinning
context of the Hampshire Safeguarding Adults Policy 2010.

The practice and governance arrangements for sharing of information
between agencies are detailed in the Hampshire and Isle of Wight Mental
Health and Criminal Justice Information Sharing Protocols. This framework is
essential to promote the spirit of joint working to both protect the privacy rights
of individuals whilst also delivering safer services.

There are a range of staff roles which contribute to the operational delivery
of practice associated with the place of safety. (Please see Appendix 1
for further detail).

RIGHTS OF PERSONS DETAINED IN PLACES OF SAFETY (CoP Para
10.45 — 10.48)

A person removed under section 136 is deemed to be detained for the
purposes of the Police and Criminal Evidence Act 1984 (PACE). This
means that police officers have the power to search a person they detain
under section 136, as they would in the case of a person arrested for an
offence. Under section 54 PACE, the custody officer at the police station has
the power to ascertain what items the person has on them, to remove
items (where permitted) and to search the person as necessary for those
purposes. (see also Appendix 2 for specific powers relating to searching
persons)

Where a hospital is used as a place of safety, the managers must ensure that
the provisions of section 132 (provision of information) MHA are complied with
by the nurse in charge. In addition, access to legal advice should be
facilitated whenever it is requested. All patients received at identified Hospital
Places of Safety should be provided with written information about their rights
delivered in an accessible format. (see Appendix 5 for a copy of the
Department of Health Leaflet).
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3.3

3.3

3.4

4.1

4.2

4.3

If a person is detained in a police station as a place of safety, they have a
right of access to legal advice under PACE. The conditions of detention and
treatment of the person must be in accordance with PACE Code of Practice
(c). Among other things, this requires that the person must be notified of their
rights and entitlements, both orally and in writing. This will be achieved by
handing the person a copy of the Notice of Rights and Entitlements. (see
Appendix 5 for a copy of the Constabulary Information leaflet).

The time and date of the provision of Rights leaflet/information should be
accurately recorded by the member of staff responsible for clerking the
detainee into the Place of Safety.

Time of arrival should be accurately recorded by the member of staff
responsible for clerking the detainee into the Place of Safety. In all cases, the
detainee should be informed that the maximum period of detention is 72 hours
from the time of arrival at the Place of Safety.

PLACES OF SAFETY AND CONSENT TO TREATMENT

Detaining a patient in a place of safety under section 135 or section 136 does
not confer any power under the Act to treat them without their consent. The
same consent to treatment provisions apply in line with those patients who are
not detained under the Act (CoP paragraph 10.49).

Medicines Management within Hospital Place of Safety

Patients can expect to receive their usual prescribed medication while in the
Place of Safety. Local organisational governance arrangements should be
adhered to when supporting someone detained in a hospital Place of Safety.
These may vary in different NHS Provider Trusts. Staff should also adhere to
the Trust policies regarding physical monitoring and observations after
medication, particularly if sedative is administered.

Medical Assessments

In accordance with the Code of Practice, the doctor carrying out the 136
assessment should be approved under Section 12(2) of the Mental Health Act
as having special expertise in the field of mental health. Individuals detained
under s136 deserve a thorough assessment by a suitably qualified and
experienced professional. Typically this should be the duty higher trainee
(ST4-6) or Consultant. Assessments will be recorded on the clinical record in
situ at a Hospital POS, or upon return from Police Custody Centre.

In exceptional circumstances 136 assessments may be undertaken by core
psychiatry trainees (CT2-3) who are not approved under Section 12, but these
will always involve discussion with the senior Section 12(2) doctor whose
name and advice will be recorded in the notes. The Duty Consultant or
nominated deputy should expect to be involved in all 136 assessments. GP
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5.1

5.2

5.3

5.4

5.5

5.6

5.7

trainees, Foundation Doctors and CT1's cannot be considered to have
sufficient experience and should not be expected to undertake these
assessments. The reasons why a Section 12 Doctor was not available will
need to be recorded in accordance with the requirements of the Code of
Practice. Services will ensure there is always a nominated Section 12(2)
doctor for the place of safety both during normal working hours and out of
hours.

TRANSFER BETWEEN PLACES OF SAFETY

A person removed to a place of safety under section 135 or section 136 may
be moved to a different place of safety before the end of the maximum 72hr
period for which they may be detained. The maximum period of detention
begins from the time of the person’s arrival at the first place of safety and
cannot be extended if the person is transferred to another place of safety.
(CoP paragraph 10.34)

The person may be taken to the second subsequent place of safety by a
police officer, an AMHP or a person authorised by either a police officer or
an AMHP. (CoP 10.35 10.38)

A person may be transferred before their assessment has begun, whilst it is in
progress or after it is completed. If it is unavoidable or it is in the person’s best
interest, an assessment begun by one AMHP or doctor may be taken over
and completed by another, either in the same location or at another to which
the patient is transferred. (CoP paragraph 10.36)

The decision in each case to transfer from one place of safety to another
should reflect the person’s needs and the level of risk. The benefit of the
move needs to be weighed against any delay it might cause in the person’s
assessment and any distress that the journey might cause them. (CoP
paragraph 10.37)

Unless it is unavoidable, a person should not be moved from one place of
safety to another unless it has been confirmed that the new place of safety is
able to accept them. (CoP paragraph. 10.39)

In the event of an individual not being transferred from a Police Custody
Centre to a Hospital place of safety, custody staff will review circumstances of
the case on an hourly basis to consider if transfer to hospital facility could be
facilitated accordingly.

In the event of a detainee being transferred from Hospital POS to a Custody
Centre the Duty Police Inspector should be notified.
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6. CHOOSING A PLACE OF SAFETY

6.1 Itis preferable for a person thought to be suffering from a mental disorder to
be detained in a hospital or other healthcare setting where mental health
services are provided (subject of course to any urgent physical healthcare
needs they may have)

6.2 When identifying a suitable place of safety consideration should be given to
the impact that the proposed place of safety (and the journey to it) may have
on the person and on their examination and interview. It should always be
borne in mind that the use of a police station can give the impression that the
person detained is suspected of having committed a crime. This may cause
distress and anxiety to the person concerned and may affect their co-
operation with, and therefore the effectiveness of, the assessment process.

6.3 Criteria for use of the Police Custody Centre (to be read in conjunction with
the agreed flowcharts, see Appendix 3 & 4)

A Custody Centre should be used as a place of safety only on an
exceptional basis (CoP paragraph 10.21)

An exceptional basis includes:

e Uncontrollable violence — where it is clearly probable the patient’s
violence is at such an extent as to be likely to be beyond the place of
safety’s ability to control

e Threat of violence — where the patient demonstrates such behaviours
that it is probable to all authorities present that if violence was to occur,
it would be likely to be beyond the ability of the place of safety to
control

e Where the detainee is experiencing significant effects of alcohol or illicit
drug misuse

In these instances the police will take the person to the nearest Custody
Centre.

6.4 Please note that an interpretation of the above criteria will be informed by the
presenting facts made available at the time of the decision needing to be
made. Police and Nursing staff should work collaboratively to enable the
detainee to be assessed and supported in the most suitable environment if
the Hospital place of safety in the first instance is not deemed to be available
or suitable.
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6.5 Interpretation of the criteria when applying to a person who may present as
being under the influence of the effects of alcohol or drug misuse can be
challenging. The fact that a person may have used alcohol or drugs prior to
arrest is not a reason in itself to exclude use of the Hospital place of safety. A
professional judgement should be made on the basis of the presenting
behaviour of the person concerned and associated known risks.

6.6 In light of this, a staff decision to deny a patient access to a Hospital Place of
Safety solely on the basis of an intoximeter reading is not acceptable practice.

6.7 Police Officers should seek support to explore an alternative place of safety
where the Hospital place of safety is not deemed suitable. A specialist unit
may best meet the needs of a young person or an elderly confused person.
In the second case this could be a day hospital but it could include a day
centre. All alternative options must be pursued only on the agreement of the
‘occupier’ who must be ‘willing temporarily to receive the patient’. On each
occasion, the Police Officer must jointly agree the most suitable place of
safety with the member of staff in charge of the hospital place of safety if this
is not deemed appropriate for the individual concerned.

7. PROCEDURE for the use of an NHS Hospital Place of Safety

7.1 At the time of publication of this Policy, Hospital Places of Safety are solely
identified as being located in Mental Health Services - Acute General
Hospitals in Hampshire are not currently willing to receive a detainee in this
context. (see Appendix 8)

7.2 Prior to arrest

A Police Officer may consider detention powers under s136 when he/ she is
concerned about the presentation of an individual who is:-

a) in a place to which the public have access
b) in need of immediate care or control
C) and appears to be suffering from a mental disorder

The Officer would need to consider if he/ she thinks it is necessary to use
these arrest powers in the interests of the person or for the protection of
other persons for the purposes of being assessed under the Mental Health
Act 9183.

In order to support this decision making process, the Police Officer should
consider contacting the local Mental Health Services on the relevant Area
‘single point of access’ telephone number to request and share any
supporting information to establish if a suitable alternative to detention is
appropriate. See Appendix 8 for contact details of each Hospital POS.
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For example, is the individual known to Heath and/ or Social Care Services,
would the individual consent to receiving support from a more appropriate
service? Is there a Crisis Plan or other such record to support the individual to
manage the risk they are presenting with?

In the event of someone presenting with uncontrollable violence, the Police
Officer should primarily deal with the immediate criminal offence. Outstanding
health concerns should be dealt with as per Custody Policy. This scenario
may require the referral for specialist psychiatric assessment in Custody (see
Appendix 3 & 4).

Custody staff will note that the request for a Mental Health Assessment aims
to provide a specialist psychiatric opinion concerning an individual’'s mental
state.

This is different to a request for a Mental Health Act Assessment which
involves the co-ordination of an Approved Mental Health Professional (AMHP)
and other Medical Practitioners whose task is to judge whether or not
someone needs to be admitted to hospital under the powers of the Mental
Health Act 1983.

7.3 Use of s136 MHA 1983 Detention Powers

In the event of a detention under s136, the Police Officer must make every
effort to communicate this undertaking to the individual concerned as
appropriate.

7.4  Referral Arrangements to the Place of Safety

The police will contact the relevant place of safety prior to arrival and supply
basic referral information. Referral information and clinical information will be
recorded by Hospital POS staff for practice and monitoring purposes on a
Referral Record and Monitoring Form. (see Appendix 7 for example of
Referral Record and Monitoring Form) Details may include passport
information, circumstances leading to detention, reference to any incident of
restraint, whether the person is suffering from the effects of drink or drugs,
outcome of PNC, local checks and risk factors (i.e. self-harm, suicide,
violence, impaired judgement, self-neglect, absconding etc)

Staff at the place of safety will make provision for the completion of a referral
form (this is typically at a Hospital place of safety).

Staff at the place of safety will ensure that an appropriate suite is available

Staff at the place of safety will be responsible for contacting the duty AMHP
and other relevant professionals as soon as possible.
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There will be a clearly identified person in charge of the place of safety at all
times. A member of staff will be available to receive the detainee at the place
of safety upon their arrival.

If on arrival the person is violent and the violence is greater than place of
safety staff can reasonably expect to manage the police officers will remain in
situ to support the management of risk associated with the presenting
‘patient’. Where violence is directed at staff on arrival at the place of safety
Police Officers should consider dealing with offences appropriately.

In the event of the level of risk being considered too great for the person to be
managed in a Hospital Place of Safety, Police Officers in attendance will liaise
with the Duty Inspector for further advice and guidance. Hospital POS staff
should iaise with duty manager as required.

The receiving Staff member will record the relevant information after
consultation with the detaining Police Officer

7.5 Assessment at a place of safety

The Police Officers will, in all circumstances search all patients and will
remove from the patient any article or substance that is illicit or could
potentially cause harm to any person. The Police Officers should support the
‘checking in’ process with staff as appropriate to ensure a smooth and safe
handover in the interests of the detainee and members of staff at the Unit.

Nursing Staff will be available to support the assessment by the duty AMHP
and assessing Doctor

Police and Nursing staff are required to complete the Referral Record and
Monitoring Form in a legible manner.

It is essential that this paper record is kept on the detainee’s record whilst at
the Place of Safety.

It is essential that this form is completed accurately to provide information for
data monitoring procedures.

When at a hospital place of safety, the police will not remain with the detained
person once place of safety staff have sufficient basic information for their
requirements and where the patient does not fall into the category of being
uncontrollably violent or posing a threat of violence as defined at section 6.
Police and Nursing staff should work co-operatively with a view to enabling
the Police staff to stay in the PoS suite no longer than 30 minutes or as soon
as practical. There should be no expectation that Police will remain at the
place of safety until the assessment is completed.
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Doctors examining a patient should wherever possible be approved
under section 12 of the Act. If the examination is carried out by a doctor  not
approved under s12 they should record the reasons for this. (CoP paragraph
10.27)

Assessment by the doctor and AMHP should begin as soon as possible
following arrival of the detainee at the Place of Safety. Where possible the
assessment should be undertaken jointly by the doctor and the AMHP. (CoP

paragraph 10.28) There is no statutory timescale for the provision of an
assessment to take place with the 72 hour detention period however national
guidance would recommend face to face contact with the detainee should

commence within 2 hours from the arrival time of the detainee.

(The RCOP Report recommends that face to face contact with the approved mental health
professional and preferably the doctor should start within 3 hours where clinically appropriate,
with an expectation that this will reduce to 2 hours in the longer term. This may be difficult to
achieve in some areas but the standard should be determined by good clinical care rather
than the current staffing provision p6 RCOP 2011)

It is desirable for either a consultant psychiatrist in learning disabilities or an
AMHP with knowledge and experience of working with people with learning
disabilities to be available to make the assessment where it appears that the
detained person has a learning disability. (CoP paragraph 10.29)

Where a person is under 18 or is known to have moved from CAMHS
services, a CAMHS consultant or an AMHP with knowledge and
experience of caring for this age group should undertake the assessment,  if
possible. (CoP paragraph10.30)

7.6 The assessing doctor and AMHP will attend and, carry out the initial
assessment, which may have one of five outcomes:-

e Doctor concludes there is no mental disorder and the patient is
discharged

e Doctor and AMHP conclude that the mental disorder is not of a nature
or degree to warrant admission to hospital for assessment or treatment
but may require arrangements for support from community based
services

e Doctor and AMHP conclude that there is a mental disorder, and
informal admission to hospital is appropriate (under section 131 of the
Act),

e Doctor and AMHP conclude that there is a mental disorder, and the
patient is refusing voluntary admission to hospital. A decision will be
taken as to the suitability of an application under the MHA to detain the
patient for a defined period of time in a hospital.
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7.7

7.8

7.9

7.10

7.11

7.12

7.13

8.1

8.2

9.

9.1

e Doctor and AMHP conclude that there is a mental disorder and the
patient is refusing voluntary admission and they are subject to
Supervised Community Treatment (SCT). Referto 7.9

The maximum period for which a person may be detained in the place of
safety (calculated from the time of arrival) is 72 hours.

If the assessing doctor, having examined the person, concludes that he or she
is not mentally disordered within the meaning of the Act then the person will
be immediately discharged from detention. In all other cases an AMHP must
attend and assess the person before section 136 can be discharged.

Where a detainee is no longer required to remain in the place of safety
following assessment, the AMHP will support the person to return to the
community with appropriate support. In the event of the person not being able
to return to the community via access to their own financial resources, the
Hospital Place of Safety in question will access the necessary funds to
facilitate the person to return home.

Nursing staff are required to carry out recording for the care and support of
the detainee on the relevant clinical record. Please refer to the local
organisational clinical recording/ standard operating procedure for further
guidance.

The AMHP will ensure that a copy of their Mental Health Outline report is also
sent to the relevant community team.

Copies of the section papers should be sent to the MHA administration office
for processing and entering on to the Patient’s records.

Each place of safety should report their activity in accordance with the data
collection requirements on a monthly basis.

PARTNERSHIP IN PRACTICE LIAISON GROUPS (or equivalent)

Local groups should be set up to support the development of multi-agency
practice in respect of the place of safety. The membership of these groups
should be representative of those who participate in the prescribed legal
processes concerning the place of safety. Core membership should include.
AMHPs, Police, Medical, Nursing, Service User reps, CAMHS, Ambulance,
OPMH, LD Services, Custody Health Care staff.

Themes and feedback from these groups should be provided for
consideration to the Strategic Hants and IOW CJ Liaison Group.

DISPUTE MANAGEMENT

Where there are occasional disagreements with the interpretation of practices
concerning s135/136 processes, staff should make every effort to find a
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resolution to a problem in the best interests of detainee and the safety of all
concerned. Where such resolution cannot be established in a timely manner
then staff should escalate the issue to the appropriate line of management in
each respective organisation to agree a satisfactory outcome.

10. POLICY REVIEW

10.1 Policy reviews will be undertaken every three years or earlier if requested by
Health agencies, Local Government or Police Authorities.
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Staff roles, responsibilities and support required

Appendix 1

(as stipulated in ‘Standards on the use of section 136 MHA’ RCOP July 2011)

Role

Police

Exercising judgment that a person in a place to which the public
have access appears to have a mental disorder, poses a risk to his/
her health or safety or to the public and should be ‘removed’ to a
place of safety.

Inform person that they are detained under Section 136 of the
Mental Health Act orally and in writing. May need to be stated
several times.

Exercising judgment that a person’s behaviour may be caused by a
medical problem requiring urgent assessment and treatment in an
emergency department.

Arrange transfer, preferably with ambulance staff, reaching local
agreement on appropriate place of safety and mode of transport.

Escorting and assisting ambulance staff in conveying detained
person to hospital when there is a risk of violence/danger. Rarely
convey in a police vehicle.

Contact place of safety to agree transfer and identify risks.
Ensure Mental Health Act assessment requested in line with locally
agreed procedure.

Provide those making further assessment detailed information on
person’s behaviour giving rise to concern.

Remain in attendance to protect person’s health or safety when they
are in place of safety other than a police station until appropriate
safe local security arrangements can be made.

Providing places of safety within police custody suite for those too
disturbed to be managed elsewhere.

Ensure safety of individual detained in custody suite.

Informing a detained person at a police place of safety of their right
to legal advice and provide verbal and written information regarding

Section 136 and the Police and Criminal Evidence Act.

Informing a person nominated by detained person of their presence
at place of safety.

Agreeing actions for satisfactory return to community of persons
assessed under Section 136 but not admitted to hospital.

Training and support

Training in mental health

Training in evaluation of
a disturbed behaviour.

National and local
guidance.

National and local
policy and procedure.

Local policy and
procedure.

Local policy and
procedure.

Local procedure and
communication form.

Hospital to ensure
adequate staffing
readily available at
place of safety.

Adequate physical
environment.

Risk-management
training.

Written information
readily available in
several languages.
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Appropriate record keeping enabling reasons for use of Section 136
and information for monitoring purposes to be obtained.

Involvement in local policy, procedures and guidance development.

Member of local review group to monitor outcomes and improve
standards with partner agencies.

Ambulance service
Respond to request from police for assistance to convey detained
individual to place of safety.

Determine means of transport, police role in this and appropriate
place of safety.

Convey patients to place of safety.

Convey person from one place of safety to another and from place
of safety to hospital where necessary (with police assistance if
needed).

Occasionally, monitoring sedated patients while transferring to place
of safety.

Involvement in local policy, procedures and guidance development.

Member of local review group to monitor outcomes and improve
standards with partner agencies.

Approved mental health professionals
Provide emergency contact details to police.

Determine whether the person has past psychiatric history, whether
they are currently detained and whether any advanced decisions,
statement or crisis cards exist.

Interview person ‘in a suitable manner’ as soon as possible after
arrival in place of safety. Aim to commence face-to-face assessment
within 3 hours currently and 2 hours in future.

Contact nearest relative as defined by Mental Health Act with
person’s consent or if grounds for consultation outweigh right
to confidentiality under Article 8 of the European Convention on
Human Rights.

Arrange appropriate psychiatric assessment. Consider involvement
of crisis resolution home treatment team.

Consider alternatives to admission.

Consider whether it is appropriate to transfer to another place of
safety.

National guidance
and local policy and
procedure.

Training and support
Standard response time

30 mins unless local
agreement to upgrade to
more urgent response where
no privacy available.

Local procedure to include
use of medical assistance
at scene.

Training in management
Of sedated patient and life
support intervention.

Training and support
Local policy and
procedure.

Sufficient staff to meet
local need.

Local policy and
procedure.
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Arrange admission/transfer to alterative place of safety or admission Local policy and
ward, where needed, contacting ward and completing Mental Health procedure.
Act application.

Exercise authority to convey detained patient using the most Training, local policy
humane and least threatening means. and procedure.

Make necessary arrangements, including transport, where person
not admitted.

Ensure admission ward receives documents, including outline report,
at time of patient’s arrival.

Ensure welfare and safeguarding of dependants and children.
Consider protection of property and pets.

Involvement in local policy, protocols and guidance development.

Member of local review group to monitor outcomes and improve
standards with partner agencies.

Psychiatrists Training and support
Ensure prompt mental health examination, ideally by a Section Training for Section 12
12-approved doctor. and adequate staffing.

Ensure physical healthcare assessment and management, which
may involve a junior psychiatrist.

Where assessing psychiatrist is not Section 12-approved, they
should consult with Section 12-approved psychiatrist before patient
is discharged.

Provide specialist clinical assessment and assist in development of a
care plan.

Make any necessary Mental Health Act recommendation.

Identify admission bed. Local policy and
procedure.

Provide record of assessment, which should be available at time of

transfer if patient admitted to hospital.

Prescribe emergency medication under common law in emergency if
suitably trained staff available to monitor its effect.

Involvement in local policy, procedures and guidance development.

Member of local review group to monitor outcomes and improve
standards with partner agencies.

Second medical opinion (preferably general practitioner or Section 12- Training and support

approved doctor)

Be available so that assessment completed as quickly as possible. Local policy and
procedure.

Where possible should be Section 12-approved if does not know Training for Section 12.
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patient.

Psychiatric nursing staff in place of safety
Ensure adequate information obtained so that appropriate
staffing available when person arrives.

Try and obtain additional information, e.g. case notes and name of
care coordinator.

Alert approved mental health professional unless police have done.
Document time of arrival at place of safety, arrival of approved
mental health professional, doctors and completion of assessment.

Complete initial risk assessment with information from police and
ambulance staff. Ensure no urgent physical health issues.

Advise approved mental health professional of person’s arrival.

Approved mental health professional or nurse to contact
psychiatrist.

Ensure receive detailed information from police.

Advise police when it is safe for them to leave.

Give patient information verbally and in writing on detention under
Section 136.

Inform person with patient’s permission of their whereabouts.
Ensure person’s safety and well-being and safety of others
throughout their stay in Section 136 suite.

Complete notes of assessment and observations in line with

standard clinical policy.

Deal with any incidents that may arise.

Administer and monitor effect of any medication prescribed.

Involvement in local policy, procedures and guidance development.

Member of local review group to monitor outcomes and improve
standards with partner agencies.

Emergency department staff (in addition to roles of psychiatric staff

in place of safety)

Agree when emergency department should be used as a place of
safety.

Understand implications of Section 136.

Local policy and
procedure.

Training and support
Local policy and
procedure.

Local policy and
procedure.

Local monitoring form.

Local policy.

Local policy to determine
paperwork, also used for
monitoring purposes.

Adequate nurse staffing.

Risk assessment and
management training.

Access to staff trained
in physical intervention.

Training in rapid
tranquilisation, life support
and use of resuscitation
equipment.

Training and support

Local policy and
procedure.
Training.
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Ensure suitable environment for assessment of Section 136, to
ensure safety of individual and others, including staff.

Provide emergency medical assessment, treatment and care.
Involvement in local policy, protocols and guidance development.

Member of local review group to monitor outcomes and improve
standards with partner agencies.

Forensic physicians and forensic nurse practitioners

Both forensic physicians and forensic nurse practitioners to assist
police in ensuring person’s safety and well-being pending further
assessment.

Both forensic nurse practitioners and forensic physicians can advise
on fitness to be detained, fitness to interview and to charge.

Either forensic nurse practitioners or forensic physicians may
determine whether appropriate adult required for any police
procedures.

Forensic physicians to assess the patient as expeditiously as
possible following arrival at custody suite as place of safety.

Forensic physicians should determine whether the person is
mentally disordered, within meaning of Mental Health Act and
whether Mental Health Act assessment is required.

To consult with Approved Mental Health Professional, even if person
is not mentally disordered. Particularly important where forensic
physician is not Section 12-approved. Determine arrangements for
further assessment and care.

If the person does not have a mental disorder, they must be
discharged from detention but should be advised to wait for
approved mental health professional assessment to assess and
assist with ongoing care needs.

May assist in Mental Health Act assessment. Preferable to have
Section 12 approval for this role; a long-term goal.

Involvement in local policy, procedures and guidance developments.
Member of local review group to monitor outcomes and improve
standards with partner agencies.

Managers (social services and ambulance services, emergency
departments and mental health services)

Responsible for clear policies and procedures to be in place and
disseminated to frontline staff.

Ensure adequate staffing levels to achieve timely assessments,
safety of all and high standards of care.

Ensure funding available to provide transport for those discharged
from place of safety, where necessary
Check that adequate training is provided.

Training and support
Training in mental health
and risk assessment.

Police and Criminal
Evidence Act applies if
in police station.

Adequate staffing.

Encourage forensic
physicians to be approved
under Section 12 Mental
Health Act.

Training.

Training and support
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Review reliability of data collection for monitoring purposes and that
this is used to improve and sustain high standards of care.

Ensure that regular inter-agency meetings occur to review policy
implementation and changes needed in response to feedback from
monitoring process.

Determine what changes should be made in the light of information
from monitoring and implement changes.

Ensure feedback from users and carers and that they are involved in
training staff of all disciplines.

In addition, for healthcare managers:

Ensure adequate Section 136 suites available in acute psychiatric
facilities, with sufficient staff available at short notice for them to
be safely used to assess the moderately disturbed person, without
ongoing support of police officers.

Health and social care commissioners and planners
Develop adequate provision of suitably designed and staffed places
of safety in psychiatric facilities so that they can be routinely used.

Check that the design of the place of safety in emergency
departments is fit for purpose and that there are sufficient suitably
trained staff for that role.

Ensure adequate staffing of rotas for medical staff with Section 12
approval and approved mental health professionals at all times have been
commissioned and planned so assessments quickly initiated.

Ensure care is delivered to nationally and locally agreed standards in
line with local and national policy.

Users, carers and their organisations
Provide feedback on their experience so that services can be improved.

Assist in training of staff involved in Section 136 detention and assessment

Participate in policy development, monitoring and efforts to improve
the care provided.

Monitoring agencies (Care Quality Commission, Healthcare Inspectorate

Training and support

Training and support

Training and support

Wales and the future National Police Improvement Agency)

Ensure that standards set out in this document are attained and in particular:

. ensure appropriate local policies are in place, involving all the
relevant agencies and that these are easy to access and well
disseminated

. ensure place of safety facilities are of an appropriate
standard

. ensure all staffing levels are adequate to provide timely, high quality
care and that staff receive appropriate training

. ensure sufficient staff in psychiatric facility to minimise use of
police custody suite for this purpose

. review data from local monitoring and compare findings

across country and ensure action plan is in place to address
any problems highlighted; in particular, compare results of
ethnicity monitoring with local census data

. specifically review user and carer involvement in development,
training and monitoring of services.
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Appendix 2
Police and Criminal Evidence Act 1984 (PACE)

32(1) A constable may search any arrested person, in any case where the person to
be searched has been arrested at a place other than a police station, if the constable
has reasonable grounds for believing that the arrested person may present a danger
to himself or others.

32(4) The powers conferred by this section to search a person are not to be
construed as authorising a constable to require a person to remove any of his
clothing in public other than an outer coat, jacket or gloves but they do authorise a
search of a person's mouth.

Note

The search of a persons mouth in these circumstances is no longer an intimate
search.32(8) A constable searching a person in the exercise of the power conferred
by subsection (1) may seize and retain anything he finds, if he has reasonable
grounds for believing that the person searched might use it to cause physical injury
to himself or to any other person.
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Appendix 5

Department of Health Patient Leaflet Information

ADMISSION OF MENTALLY DISORDERED PERSONS
FOUND IN A PUBLIC PLACE

(Section 136 of the Mental Health Act 1983)

1. Patient’s name

2. Name of hospital and ward

Why am | in hospital?

You have been brought to this hospital by a police officer because they are
concerned that you may have a mental disorder and should be seen by a mental
health professional.

You are being kept here under section 136 of the Mental Health Act 1983 so that you
can be assessed to see if you need treatment.

How long will | be here?

You can be kept here (or in another place where you will be safe) for up to 72 hours
so that you can be seen by a doctor and an approved mental health professional.

An approved mental health professional is someone who has been specially trained
to help decide whether people need to kept in hospital.

If the doctor and the approved mental health professional agree that you need to
remain in hospital, a second doctor may be asked to see you to confirm their
decision.

During this time you must not leave unless you are told that you may. If you try to go,
the staff can stop you, and if you leave you can be brought back.

If the doctors and the approved mental health professional have not seen you by the
end of the 72 hours, you will be free to leave. You may decide to stay on as a
voluntary patient. But if you do want to leave, please talk to a member of staff first.
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In your case the 72 hours end at:

Date Time

What happens next?

When the doctors and an approved mental health professional have seen you, they
may say that you need to stay in hospital for longer. They will tell you why and for
how long this is likely to be. You will be given another leaflet that explains what will
happen.

If they decide that you do not have to stay, someone will talk to you about what other
help you should have.

Can | appeal?

No. Even if you do not agree that you need to be in hospital, you cannot appeal
against the decision to keep you here under section 136.

Will | be given treatment?

The hospital staff will tell you about any treatment they think you need. You have the
right to refuse any treatment you do not want. Only in special circumstances, which
would be explained to you, can you be given treatment you do not agree to.

Letting your nearest relative know

A copy of this leaflet will be given to the person the Mental Health Act says is your
nearest relative.

There is a list of people in the Mental Health Act who are treated as your relatives.
Normally, the person who comes highest in that list is your nearest relative. The
hospital staff can give you a leaflet which explains this and what rights your nearest
relative has in connection with your care and treatment.

In your case, we have been told that your nearest relative is:

If you do not want this person to receive a copy of the leaflet, please tell your nurse
or another member of staff.

Reviewer: JB 28
Version: 4
August 2013





Changing your nearest relative

If you do not think this person is suitable to be your nearest relative, you can apply to
the County Court for someone else to be treated as your nearest relative instead.
The hospital staff can give you a leaflet that explains this.

Your letters

All letters sent to you while you are in hospital will be given to you. You can send
letters to anyone except someone who has said they do not want to get letters from
you. Letters to these people can be stopped by the hospital staff.

Code of Practice

There is a Code of Practice that gives advice to the staff in the hospital about the
Mental Health Act and treating people for mental disorder. The staff have to consider
what the Code says when they take decisions about your care. You can ask to see a
copy of the Code, if you want.

How do | complain?

If you want to complain about anything to do with your care and treatment in hospital,
please speak to a member of staff. They may be able to sort the matter out. They
can also give you information about the hospital’s complaints procedure, which you
can use to try to sort out your complaint locally. They can also tell you about any
other people who can help you make a complaint, for example an independent
mental health advocate (see above).

If you do not feel that the hospital complaints procedure can help you, you can
complain to an independent Commission. This is called the Care Quality
Commission and it monitors how the Mental Health Act is used, to make sure it is
used correctly and that patients are cared for properly while they are in hospital. The
hospital staff can give you a leaflet explaining how to contact the Commission.

Further help and information

staff will try to help you. Please ask a member of staff to explain if there is anything in
this leaflet you do not understand or if you have other questions that this leaflet has
not answered.

Please ask if you would like another copy of this leaflet for someone else.

If there is anything you do not understand about your care and treatment, a member of
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Appendix 5
Hampshire Constabulary Leaflet

MH1 0408

Information for a person arrested under
sectlon 136 of the Mental Health Act 1983

You have been amested under Section 136 of the Mental Health Act
18983.

¥ou have been brought to a police station, which is a ‘place of
safety’ (in accordance with Section 135(b) Mental Health Act 1983),
where an assessment of your mental health can be undertaken.

The assessment will be undertaken by an Approved Mental Health
Professional (AMHP) and a doctor.

The detention period under Section 136 of the Mental Health Act
18983 may last up to 72 hours from the time of amival at the ‘place of
Safety” and should not exceed this limit.

You will be provided with your rights both in writing and orally, which
includes the right to have legal advice and to have someone notified
of your ammest.

Whilst in police detention, the police are entitied to search you and

to remove items form you for your own safety and the safety of the
persons caring for you.

Officer in Charge
Hampshire Constabulary

Sk ol Asprogregisos SR i B
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Appendix 7

PLACE OF SAFETY
MENTAL HEALTH MONITORING FORM

Station Code: .......cocevviiiiiiinnns Custody record NO: ........ccoveviiiieineneninnnn. Police URN:

Section 1 - To be completed by arresting officer

Time and date of detention: ......................c.... Place of detention: ..............ccccooiiiiinnen.
Detainee’s Surname: ..........coeeovieiieiiiieeneeennn. Forename(s): «..ocvvveeiiieiie i
Male 0 Female [0 Dateofbirth: ................
ID COOB; oo Self defined ethn|C|ty

70 [0 | (=133

Notes of incident/arrest (continue on page 3 if necessary):

Outcome of PNC, local check and risk factors place of safety assessment (i.e. self-harm,
suicide, violence, impaired judgement, self-neglect, absconding, etc)

Since detention, has the person received any medical attention prior to arrival at a place of
safety? YES [ NOL[O If YES, please describe:

Has the person been restrained? YES O NO O If YES, how & for what length of time?
Is the person suffering from the effects of drink or drugs? YES [0 NO O UNKNOWNL]

If YES, please desCribDe: ... ... it e e e e e e et e e e

Initial place of safety used: S136 Suite [ Emergency DepartmentD Police Station 1 Other
(=TT 01 T

If S136 suite not used, why? S136 Suite full 0 Emergency medical treatment required [ Risk of
violence [ No S136 suite [1 Staffing [J Other [ ... e

Conveyance to place of safety: Ambulance T Police Vehicle O Other (Specify) O.........
Ambulance requested at: Time: vieenn.... Date:
If ambulance not used, why? Rlsk of V|olence 1 Other (Specn‘y) D .............................
Arrival at place of safety: Time: ..........ccceevveinnn . Date: oo,
Has the person been searched? YES O NOUO

Time of departure (Police): ....coovviiiiiiiiiii i Received by: ...........ceoviininis

Name of Officer Reporting: .......ccocovviiiiviiiiii e, Shoulder No: ......ccovvviiennnns

This form must be completed and handed to nursing staff or the custody sergeant before leaving the
place of safety. A copy must be taken for the local Police Mental Health Liaison Officer.

MENTAL HEALTH MONITORING FORM
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Section 2 —To be completed by person receiving patient

Detainee’s Surname: .............ccceceeeeeen FOrename(s): oo

Rights leaflet given and rights read at - Time: ................... Date: ..o
Is the person on medication? YES[ NO[O UNKNOWNLC Comments: ...............
Mental Health Professional Name Contacted at Arrived at

Time Date Time Date
AMHP
1% Doctor
2" Doctor

If there were any delays, please stat reason(s) in Section 3 on the next page

Was the first doctor approved under Section 12 of the Mental Health Act? YESTI NO[OI

Name, address and telephone number of: Friend [0 Relative [0 Next of Kin [J

Where they informed: YESTI NO O

Any incident of concern following detention, including in place of safety?
YESO NOO If YES, please specify: Minor self-harm [ Self-harm requiring medical attention [
Assault [1 Absconsion [0 Other [ Details . e . .

Transfer requested from one place of safety to another prior to S136 assessment being
completed? YESO NOO

Y= T= 10 I o 1= 0 ) £ (=0 (U TCT)
If transfer not facilitated, WhY: ... e e

[T YES, NAME OF UNIL: ...t e e e et e e e et e et e e e e e n e e
2" place of safety —name of unit: .................ocoii Time: ............. Date: ..........
Any further transfers? YES [ NO O If YES, please record details in Section 3 — Other
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Mission Statement for The Orchards

Our mission at the Orchards is to provide a safe, fully accessible, responsive,
effective and high quality mental health service.

We aim to achieve this through motivated and focussed multi-agency and multi-
disciplinary team working in order to provide person-centred, holistic care and
treatment that maintains people’s health, promotes independence, recovery and their
social inclusion.

For Our Patients we aim to:

Provide a high standard of care and best practice through a well trained, professional
and compassionate multi-disciplinary team.

Create sustainable patient involvement and participation throughout their treatment
by facilitating a holistic approach to their care in order to meet individual needs and
goals.

Encourage negotiation and collaboration wherever possible and provide information
and knowledge to enable patients and their carers make informed choices about their
treatment and care which will aid their recovery.

Facilitate effective integration and partnership working with statutory and voluntary
sectors to enable people with mental health needs to improve their quality of life and
promote their social inclusion.

Challenge stigma and discrimination of people with mental health needs through
education and raising the profile of positive mental health promotion at local and
national levels.

Be sensitive and respectful of patient’s individual cultural and spiritual needs.

To value all people equally regardless of their race, religion, sexual orientation, age
or professional group.

To develop and sustain Patient Advocacy Services, PALS and Carers Forums.
For Our Staff we aim to:

Promote positive, professional working relationships by creating an inclusive and
supportive culture through good communication skills, team building and strong
leadership.

Recognise and respect the diversity of skills and that all staff members have an equal
and distinct contribution to make in providing an excellence service for our patients
and their carers.

To maintain a culture of improvement and excellence through regular training and
development of all staff.

Promote an effective and sustainable work/life balance for all team members.

Ensure our service is evidence based, safe, effective and fully accountable through
regular audit and by upholding the principles of the NHS and clinical governance.

Acknowledge and celebrate success for staff and patients.
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INTRODUCTION

In-patient acute beds within The Orchards form the service provision for
individuals requiring assessment and/or treatment for acute mental
illness who are of working age and who live in Portsmouth with a
Portsmouth GP. The Unit comprises of two wards; a 20 bedded mixed
Acute Ward and an 11 bedded Psychiatric Intensive Care Ward (PICU).
The services form part of a planned and integrated whole system
approach to care which is delivered in conjunction with Community
Mental Health Services.

AIMS OF SERVICE

The Acute Care Pathway aims to provide a high quality service to
people, normally of working age, who require either intensive support at
home during an episode of acute illness (see Crisis Resolution and
Home Treatment SOP), or who may require admission to an Acute
Mental Health Ward.

OBJECTIVES OF THE SERVICE

Care is personalised to the needs of the individual and offers them
choice and control over the delivery of support. Care will address mental
and physical health concerns, with an approach that encompasses
accommodation, occupation, education and other social care needs.
These will vary greatly from one service user to the next. As a result
everyone will need care that is individualised. We will therefore work
closely with other service providers to provide the least restrictive
approach to care, preferably in the person’s own home.

To provide recovery-oriented services that focuses on the strengths of
individuals and encourages them to maintain their independence, choice
and control. We know that the approach we take in offering care and
treatment is very important to people — it's not only what we do, but how
we do it that matters. We recognise service users are ‘experts by
experience’ and will make sure these values are embedded in our
services so that they are apparent in everything we do.

The Orchards will have effective partnership working with carers and
families. We recognise the crucial role of carers and families, and
acknowledge they are members of the extended care team and need
appropriate information and support in their own right. When appropriate,
they should be involved in the assessment, treatment and recovery
process.

CRITERIA FOR ADMISSION FOR IN-PATIENT CARE

4.1 Solent NHS Trust is committed to ensuring that whenever an in-patient

admission for mental health problems is being considered other options





for treatment, in a less restrictive environment, will have been ruled out
first.

4.2 Crisis Resolution and Home Treatment Teams (CRHT) offer a 24 hour 7
days a week consultation and assessment service. CRHT offer home
treatment as an alternative to hospital admission when clinically
appropriate.

4.3 CRHT should be consulted prior to any admission and to consider with the
referrer, whether home treatment may be a viable alternative to in-patient
care. A same day assessment will be arranged whenever this is
required. CRHT act as the gatekeepers to inpatient beds and therefore
all admissions should be via CRHT.

4.4 Ward Managers (or their delegated representatives) will ensure the above
standards are met prior to admission. They must not accept a service
user for admission unless CRHT have been involved in the decision to
admit.

4.5 Staff or their close relatives who require admission to a mental health
facility would not usually be admitted to their local Unit but would be
admitted to another Trust via a reciprocal arrangement.  Solent NHS
Trust’s arrangement is with the Isle of Wight.

4.6 Service users requiring admission for detoxification for substance or
alcohol misuse only will not be eligible for admission to an acute mental
health assessment and treatment ward for the sole intervention of a
detox. They should access an appropriate facility via Substance Misuse
Services.

5 SERVICE USER PROFILE

5.1 The acute ward accepts admissions for adults with acute mental illness
that requires assessment and treatment, when there is no viable
alternative to in-patient admission.

5.2 Adults over the age of 65 years with a functional mental iliness can be
admitted to the acute ward. If a ward for older people is available this
may be more appropriate. The most appropriate ward will be assessed
during the admission procedures and agreed with the Ward Manager (or
delegated representative). Out of office hours this would be agreed by
the bleep-holder.

5.3 Young People under 18 years of age should not be admitted to an adult
psychiatric ward. CAMHS provide age appropriate accommodation and
expertise.

In the event of no available CAMHS beds or where the risks are deemed
too high to be managed at home, CAMHS should seek a bed in the child
and adolescent independent sector in the first instance.





If there are no available beds there, the decision to use an adult bed as
an emergency measure must be agreed by the Operational Manager and
Clinical Director after determining the level of risk/need of the young
person. CAMHS will support this. If an adolescent does have to be
admitted to an adult acute ward it is the expectation that CAMHS would
offer advice during the period of in-patient care. Any under 18
admissions will require 1:1 observations which should be organised and
staffed by CAMHS staff.

These exceptional circumstances will need to be recorded as an incident
as it is in breach of the National Mandate in relation to 16/ 17 year olds
being admitted to adult psychiatrist inpatient wards and Commissioners
will be informed.

5.4 Service users with mild/moderate learning disability may be admitted

when there is a diagnosed mental illness that requires treatment. When
such an admission occurs staff will work with the relevant Consultant and
staff from Community Learning Disability Services.

5.5 The acute ward is an open ward. It is not possible to manage service

users who are particularly violent, aggressive or a serious suicide risk. In
such cases, and following a clinical discussion, a transfer will be
arranged to the Psychiatric Intensive Care Unit (PICU) until the period of
high risk is controlled. During this time the acute ward Named Nurse and
the Care Co-ordinator will maintain contact with the service user and the
PICU ward. The service user will be transferred back to an acute ward as
soon as clinically appropriate and in line with the Guidelines on Transfers
of service users between wards and departments.

5.6 The PICU is for service users who are compulsorily detained, who require

6.1

detention in a secure condition, and who are in an acutely disturbed
phase of a serious mental disorder. There is an associated loss of
capacity for self control, with a corresponding increase in risk, which
does not enable their safe, therapeutic management and treatment on an
open acute ward. Length of stay should be a maximum of 4 weeks
where possible.

SPECIALIST FUNCTIONS
MENTAL HEALTH ACT

It is sometimes necessary for Practitioners from the Mental Health
Teams to consider use of the Mental Health Act 1983 for people
suffering from a mental health disorder. This option should be discussed
fully between the service user and members of his/her care team, where
practicable. The care team may consist of such people as the service
users Psychiatrist, Care Co-ordinator, the Approved Mental Health
Practitioner their GP, other professionals or volunteers relevant to the





6.2

6.3

7

service user’s care and relatives and friends who are involved. The Unit
has two MHA Administrators.

MENTAL CAPACITY ACT

Assessment of capacity to consent to treatment should be completed on
admission to The Orchards. For inpatients there should also be
assessment and documentation of capacity to consent to be an inpatient.
Capacity should be reviewed when there are significant changes in the
service user’s care plan, residential support, treatment plans or any other
life changing decisions. Capacity assessments should also be completed
where there is a risk to self or a risk to others, including safeguarding
concerns.

SOCIAL CARE AND SAFEGUARDING

The following aspects of social care delivery are essential in Acute Care
and supported by Social Care staff and integrated teams who also fulfil
the statutory responsibilities:

e To safeguard and promote the welfare of adults in line with the
Safeguarding Policy.

e To safeguard and promote the welfare of children in line with
‘Working Together to Safeguard Children’ (A guide to inter-agency
working to safeguard and promote the welfare of children).

e To undertake assessments in respect of the duty to carers, to
provide care under the Carers Recognition and Service Act 1995.

e  To promote the welfare of people ordinarily resident in the area who
are mentally disordered under the National Assistance Act 1948
and to register them as disabled should they meet the required
criteria.

e Acute Care staff maintain responsibility for identifying these issues
and making appropriate referrals.

ADMISSION PROCESS

7.1 The CRHT professional arranging the admission should notify the ward

and ensure a bed is available. The admitting team must hand over the
care of the service user to the admitting Nurse at The Orchards.
Information about whether the service user has children and who they
remain in the care of must also be handed over to the admitting Nurse.
Where a service user has a child under the age of 5 years, in
consultation with the service user, the referring team should give
consideration to informing the Health Visitor. It will not be acceptable to
admit a patient without a full handover of mental state and current risk.
Should this happen, an AER form must be completed.

7.2 Clear admission objectives should be handed over to the admitting Nurse

and recorded on RIO progress notes by the admitting professional.





7.3

7.4

7.5

7.6

7.7

7.8

The admitting Nurse on the ward will ensure the service user is
appropriately received and the admission assessment of mental state
and risk (including physical health) is completed with the team
Consultant or the On-call Doctor Out Of Hours (OOHS).

A 72 hour plan will be agreed by the admitting Nurse, Team Consultant,
the On-call Doctor OOHSs, relevant carers if present and whenever
possible the service user. The care plan should be completed following
the completion of the mental state and risk assessments by the admitting
team, ideally on the day of admission, and a copy given to the service
user.

The risk assessments, HONOS score and care cluster should be
completed by the admitting team i.e. CRHT.

It is important that service users are not subjected to having the same
information requested time and time again. Nevertheless on admission it
is necessary to assess the current mental state and risks and the
reasons underlying the admission. During the course of the admission
this understanding will be increased as further information becomes
available. All information should be recorded on RIO.

Service users admitted under a compulsory order of the Mental Health
Act will be given information leaflets regarding their detention and legal
rights and this will be clearly documented on RIO. All relevant Mental
Health Act forms should be completed. Staff will be mindful that some
service users may require support and assistance in reading and
understanding the information on their rights. Should the service user
have a learning disability the local Learning Disability Services should be
involved to assist with this process. The explanation of the service user’s
rights will be repeated throughout the period of detention to ensure
understanding.

On the first working day following the admission the Named Nurse (or
Nurse in Charge) will notify the relevant Community Team that the
admission has occurred. This will be done by admission fax. If the
service user is not known to the service a Care Co-Ordinator should be
identified within 7 working days.

7.9 General Practitioners will be notified by the ward staff of the admission on

the first working day after the admission has taken place. This will be
done by admission fax.

7.10 During the admission process the needs of carers will be considered and

they will be given information regarding assessments and any other local
help that can be accessed through local carers groups.

7.11 On admission service users will be given the following information:

. [1Patients Information/\Welcome Book.
o OlInformation on any drugs prescribed (if appropriate).
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o [Legal Rights leaflets for detained service users (if appropriate).
o [IRights on the informal patient.

7.12 The use of illegal drugs (including so called legal highs) and alcohol is

prohibited on the ward. If a service user is found to have them on
admission they will be removed and illegal drugs will be destroyed as per
protocol and the Police notified. Drug paraphernalia and ‘legal’ highs will
be returned to the service user on discharge with health education on
legal highs. Should carers, relatives or friends bring alcohol or drugs on
to the ward or be under the influence of any substance they will be asked
to leave and have their visitation rights restricted.  Should patients
actively use illegal substances or alcohol whilst an inpatient, a warning
should be given and consideration given to discharge if risk permits.

7.13 Male and female service users will not share sleeping accommodation,

toilet or washing facilities. They will not have to pass through sleeping,
toilet or washing areas of the opposite sex to access their own.

7.14 The Consultant will contact the family/carers within 24 hrs of admission

8.1

8.2

8.3

8.4

8.5

to ensure that they are involved and to gain information.
REFERRAL TO PICU

Detention in a locked environment constitutes a fundamental loss of
freedom for an individual. Staff will work collaboratively with referring
wards and agencies to ensure that admission is the necessary minimum
intervention and is therapeutically appropriate to the level of need/risks.

PICU is for service users who have a serious mental illness with
significant risks of aggression, absconding (with associated serious risk),
suicide or vulnerability (e.g. sexual disinhibition or hyperactivity,
seriously compromised judgement etc.) and cannot be safely assessed
or treated on an open acute inpatient facility.

Referrals will be accepted from any member of the patients’ ward Multi-
Disciplinary Team (MDT), CRHT or via the Courts. Referrals from HMP
will be sent to the substantive Responsible Clinician for the appropriate
team. RIO risk assessment modules need to be completed by members
of the Multi-Disciplinary Team (MDT) prior to admission. The
assessment provided will include objective measures of clinical
symptomatology. This screening will be conducted by any qualified
member of the PICU team (see Appendix 1 for the Admission Pathway).

It is expected that referrals from the community will be discussed with
CRHT. Transfers between Acute and PICU wards will be discussed
directly between wards or at the daily MDT meeting.

The decision to admit will be confirmed following receipt of all relevant

and necessary information. The standard is that a full consultation and
agreement of transfer must be in place before arranging transfer.
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PRISON CMHT REFERRALS AND COURT DIRECTIONS TO PICU

9.1 Where requests for a PICU placement for assessment and/or treatment

of service users within the Criminal Justice Service are made by
direction of a Court, a professional member of the Prison CMHT will
liaise directly with PICU team and the Consultant Psychiatrist for the
patient’s originating area in order to facilitate the assessment. Priority for
admission will be given to this patient group due to their special
circumstances and the nature of the judicial process.

10 FINDING A BED

10.1 Initially the Bed Manager (in hours) will determine bed availability for the

Acute Care Pathway. Where possible, the service user should always
be admitted to The Orchards.

10.2 If there is no bed available or the service user requires a bed elsewhere

11

(staff sensitive), the Bed Manager and CRHT will attempt to create a bed
by facilitating early discharge or contact the service with the reciprocal
arrangement for staff sensitive admission. If a bed cannot be created
then the ECR protocol (Appendix 2) should be followed.

KEY CLINICAL PROCESSES

This section should be considered with reference to the Trust ‘Admission,
Discharge and Transfer’ Policy.

11.1 INTERFACE WITH CRHT AND RECOVERY TEAMS

e The Acute Care Services Operational Meeting will be the place
where care standards are reviewed and developments in practice
and policy agreed. Service user involvement will be integral to this
process.

e The Acute Care Team will need to ensure robust systems are in
place to ensure close liaison is maintained with the Recovery
Teams. Each Recovery Team will have a link person to attend the
MDT twice a week and conduct patient visits, ward CPA’s and
professional meetings on these days.

e The Recovery Team will maintain regular contact with the wards
throughout time in acute care. The Orchards will work with
Recovery Team staff to define the purpose and goals of admission,
and begin discharge planning from the time of admission. Care Co-
Ordinator’s will have at least fortnightly contact unless requested by
the ward. The link person will keep the Care Co-Ordinator updated
outside these visits.

e  CRHT will attend the daily MDT meeting to accept referrals for early
discharge and notify the wards of any pending admissions.

12





11.2 SERVICE USER ALLOCATION

When a service user is admitted to the wards, they will be allocated a
Named Nurse. The role of Named Nurse does carry with it specific
responsibilities including:

e Developing a plan of care collaboratively with the service user and
ensuring that liaison occurs with the Care Co-ordinator and relevant
others.

e Overseeing the service user's care while open to the team and
ensuring that their views and decisions are integral to the care plan
process and recorded verbatim.

o Ensuring that the RIO record includes the MHMDS, HoNOS/care
cluster at admission by admitting team, permission to share form,
up to date risk assessment, CPA status, correct leave status, up to
date care plans including mental state, risk and medication.

11.3 ASSESSMENT ON ADMISSION TO THE WARD

11.3.1 On arrival at the inpatient unit a member of staff will be responsible for
initial co-ordination of the service user's admission pathway. The
member of staff allocated will enter details of the admission where
appropriate on to the localised electronic systems and will complete the
admission pathway as much as they are able to within his/her shift and
will ensure that outstanding actions are handed over to the oncoming
member of staff. A Named Nurse will be allocated on admission and will
ensure the admission pathway is completed.

11.3.2 Where possible all service users should have a physical examination
by a Doctor as soon as possible. Where a service user is transferred
from another inpatient unit or Accident & Emergency and where
documentation of a recent physical examination is available a further
physical examination would not be routinely required unless clinically
necessary. Where service users are admitted after 4.30pm a physical
examination may be delayed until the next day unless clinical staff
believe it should be done more urgently. The Duty Doctor should be
made aware of admissions and a joint decision should be made with the
Nurse and OOH Doctor as to whether they need to attend. They may
need to attend due to a LTC or a NEWS score warranting attention. If the
former is agreed, the inpatient Doctor can then undertake this
assessment the next day. On admission pulse, blood pressure and
temperature should be observed and recorded by nursing staff, urine
analysis should be carried out and height and weight should be recorded
within 2 days of admission. The rational behind any decision not to carry
out or delay a physical examination on a service user must be recorded
on RIO.
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11.4 ADMISSION UNDER THE MENTAL HEALTH ACT

11.4.1 Statutory documents (section papers) should be received and
scrutinised by staff who have been authorised to do so, following the
appropriate training. A Form 14 - Record of Receipt of Medical
Recommendations and Formal Admission to Hospital should be
completed. An Approved Mental Health Practitioner should ensure that
the formal transfer of paperwork is completed before he/she leaves.

11.4.2 The Approved Mental Health Practitioner should complete an outline
report (MH2) which must be completed before the Social Worker leaves
the ward. He/she should refer to the MHA Policy for the Trust and AMHP
handbook.

11.4.3 Service users should be given information concerning the Section,
which authorises his/her detention and his/her right of appeal, at the
earliest opportunity following detention. A record of the discussion with
the service user must be made on the Section 132 form, including failed
attempts and the reason(s). Information regarding consent for the
nearest relative to be informed of the service user’s detention (unless the
service user with holds his/her consent) should also be included on the
form. The service user must be provided with the appropriate MHA
leaflet.

Statutory documents together with the Administrative checklist, AMHP
outline report and Section 132 form should be delivered to the MHA
Administrator at the earliest opportunity.

11.5 ADMISSION OBJECTIVES

11.5.1 Should admission to acute care be necessary the referring/admitting
team in conjunction with the ward will devise admission objectives.
Where possible these should be done collaboratively with the service
user, carer and their family.

11.5.2 The objectives should clearly state the purpose of admission either to
hospital, what treatment should be considered and what outcomes would
suggest that the person is ready for transfer from acute care to a less
restrictive community service. Where the service user is admitted to
hospital, all objectives should state the expected length of admission and
identify any possible barriers or obstacles that need addressing to enable
a smooth discharge from hospital, and transfer to the least restrictive
community service.

11.5.3 If the admission to hospital extends beyond 14 days there should be a

review of the admission objectives by the Care Co-Ordinator (or deputy)
and ward staff.
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11.6 RISK ASSESSMENT AND MANAGEMENT

Risk assessment should be a core component of any mental health or
learning disability assessment, in any setting. The Department of Health
Guidance, Best Practice in Managing Risk (DOH 2007) provides a
framework based on the principle that modern risk assessment should
be structured, evidence-based and as consistent as possible across
settings and across service providers. The assessment of clinical risk
and subsequent management of the identified risk is integral to care
planning and in particular, the management of service user safety in
Solent NHS Trust.

A full clinical risk assessment should be carried out on all service users
admitted to the Unit by MDT. In order to support a clearer approach to
recording, the risk summary within the patient’s records should be
formatted as below:

o Risk Overview: To include a brief description of current risks
(including physical health risks).

o Historical Overview: To briefly describe any historical risks that are
not covered in risk overview. Historical elements will be in the boxes
above also to help keep it brief.

o Dynamic Factors: To include the signs and triggers that would
indicate a possible escalation in risk. These should be both clinical
factors and situational factors (housing, relationships etc.).
Substance misuse should also be included here.

o Protective factors: To include any factors that help reduce/mitigate
an escalation in risk.

On a daily basis the trained Nurse in Charge of the shift will carry out a
risk assessment before the service users leave the Unit.

Environment risk assessments are carried out on an annual basis by the
Modern Matron.

Any unexpected risk factors which occur either clinically or
environmentally will be risk assessed by the Modern Matron / Senior
Nurses at the time they occur.

11.7 CARE PROGRAMME APPROACH

11.7.1 This is the framework for the Acute Care Team to assess, plan,
implement, review and evaluate the care delivered to each service user
based on their individual strengths and needs. This is a collaborative
process developed with the service users, their carers if appropriate, and
other individuals / professionals as identified. If the individual, for
whatever reason, chooses not to participate in the process, a care plan
will be developed by the professionals involved as collaboratively as
possible.

15





11.7.

11.7.

11.8

11.8.

2 The CPA will be reviewed at a time of significant change, or at the
request of the service user. All service users will be invited to sign their
care plan and be offered a copy. They will also be asked to sign a
‘consent to share’ information document, itemising those people the
individual allows us to communicate with.

3 STANDARDS FOR CARE PLANNING FOR ACUTE CARE:

The initial care plan will be completed on transfer to the ward in 24

hours.

e The care plan will be based on most up to date assessment and
risk assessment and will relate to the reason acute care is required.

e  The care plan will have the problem/needs described, which should
also be from service user perspective.

e The care plan will detail goals and interventions required and
include the service user’s strengths e.g. coping strategies.

o In addition crisis management plans will document who staff can
contact if unable to make contact with the service user at an agreed
time.

o Risks identified must be clearly recorded in the care plan/crisis plan
as to how these risks can be managed. This should be agreed with
the service user.

REVIEW OF CARE PLAN

Formal care plan reviews will take place a minimum of once a week
within the Multi-Disciplinary Team. This formal review will be recorded in
the service user’s RIO record. The formal review will involve the views of
the service user wherever possible. The CPA process will be the
foundation for care planning and should use recovery based approaches,
making use of service user’'s strengths and resources, as well as the
problems or difficulties they are encountering.

1 CARE REVIEW PROCESS

Post admission review — There will be a Multi-Disciplinary Team
meeting within the first 72 hours of admission to devise and agree a
plan of care and review and update the risk assessment.

There will be a daily (Monday-Friday) Multi-Disciplinary Team meeting
where the care of all service users will be reviewed to ensure there are
clear admission objectives, agreed plans of care are effective and that
discharge plans remain on track. This will be a chaired meeting which
will focus on essential clinical discussion on new clinical information,
treatment progress, risk and tasks.

A discharge planning meeting must occur prior to the service user
leaving hospital, this should involve the Care Co-ordinator. All service
users will have a written discharge from hospital care plan which will
have been developed collaboratively with them and where appropriate
with their carers. This plan must include contact details for those
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involved in their care, details of next appointment and an up-to-date
crisis plan to include the Out Of Hours number.

To ensure continuity and review of care the handover process will
maintain standards for communication of changes to risk management,
care plans, update on RIO, observation levels, medicines omissions
and issues and current care needs.

11.9 WORKING WITH CARERS

o Services will work to gain consent from the service user to involve
their carers/significant other in assessment, care planning and
treatment.

o Carers will be offered information on where to obtain a carers
assessment and support.

e  Where consent to share is obtained, carers will be informed where
service users are being transferred between teams and the reasons
why explained.

11.10 CARE CLUSTER ALLOCATION

12

The referring team has responsibility for allocating a care cluster. This
should be done by CRHT or the Recovery Team on referral to the wards.
The ward is responsible for reviewing the care cluster on transfer back to
CRHT or the Recovery Team.

LEAVE

o Nursing staff facilitate escorted leave when an up-dated risk
assessment indicates this is appropriate and medical agreement
has been given.

o Informal service users are asked to engage in the 5 C’s risk
assessment prior to going out on leave. This must be documented
on RIO.

e  When in-patients are held under an Order of the Mental Health Act,
Section 17 Leave must be written correctly and checked by nursing
staff before granting leave. Again, the 5C’s must be followed prior
to leave.

o If nursing staff believe that there is a risk to the detained service
user or others then leave must be refused at that point.

o If nursing staff believe that there is a risk to the informal service
user or to others to utilise leave, then the service user should be
asked to remain on the ward until seen and assessed by a medic.
If the service user refuses to stay then Nurses holding power should
be considered until a medical assessment can take place.
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If a service user returns from leave early due to a deterioration in
mental state, they should not be allowed further leave until a joint
mental health and risk assessment has taken place with a Nurse
and a Doctor.

If a service user returns from leave under the influence of alcohol or
illicit substances nursing staff will undertake an assessment. The
physical health of the service user may be compromised due to
intoxication and staff will undertake NEWS in order to assess this
and inform the Doctor accordingly. If the service user is heavily
intoxicated the patient’'s observation levels will be reviewed in line
with the NEWS assessment. If the service user is intoxicated and
requiring medication, advice should be sought from the Doctor prior
to administration.

If a service user is AWOL, Solent NHS Trust Missing Person Policy
should be followed. Once returned, the service user should not be
allowed further leave until a joint mental health and risk assessment
has taken place with a Nurse and a Doctor.

13 CLINICAL RECORD KEEPING

14

Good clinical record keeping underpins robust decision making.

The Trust has in place an electronic patient record which can be
accessed by any clinician involved in the patient care, and the expected
minimum standards in respect of record keeping are that clinical records

will:

Be available on the ward where the patient is being cared for.
Contain a complete set of identification data.

Be factual, consistent and accurate.

Have entries that are made as soon as possible after an event has
occurred, providing current information on the care and condition of
the patient (if the date and time differs from that of when the records
are written up, this should be clearly noted under the signature,
printed name and position/grade).

Identify all entries relating to 1:1 contact time with the patient’s
Named Nurse by stating this at the top of the entry.

Not include abbreviations unless absolutely necessary. In cases
where they are used they should be written out in full the first time
they are used within that particular entry.

TRANSFER TO OLDER PERSONS MENTAL HEALTH (OPMH)
SERVICES

Transfer to OPMH services can only take place following a referral
as per agreed protocols.

If it is mutually agreed that the service user care needs are best met
by OPMH services an agreed date can be arranged for transfer.
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TRANSFER TO AND FROM GENERAL HOSPITAL

o During normal working hours the Consultant / Ward Doctor will
liaise with the relevant clinician within Portsmouth Hospitals Trust
(PHT) to agree appropriate action. Out of hours the Duty Doctor will
facilitate the discussion and agreed action.

e Transferring back to the Unit from PHT the service user will need to
be fully assessed by the Ward Doctor/nursing team as to their
suitability to return to the Unit and to manage any ongoing
condition.

o In the event of a medical emergency staff will follow the ‘Medical
Emergency Procedure’.

DISCHARGE FROM THE MENTAL HEALTH UNIT

o Discharge planning commences at the beginning of any in-patient
episode and is addressed within the care plan.

e A pre-discharge CPA is held. The GP, together with the service
user, relevant carers, the Multi-Disciplinary Team and any other
involved agencies are invited.

e Attention will be given to the home situation to ensure identified
social care needs have been addressed and return home is
practicable and safe prior to discharge.

o Community Teams will attend the daily MDT reviews once a week,
or have regular contact with the Named Nurse (or delegated
representative) to consider whether early discharge with CRHT and
day treatment could be considered.

e A Community Team representative will be present at reviews and
ensure that community services are commenced as planned
following the patient’s discharge from hospital. A representative
from Older Peoples Services and Learning Disability Services will
be present when a service user requiring their services is to be
discharged.

o Discharge against medical advice or following inappropriate
behaviour (such as the use of alcohol or illegal drugs on the ward),
will sometimes occur. When this happens during normal working
hours ward staff will ensure the carers, the Community Team and
any other relevant community services are notified immediately.

e When an unplanned discharge occurs outside normal working
hours or over a weekend or bank holiday the Nurse in Charge (or
delegated representative) will contact the relevant carers to inform
them of the unplanned discharge. Possible risks will be assessed
and the Nurse in Charge (or their delegated representative) will
consider the most appropriate short term follow-up. This may be by
way of CRHT or the GP. The bleep-holder and On Call Manager will
be advised of the situation and the actions taken.

o The use of drugs or alcohol whilst an in-patient may lead to
immediate discharge if this action is clinically appropriate. The use
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of illegal drugs is a criminal offence and if this occurs on the ward
the Police will be notified according to the agreed procedures

e When any unplanned discharge occur the Care Co-ordinator is
responsible for arranging an urgent home visit/contact within 7
working days in accordance with 7 day follow up procedure, and an
early CPA review.

e The final CPA review, prior to discharge, should identify the date of
the first community review, the level of CPA on discharge and the
name of the Care Co-ordinator. The date for the 7 day follow-up
contact will be agreed in accordance with the7 day follow up
procedure.

e All service users will be encouraged to complete an “Advanced
Directive” indicating their views on treatment should in-patient
admission be required at any future date.

e  The Risk Summary must be updated on discharge from the ward to
ensure that the risk captured is reflective of the admission and the
current risk status is accurate.

e The GP is notified of the discharge by ward staff within 48 hours
and the discharge summary is sent within 4 days.

17 SERVICES FOR IN-PATIENTS

Advice is offered by nursing and community staff on a range of issues
including:

[JRights under the Mental Health Act.

Patient Advocacy Service (SEAP).

[JPatients Advisory Liaison Services (PALS).

[JHousing Issues.

[JWelfare Benefits.

OLocal Carers Groups.

17.1 Specific services will be arranged for service users from different ethnic
backgrounds and an interpreter will be identified if this is required.

17.2 Facilities for service users include a ward telephone and newspapers.
Such items as confectionery and soft drinks are available in reception
vending machines. Staff hold a small supply of emergency toiletries.

17.3Ward activities are organised daily for service users and are available on
the ward notice board. These may include games, discussions and
organised activities.

17.40ccupational Therapy (OT) is part of a service users treatment
throughout an admission with sessions on the ward, in the OT
Department and in the community. There is opportunity for the service
user to continue planned treatment after discharge.

17.5 A female lounge is available on the acute ward. When a female lounge is
unavailable a quiet area for sitting is set aside for this purpose.
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17.6 On the ward there is a picture board showing photographs of staff to aid
identification.

17.7 There will be a daily coffee morning and weekly Community Meeting for
all patients and staff to discuss issues on the ward.

17.8 There is a service user gym and access to yoga sessions.

18 SERVICE USER INDUCTION

18.1 VISITING

The Orchards has set visiting times. These are subject to change
so please get accurate times from the ward. Visiting times can be
flexible in discussion with the MDT.

It is important that visiting times do not interfere with protected meal
times and planned activities.

18.2 CHILDREN VISITING

Children are welcome to visit during visiting times but must be
supervised at all times in line with the Solent NHS Trust ‘Visiting
Policy’ and guidelines.

The designated family room is to be used for visiting.

18.3 SERVICE USERS’ PROPERTY AND MONEY

In line with the Solent Trust Policy and Procedure for 'Patients
Property Management' service users are encouraged not to bring
valuables into the Unit.

The Nurse in Charge of the shift is responsible for ensuring that on
the admission/transfer of the service user that a property sheet is
completed identifying all of the property, valuables, money, etc.
Nursing staff are responsible for completing the necessary
paperwork required for valuables and money which if can't be sent
back out with relatives, then it will be stored in The Orchards safe in
Reception

Service users requesting staff to look after money etc., outside of
normal working hours can store this in the Unit safe overnight, and
be returned to the service user the following day. If the property in
guestion is too large for storage in the Unit then discussion is to
take place with the Care Co-ordinator who may make arrangements
for the property to be put in storage.

Service users who have large amounts of money on their person
against advice from staff need to complete a disclaimer form. In
addition each room has a bedside cabinet with a locked drawer
where money and/or valuables could be kept.
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. Service users are responsible for the safe keeping of their property
whilst on the Unit and should be assisted by staff to store things
away safely in their bedrooms which automatically lock on closure.

« Service users are to respect property of the Unit, staff and other
service users.

. Staff have a duty of care to assist service users to look after their
property/possessions if there is deterioration in their mental state
and assist service users to look for their property which may have
gone missing on the Unit.

. Staff are to assist service users to contact the Police if property
appears to have been stolen.

. Staff are to complete an Incident report in line with Trust policy in
the event this happens and record the list of items/money which
may have gone missing in the clinical records.

HEALTH & SAFETY

On the ward the health and safety of staff, service users and visitors is of
high importance. Any kind of violence — verbal or physical — to staff,
service users and visitors will not be tolerated and may well be reported
to the Police and a criminal prosecution may follow. The Trust operates
a zero tolerance approach to abuse.

It is the general duty of every member of staff to take reasonable care of
their own health and safety and that of others. This includes the use of
necessary safety devices and protective clothing, and to co-operate with
Managers in meeting responsibilities under Health and Safety legislation.
Staff should report all concerns of a health and safety nature to the Ward
Manager (or delegated representative) for appropriate action.

RESTRICTED ITEMS

Patients will be screened for illicit substances on a random basis during
their  stay  where indicated as part of the care.

For safety reasons some items are restricted on the Unit, in the event
that there is any evidence that restricted items may have been brought
onto the Unit, full room searches will be considered.

Restricted items include the following:

. Alcohol.

. lllicit substances.

. Medication — prescribed and non-prescribed.

. Sharps — razors, scissors, etc (staff should refer to the Standard
Operating Procedure for the safe management of sharp implements
on the adult acute inpatient wards for guidance on how these are to
be stored on the wards).

. Matches/lighters (an electronic cigarette lighter is provided in the
smoking area).

. Any item that can potentially be used as a weapon.
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This is not an exhaustive list and staff should use their judgment as to
any items which they consider could pose a risk to staff, patients or
visitors on the Unit.

Any patients found with any of these items, will have them removed and
either destroyed or placed into safe storage.

COMMENTS, COMPLAINTS AND COMPLIMENTS

All comments, complaints and compliments will be dealt with by the
PALS and Complaints Service. Any comment, complaint or compliment
should first be made directly to the Ward Manager. If a resolution cannot
be sought then it should be escalated to PALS and Complaints
Department. A leaflet outlining the procedures is available on the ward.

CATERING

e  The admitting Nurse/Named Nurse will complete a nutritional profile
and discuss dietary and nutritional needs/preferences on
admission.

o Service users may seek the advice of a Dietician if they have
special needs.

e Their Named Nurse can refer service users to the Dieticians
Department.

e  The Hostess will order the food daily from the main kitchen and will
ask service users their choice.

o Service users will be asked to make a choice from the menus
provided.

o Meals will be served by the Hostess or Health Care Support Worker
(HCSW) in the dining room.

e A supply of breakfast cereal and small supply of other dry supplies
will be kept on the Unit, and will be available on request.

o Bread and milk will be delivered daily.

e Yogurts and fruit will be available for snacking throughout the day.

TELEPHONES

e  The Trust Policy on the use of mobile phones and internet will be
followed.

e A pay phone will be available in the entrance hall for use by both
service users and visitors alike and each individual will be
personally responsible for paying for its use.

e  All incoming telephone calls for service users will be directed to the
pay phone.

e  Mobile phones can be used at the discretion of the nursing staff
ensuring that a therapeutic environment is maintained. Staff will use
mobile phones for business use only.
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o Service users will be permitted to use the main ward phones to
keep in contact with family and friends if leave has been stopped or
exceptional circumstances e.g:

Solicitor.

Benefits agencies.

Keeping contact with family and friends.

When their contact is restricted with others because of
restrictions of the Mental Health Act.

LOCKED DOOR

o Hawthorn Ward operates an open door policy.

e The 'Locked Door Policy sets out "How under particular
circumstances, a person in charge of a clinical area may decide to
lock an area within their sphere of responsibility in order to ensure
the safety and well-being of particular patient(s)".

e The policy outlines the considerations and procedures that are
recommended within the Code of Practice and must be followed
when detention is necessary.

o In the event that the door is locked a notice of explanation will be
displayed.

e  The staff area will be locked and the front door locked at night and
staff will hold the keys.

GARDEN

e There is a garden surrounded by plants and fence but not secure.
o Gardens are landscaped to provide quiet areas.

MISSING PERSONS AND AWOL

Please see Solent Trust 'Missing Persons’ Policy that applies to all AMH
in-patient services within Solent NHS Trust.

Should a person go awol from the Unit or from leave, a joint assessment
with nursing and medical team must take place before further leave is
given from the Unit.

SEARCH

o Please see Solent Trust ‘Searching’ Policy where it states that it
may be necessary to carry out personal searches of property and/
or room of a service user, where there is an unacceptable risk
identified.

o This must be carried out in conjunction with the following:

o Patients Rights under the Human Rights Act.

Reasons to search.

Searching mail.

Search of property.

Searching people.

0 O O O
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MEDICINES MANAGEMENT

Medication may be prescribed or reviewed as part of the overall
treatment plan following assessment and discussion by the MDT
and in collaboration with the individual service user.

All trained nursing staff are responsible for ensuring that medication
is safely and appropriately stored on the Unit following national and
local policy guidelines, taking into account the extra storage
requirements and delivery arrangements for controlled drugs.
Please adhere to the Trusts 'Medicines Management' and 'the NMC
Drug Administration' Policies.

Trained staff are responsible for the ordering of medication from the
pharmacy ensuring that adequate and appropriate supplies, both
stock and individual drugs, are maintained on the Unit.

The Pharmacy Department audits pharmacy stocks and
procedures.

All service users on the Unit will work towards self-medication whilst
still an inpatient and this will be within the local guidelines for self-
medication. All self-medicating service users are required to store
their medication safely in locked cupboards in their individual
bedroom and the nursing staff will monitor this.

Medication for ‘on leave’ service users will be dispensed by
pharmacy or in dossett boxes for those self medicating.

MEDICAL EMERGENCIES

It will be mandatory for all clinical staff to receive Immediate or Essential
Life support training annually.

PSYCHIATRIC EMERGENCIES

All psychiatric emergencies are managed within the guidelines of
the Trust’'s ‘Management of Violence and Aggression’ Policy; all
reasons for this requirement are noted.

All clinical staff on the Unit will be trained in, care and responsibility
management techniques and the Nurse in Charge of the shift is
responsible for co-ordinating a response to an emergency situation
taking into account the health and safety of all those involved in the
incident.

All staff will be issued with a pin point emergency call alarm to be
used in the event of an emergency to raise the alarm and get
assistance.

All incidents will be recorded in the service user’s notes and
incident reports. The MDT will review the care plan and risk
assessment in conjunction with the service user.
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31 DEATH

All sudden deaths must be reported to the Police and relevant
Senior Manager immediately.

The Solent ‘Sudden Death’ Policy outlines what actions to take in
the event of a death.

32 ACCESS TO THE BUILDING

All visitors to the Unit will report to the main reception area. Where
appropriate; maintenance, etc., will be issued with a set of keys to
allow them access to do their job. Keys to restricted areas of the
building e.g., IT server room, electrical switch rooms, will be
supplied by Estates.

Keys will be issued to staff when they start with the service and will
remain their responsibility until they leave the service.

Staff, service users and visitors are to access the Unit by the front
door, during the hours that reception is manned, outside of these
hours the front door will be locked and the side door is to be used.
Deliveries are to be by the delivery bay and the main entrance.

33 LOCKING TOILET/BATHROOM DOORS

All en-suite facilities have the capacity to be locked should it be
deemed inappropriate for clinical reasons for access to be freely
available.

WC in public areas and all toilets/bathrooms on the ward have an
override facility for use in the eventuality of an emergency.

34 LEGAL AND OTHER ISSUES

34.1 MENTAL HEALTH LEGISLATION

Service users requiring compulsory detention in hospital for
treatment are detained under the Mental Health Act.

The MHA Code of Practice and the Mental Health Commission
practice guidelines, provide the framework within which service
users are treated and managed.

Service users are given information about their Section on
admission and how they can appeal against their Section to the
Hospital Managers or Mental Health Review.

Information is available in a variety of languages and media.

Access to an interpreter can be arranged.

The MHA Administrator can arrange for legal representation for
those service users wishing to appeal against their Section.
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34.2 ALARM SYSTEMS

e There is an automatic fire alarm and fire break points around the
building.

e There is a pin point system for emergencies carried by all staff.

e There are service users call systems in the bathrooms and in the
bedrooms.

34.3 RECEPTION

35
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e The waiting area has a public telephone. The reception is manned
Monday - Friday 9.00 am to 5.00 pm by reception staff.

o This is the main waiting area for visitors waiting for attention or out-
patient appointments.

CCTV

The Unit operates CCTV in all ward communal areas, reception, the car
park and gardens.

The CCTV is for staff and service user safety and is only used for review.
CLINICAL GOVERNANCE AND ESSENTIAL STANDARDS

The Unit will comply with all Governance and Essential Standards as
agreed by Solent NHS Trust.

Every effort will be made to provide services of high quality. Local
Practice Governance Groups, involving all stake holders, meet bi-
monthly to review, reflect, prioritise and learn the lessons identified from
practice issues such as serious incidents, near misses, complaints and
compliments. Staff will be provided with space and opportunity to explore
their practice and service delivery. De-briefing is arranged after any
untoward incident and there are regular opportunities offered for
discussion on practice at staff away days and through in-house training.

HUMAN RESOURCES AND STAFF DEVELOPMENT

37.1 STAFF INDUCTION

Staff development and training is a high priority for Solent NHS Trust and
each member of staff has an annual Appraisal and a Personal
Development Plan identifying training needs.

e All new staff are required to attend the Corporate Induction day.

o New staff will be given an induction pack to work through with their
supervisor. The induction period will be tailored to meet individual
needs.
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e The Leadership Team will be responsible for over-seeing the
induction process and ensure the induction checklist is complete.

37.2 MANDATORY TRAINING

All staff are required to complete all mandatory training identified in the
Trust.

37.3 STAFF SUPPORT

To support staff there are the following available:
o Managerial and clinical supervision.

e  Occupational Health.

e Human Resources.

. Employee Assistance Programme.

37.4 PERSONAL DEVELOPMENT PLANS

Appraisals will be carried out annually and in line with the Trust's
Objectives.

37.5 CLINICAL SUPERVISION

o Supervision to take place monthly or as indicated, written records to
be kept which will be stored confidentially.

o Clinical supervision will be in the form of a mixture of individual and
group supervision.

38 FIRE REGULATIONS AND EVACUATION

e  Staff must follow the Trust Policy.

e  Staff will receive annual fire training and follow the designated
evacuation plan agreed with the Fire Officer.

e The Orchards is a stand alone Unit and in the event of fire staff will
dial 999.

39 NURSE CALL SYSTEM

e There is a nurse call facility for service users to summon staff in an
emergency.

o Staff on duty will carry a triggering device to summon assistance
from colleagues.

40 ALARMS

e The Unit fire alarm is tested weekly by the Receptionist on the Unit.

e The nursing staff and other relevant visitors to the Unit will be
issued with a pin point emergency call alarm at the beginning of
each shift /when they come on the Unit.
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There are service users call points on the Unit, these can be
isolated on an individual basis if need be.

EQUALITY AND DIVERSITY

All staff must be aware of issues relating to equality and diversity for
service users and carers including:

Understanding how to ask questions about culture, religion and
ethnic background.

Arranging interpreters where necessary.

Offering adaptations for people with disabilities e.g. Hearing Loop,
downstairs meeting rooms etc.

Opportunity to discuss relationships and issues relating to sexuality.
Ensuring that older people do not suffer disadvantage and are dealt
with appropriately within services

The needs of both men and women are represented equally —
including the needs of trans[1] service users.

Staff have a responsibility to challenge discrimination they may
witness and report back in accordance with risk management and
complaints and incidents processes.

All staff have the right to be treated with dignity and respect. Any
situations of harassment, bullying or other abuse must be dealt with
in accordance with the Trust ‘Harassment & Bullying’ Policy and
other associated guidelines. All staff are also entitled to access the
Trust Counselling Service if needed.

LEAD CONSULTANT ROLE

A Lead Consultant will be identified for the Unit. Their role will be to:

COffer support to the Modern Matron and discuss management
issues such as patient numbers, serious incidents, complaints and
compliments.

[JTo be involved in any review of ward services.

[0To offer appropriate support to nursing staff on the ward when
possible by attending a regular staff meeting.

[1To assist the Modern Matron to identify training issues.

[OTo listen and feedback to the Modern Matron (or vice versa) any
general concerns or issues raised by medical staff.

[1To support teamwork on the ward and line management with the
objective of providing a culture of “openness”.

CONFIDENTIALITY

Ward staff will aim to preserve the confidentiality of information acquired
from service users and protect the privacy of individuals about whom
such information is collected or held.
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Carers and relatives frequently request information. This will be given to
them when appropriate and with the agreement of the service user. If
there is a significant danger to the service users or others then
information will be shared with carers on a need to know basis and the
service user will be informed of this necessity.

Subject to the requirements of the law, ward staff will take care to
prevent the identity of service users being revealed without the
expressed permission of the individual. Ward staff operate a system of
“shared confidentiality”. This means information about users will be
shared by members of the Multi-Disciplinary Team for the purposes of
allocation, advice and supervision. Further guidance is to be found in the
Solent Policy.

ACCESS TO RECORDS (INCLUDING LEGAL ACCESS TO
RECORDS)

o Members of staff have a statutory duty (Data Protection Act 1998)
to inform service users that information is being held by the Trust
which records details of their health and social care assessment,
treatment and progress, and that these records are identifiable.
Service users must also be informed of the right to request access
to their records. This information should be given verbally and by
offering the service user the relevant information leaflet. The mental
health professional should inform the service user that all
information is confidential but may be shared on a “need to know”
basis.

o If a legal representative needs to see records for a Managers' or
Tribunal Hearing, s/he must present written authority to disclose. If
the Responsible Clinician has agreed that there is nothing that
needs to be kept from the service user, the Solicitor will then have
free access (subject to making an appointment to view with the
staff). All records MUST be printed off RIO for the solicitor to view.
They will then make any notes they wish and leave the print-out on
the premises; they may not put them in their briefcase and take
them away. This is to prevent loss or theft of sensitive material.
Alternatively, the Solicitor could review the records on RIO with the
supervision of staff at all times.

o Request for information by Independent Mental Capacity Advocate
(IMCA):

e  Where someone lacks capacity and the criteria to instruct an
IMCA are fulfilled then the IMCA should be allowed access to
the relevant records. A form must be completed by the IMCA
to say that they are requesting access.

o If the Responsible Clinician assesses some information should not
be disclosed to the service user the Solicitor must be told. He/she
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will have free access to the record but is not allowed to reveal the
information to the service user, unless the Managers’ or Tribunal
Panel rules that fairness requires disclosure.

o If a Solicitor requests access to records for ANY other reason, for
example a Court case, he/she should be reminded that this is
handled under the Trust's formal Access to Records Procedure and
a written request must be made to medical records, enclosing the
client's authority.

e On no account should information be disclosed to a Solicitor unless
the procedures detailed above have been followed. Handing over
records without the procedures being followed is a breach of Solent
NHS Trust Policy and could lead to breaching the confidentiality of
the service user.

e  Applications for access to records have to be made in writing and
can be sent direct to the Modern Matron.

COMMUNICATION

Good communication between health care professionals and service
users, their partners, relatives and carers is essential. The information
provided should meet the individual’'s communication needs, e.g. people
with physical, sensory or learning disabilities or people who do not speak
or read English. The Trust Policy on ‘Communicating with service users
from Diverse Communities’ provides guidance on communication needs
and the procedure on accessing the Interpreting Service.

CAPACITY TO CONSENT

The Mental Capacity Act 2005 and associated Code of Practice provide
the legal framework for acting and making decisions on behalf of
individuals who lack the mental capacity to make particular decisions for
themselves. Everyone working with and/or caring for an adult who may
lack capacity to make specific decisions must comply with this Act when
making decisions or acting for that person, when the person lacks the
capacity to make a particular decision for themselves. The same rules
apply whether the decisions are life changing events or everyday
matters.

RECORDS MANAGEMENT

All NHS employees (including seconded staff) are responsible for all
records that they create or use in the course of their duties. This
responsibility is defined both in law and in other professional guidelines
covering the handling of records. For example, the Public Records Act
1958, the Data Protection Act 1998 and the Freedom of Information Act
2000. The Trust's ‘Records Management Policies’ give full details of
those responsibilities and the standards we need to meet.
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FREEDOM OF INFORMATION

The purpose of the Freedom of Information Act (FOI) is to allow greater
access to non-clinical information held by public authorities and
potentially every document (that is not about an individual e.g. service
user) can be scrutinized by the public. The Act gives the public the right
to be told whether a piece of information exists and the right to receive it
if requested. The FOI Act DOES NOT supersede the Data Protection Act
1998 and information about an individual (and described as personal
data) would not be disclosed under the FOI Act.

REVIEW

This policy will be reviewed annually.
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APPENDIX 1 - PICU SCREENING TOOL

THE ORCHARDS ADMISSION PATHWAY

Solent m

NHS Trust

WARD: Hawthorn [ Maple L[] Please tick as

appropriate

PATIENT NAME: oo iirrrerrrere s s n e e NHS Number:

Action Sign and
Date

Welcome patient on to the ward

Orientate to ward environment and give Welcome Pack

Check patient belongings

Offer them something to eat or drink

Action Sign and
Date

Check all available information

Read RiO

Have handover from CRHTT/AMHP

Accept Section Papers (if applicable)

Complete Assessment Signand | Complete RiO / Paperwork | Sign and
Process Date Process Date
Attempt engagement with Complete MRSA Swab and

patient Care Plan on RIO

Update Risk Information

Complete Social Inclusion

Assess mental state

If on Section, read patient
their rights. Document on
S132. Allocate date for

further attempts if required

Assess physical health by
completing Baseline Obs
AND Early Warning Score

Admit on to RIO

Assign appropriate level of
psychiatric observations

Complete Social History /
Care Management

Complete Physical
Assessment and
Examination

Complete initial Care Plan —
include Risk Management
Plan within this

Discuss
admission/assessment with
medical staff and agree a
time they will attend Ward —

Time Agreed:

HONOS Assess and Cluster
patient (end old cluster if
required)

Consumer CROS

Questionnaire given

Care Plan written
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Written in audit book
Consent to Share RIO / Capacity Assessment
Paper (Blue Form)
Action Sign and
Date

o Send GP Admission Fax + Recovery Team

¢ Inform Next Of Kin/Family/Carer (if consent given)

e Allocate Named Nurse and Inform Patient

List of tasks outstanding

Pathway Completed by: Sign Print

Date
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APPENDIX 2 — ECR PROTOCOL

ECR Protocol - The Orchards solent 7MY

NHS Trust

ECR is an Extra Contractual Referral. This is where another organisation requests to use one
of Solent NHS Trust’s acute care pathway beds.

An acute bed costs £ 356.22 per day.
A PICU bed costs £ 735.65 per day.

Southern Health NHS Foundation Trust (“SHFT”).
SHFT have 2 beds on Hawthorn only.

There are no blockers on SHFT patients for the 2 acute beds. We accept as we would from
our own CRHTT (“Crisis Resolution Home Treatment Team”).

This means 24 hours a day.

We accept sectioned patients on Hawthorn Ward whereby risk assessment suggests the
patient is suitable for an open ward.

How do they refer?

SHFT will contact Graham Pepperell (Bed Co-ordinator) in-hours Monday - Thursday and the
bleep holder Friday and out-of-hours.

The 548 report on 18 Solent acute beds and 2 SHFT beds so that all bleep holders are aware.

When discussing an admission, consider the absconsion risk as The Orchards practices in the
least restrictive sense and has no control door to exit the building.

If a patient becomes unwell whilst on Hawthorns, they will transfer to PICU. The Bed Co-
ordinator in-hours Monday-Thursday and bleep holder Friday and out-of-hours will contact
SHFT for repatriation. If SHFT do not have a PICU bed, the patient may remain on Maple
Ward. If Maple Ward is full then SHFT must look for an ECR PICU bed.

Weekly contact from the Care Co-ordinator is expected.
Version: 1
16 December 2014

Louise Orr, Operations Manager, AMH.
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Solent m

ECR Protocol - The Orchards NHS Trust

Invoicing

The Bed Co-ordinator will e-mail SHFT acute care support team details of every admission
and discharge. This is for invoice purposes.

A record must be kept and given to the Bed Co-ordinator if any specialling has occurred as
this will be invoiced to SHFT.

All patient transport (taxi or secure) will be re-charged to SHFT.
We can accept more than 2 acute patients and admissions to PICU if clinical need allows.

This decision must be agreed by the Modern Matron or Ward Manager in-hours Monday -
Friday and bleep holder out-of-hours.

Other Organisations

Other organisations may request an acute bed. Out-of-hours admissions are not accepted
from other organisations other than SHFT. All must be agreed by 5.00pm - Monday - Friday.

Reciprocal Arrangements

Solent have a reciprocal arrangement for staff sensitive admissions with the Isle of Wight.
These should be agreed Matron to Matron.

Solent NHS Trust DO NOT ECR Patients out.
If the 20 acute beds are full, review all patients for early discharge.

If no one is appropriate, review informal patients to sleep over at Oakdene. If this happens,
a full handover must be given with medication card and medication for the night.

Detained patients may be asked to sleep on Maples Ward for a night with an immediate
review of the situation in the morning. If this happens, the patient must be allowed the
same least restrictive approach as the open ward.

In the above situations, MDT must review all treatment plans as a matter of urgency.

If bleep holders are unsure of action that can be taken, this should be discussed with the
local on-call manager.

Version: 1
16 December 2014

Louise Orr, Operations Manager, AMH
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