Care Services Improvement Partnership West Midlands. Acute In-patient Mental Health Care Development Plan
July 2008

1 Overview of Issues arising from the Healthcare Commissions Review of Acute In-patient Services

Between June and August 2007 the Healthcare Commission reviewed Acute inpatient wards for adults aged 18-64 including, psychiatric intensive care wards, high dependency units/areas and the links between crisis resolution home treatment teams and acute in-patient wards as provided by 69 Trust in England. (The review did not include specialist inpatient units such as, drug dependency units, mother and baby units, eating disorder units).

The key purpose of the review was to ensure that: “Admissions to acute inpatient mental health services are appropriate, purposeful, therapeutic and safe”. The review used 58 data grouped under the following 4 criteria
1. Effective care pathway that ensures admission is appropriate and discharge is timely

2. Provide individualised whole person care that promotes recovery and inclusion

3. Service users and carers are involved in, care planning, how the ward is run, operational and strategic planning, evaluation and development 

4. Systems in place to ensure the safety of service users, staff and visitors
An initial overview of national data shows that:

· No trust was scored excellent on all four of the key criteria, suggesting there is room for improvement for all service providers. 

· Almost two-fifths of trusts (39%) were scored weak on involving service users and carers – this was the area with the highest proportion of weak scores.
· Around one in every nine trusts was scored weak on the whole person care and safety criteria.

· No trust was scored excellent for the effectiveness of the acute care pathway, although fewer trusts were scored weak here compared with the other three criteria.

· No Trust scored more than 1 for “ward staff managing people with dual diagnoses (substance misuse)” and there is a widespread need for improving staff awareness of sexual safety. 
· Of 69 Trusts nationally, 11 Trusts are in “Bottom 10%”, three of which are in the West Midlands Region
Bringing together the West Midlands data with comments made by Acute Staff and managers raises the following points as common themes, most of which would best be addressed through local actions by Trusts Acute Care Fora: 

· Trusts with capable Acute Care Fora may have had a higher likelihood of achieving higher score, though some Acute Care Fora have difficulties moving from “planning” through to “action”.

· Many service user and carers are not receiving copies of their care plans, and many do not know who their care co-ordinator is, or have a telephone number for accessing support during a crisis.

· There are potential efficiency improvements around the maximizing use of clinical capacity e.g. more efficient ward rounds, handovers and ensuring adequate administrative staff.

· There are shared difficulties in ensuring the “gate keeping” function of all Crisis Resolution / Home Treatment teams is being adhered to. In some cases there appears to be involvement of CRHT Teams at admission as more of an administrative role (often referred to as “rubber stamping” admissions) rather than actually assessing a persons suitability to benefit from acute domiciliary care rather than hospital admission. This is related to the situation that Care Co-ordination is variable through the whole systems, often highly dependent upon individual practitioners working methods rather than operational standards. 
· Many operational standards are not developed from a “systemic” approach which establishes standards across a set of functional teams, for example around care co-ordination of the acute care pathway. In some cases there are no available operational standards whilst in others there are conflicting standards when viewed systemically.
· Better use of existing data (such as service demands, unmet needs, delayed discharges, lengths of leave, referral and discharge pathways, etc.) would support improvements in management of Acute Services and the integration of acute in-patient care with other functional teams, workforce planning. The development of integrated information systems across all acute services (in-patient, CRHT and Acute Day Care) may improve this but must be addressed on a local basis due to the varying service configurations. 
1. CSIP West Midlands Support Plan: Aims and Objectives

CSIP West Midlands outline this programme of support to all eight Trusts within the region who scored 1 or 2. The aims of this support programme are to:

1.1. To provide each of the eight Trusts with service development support to help them achieve a score of three or higher when re-audited against the original criteria. This will indicate a broad improvements in Acute In-patients Services in the Region over the next 12 months.
1.2. To further strengthen the capability of Acute Care For a as “sponsors” of improved acute care service standards within the context of local systems of care rather than service users acute care being managed in isolation.

1.3. To improve the use of, and compliance with operational standards to promote consistency of care AND to inform standards based commissioning.

1.4. To provide an audit tool based on the HCC criteria and scoring framework to enable a consistent approach to re-auditing.

1.5. Identify any additional problems or needs of Trusts requiring support.

2. Scope and CSIP Assured Quality Standards

This support programme will be delivered through a combination of local “consultancy” type session and region wide seminars each of which have specific objectives as detailed in section 6 below. This CSIP programme will:

Work with 8 trusts in the region, comprising 14 geographic localities, reflecting the range of sizes of the Trusts
Address the themes as detailed in section 6 with each Trust. Any additional needs or issues that arise will be managed in addition to this programme.

Each Consultancy session and each seminar will be evaluated as to the extent to which is achieves its objectives and a registered of attendance will feed into the progress reporting on the Programme.
CSIP west Midlands can give evidence based assurances on the content and quality of its services and products / resources delivered to each Trust, however, CSIP cannot manage, nor assure the performance of the Trusts nor the extent to which their Acute In-patient services improve.

3. Service Development Support and Products

3.1. Themed Service Development Support through local consultancy
3.1.1. Setting Standards for Acute Pathways 

The objectives for this service development consultancy include 

· Ensuring Acute Services and other functional services (CRHT, CMHT, AOT, EIS and Acute Day Care) work together and produce an agreed set of operational standards around managing the acute part of patients care pathways (Appendix 1 is a sample set of standards)
· Ensure Trust commit to implementing standards (requiring local clinical governance committee and Trust Board approval).
The HCC criteria that this relates to include:
1.1.1
Service users with an out of hours phone number

1.1.2
Availability and take up of alternatives to admission

1.1.3
Crisis resolution home treatment team gate keeping 

1.3.1
Discharges facilitated early with crisis resolution home treatment team support

1.3.4
Care Programme Approach seven day follow-up

3.1.2. Standards for Acute Care planning
The objectives for this service development consultancy include 

· Ensuring Acute Services produce an agreed set of operational standards around assessing service user needs and planning and managing the acute care of patients

· Ensure Trust commit to implementing standards (requiring local clinical governance committee and Trust Board approval).

The HCC criteria that this relates to include:
1.2.1
Range of care planning tasks undertaken

2.1.3
Regular one to one sessions with nursing staff

2.1.4
Range of therapies provided for service users

2.2.1
Physical health checks on admission

2.2.2
Health promotion activities 

2.3.1
Employment/education status, housing status and needs and caring responsibilities included in assessments

2.3.2
Service user access to phone line that can be used in private and computer with internet access 

2.3.3
Input to address social needs

2.3.4
Facilitation of links with the community

2.4.4
Assessment of, and access to staff support for, cultural and spiritual needs

3.1.1
Availability of welcome pack or information guide for service users 

3.1.2
Availability of welcome pack or information guide for carers

3.1.3
Accessibility of welcome pack or information guide for service users and carers

3.1.5
Explanation of rights for detained patients

3.2.1
Service users views recorded on most recent care plan

3.2.2
Consent to treatment

3.2.3
Assessments identify carers 

3.2.4
Arrangements in place to support carers and families

3.3.1
Range of service user involvement methods used

3.3.2
Frequency of, and support for, ward based meetings to seek service user and carer feedback

4.1.1
Service users involved in an assault

4.1.2
Service users receiving medication above British National Formulary levels

4.1.3
Service users absent without leave

4.2.5
Range of risk assessments

4.3.1
Range of working facilities provided for service users

4.3.2
Appropriate environment which promotes privacy and dignity

4.3.3
Range of activities provided for service users

4.3.4
Activities provided in evenings and weekends

4.3.5
Service user access to an electro-convulsive therapy clinic that has been enrolled with and/or accredited by the Electro Convulsive Therapy Accreditation Service
3.1.3. Improving use of data for management of Acute Services
The objectives for this service development consultancy include:

· Identify improvements in each trusts local information systems to enable integrated management information for acute services in each Trust.
· Each trust will commit to acting on the improvements identified, drafting an improvements plan locally.

· Improve staffs data literacy relating to acute services.

The HCC criteria that this relates to include:
1.3.2
Delayed discharges

1.3.3
Readmission rates

1.4.4
Quality of coding in Hospital Episode Statistics and Mental Health Minimum Data Set

4.1.4
Bed occupancy

4.1.6
Audits at ward level are carried out
3.1.4. Ensuring the standards for the Ward Environment

The objectives for this service development consultancy include:

· Supporting each Trust to ensure the ward environment has adequate facilities to meet the HCC criteria, PEAT recommendations, and the requirements of delivering Star Wards recommendations, and MHA section 136 requirements.
· Each trust will commit to addressing any changes required in the local environment, including involvements of commissioners as required.

The HCC criteria that this relates to include:
1.1.5
Access to a health-based dedicated Section 136 place of safety

2.4.3
Patient Environment Action Team facilities for people with disabilities 

2.4.5
Score for Patient Environment Action Teams part eight: social spaces

3.1.4
Photo board of ward staff.
3.1.5. Capable Acute Care Forum
The objectives for this service development consultancy include:

· Providing each Acute Care Forum with a critical review sessions and local guidance to ensure they are “capable” as defined in the CSIP guidance.

· Each trust will commit to addressing any changes required in the Acute Care Forum.

· Review the current ACF action plan against National Guidance, particularly the following HCC criteria:

1.1.4
Information from A&E shared with mental health provider trusts and primary care

1.4.1
Acute care services and commissioning involvement in the acute care forum/fora 

1.4.2
Review of acute care forum/fora action plan

3.3.3
Involvement of service users and carers in acute care forum

4.1.5
Staff reporting having experienced physical violence, bullying, harassment or abuse

4.2.1
Assessment level for Clinical Negligence Scheme for Trust.
3.1.6. Maximising Capacity and Addressing Training needs

The objectives for this service development consultancy include:

· Providing each Acute service with a critical review sessions and guidance identify where measurable improvements can be made in maximising clinical capacity, that is the amount of time service users can be in contact with staff. 
· The training needs of Acute staff, as determined by the needs of the service and national guidance, will be identified 

· Each trust will commit to addressing any improvements involving their commissioners and their training officers as required.
The HCC criteria this will relate to include:

2.1.1
Level of workforce input to acute inpatient wards

2.1.2
Level of workforce input to psychiatric intensive care units

2.1.5
Clinical staff supervision and ward manager leadership development 

2.4.1
Specialist team support for specific service user groups

4.2.2
Staff training in prevention or handling of violence and aggression

4.2.4
Use of bank and agency staff
3.1.7. Service users and carer outcomes in service evaluations
The objectives for this service development consultancy include:

· Ensuring local audit processes of acute care services include questions / analyses of service user and carer experiences to ensure service user outcomes are used to gauge the effectiveness of service developments.

· To Identify any training and resource needs of local service user and carer groups to be able to engage in local ser vie audits.

· Each Trust will commit to addressing any improvements involving their commissioners and their training officers as required.

This relates to many comments reported to CSIP West Midlands during their involvements with Trusts and the HCC review., including:
· Translating client’s feedback about care experiences into actual practice

· Further development of  the roles and skills of the existing service user audit facilities (e.g. User Voice and “Mystery Shopper”) with a view to setting evaluation criteria, questions and analyses and, if required, around interviewing questions. 

· Ensure evaluation includes the perspective of the users as recipient of the service and extend this to range of care activities, receiving copies of care plans, all service users knowing who their care co-ordinator is.

3.2. West Midlands Regional Networking
This will be delivered through three one day Region-wide seminars that may be followed up with local consultancy as integrated approach with the above sessions.

There will be three specifically themed Seminars about:

Sexual Safety and Women issues in Acute Mental Health Care.

Dual diagnosis / Substance Misuse issues 

Diversity Issues

The objectives of each seminar include:

· Raising the staffs awareness of the  key issues relating to Acute care and availability of current guidance, intelligence, examples of good practice and information sharing networks.

· For each themed seminar CSIP will provide examples of operational documents in addition to national and local guidance resources.

· Any additional needs will be identified and addressed through the wider Programmes of CSIP West Midlands.
3.3. Audit Tool

CSIP West Midlands will produce an Audit tool based on the Criteria and scoring methods of the original HCC review Framework so that a consistent approach to re-auditing can be adopted across the region, enabling comparison of the 2007 review findings with progress following this support programme and Trusts own development plans.
3.4. Workload Calculator

CSIP West Midlands have developed a calculator that helps teams estimate the CLINICAL workload and the required CLINICAL staffing level to deliver care to their clients, based on a set of standardized care activities and number of clients that are set locally. Products from the use of this calculator include:

· Agreeing the care standards across a WHOLE organization.

· Identifying the workforce implications of non-clinical activities upon clinical; capacity.

· Identifying the workforce implications of ensuring adequate training provision for acute care staff.

· Potential to involve local commissioners in setting locally agreed standards.

· Involvements of Service users in setting care standards.

Appendix 
Standards for Managing the Acute Care Pathways as a System of Care
1. Explanation of Terms

1.1. “Acute Services” includes any:

· Inpatient ward (including any Psychiatric Intensive Care Unit)
· Crisis Resolution and Home Treatment Team, 

· Crisis Houses, 

1.2. Community service include any:

· Community Mental Health Team (including Primary Care Mental Health and Liaison Service)
· Assertive Outreach Team

· Social Inclusion and Recovery Services
· Recovery Team

· Early Intervention in Psychosis Team

· Community Substance Misuse Team

· Psychiatric Outpatients Clinics

· Psychology Services

· Psychiatric Liaison Service

· Prison In-reach Service

· Arrest diversion service, court diversion service
1.1 A “key worker” may be a member of a Home Treatment Team who, despite the “team approach” to providing acute care, is a team member whose responsibilities include liaising with their clients’ respective Care Co-ordinator and any ward based staff as required.

1.2 The Named Nurse is a member of the ward based team…whose responsibilities include liaison with their clients respective Care Co-ordinators (and any Home Treatment Team based staff as required.) to make sure inpatient care is co-ordinated with community based care.  

1.3 A “Care Co-ordinator” is
…usually a qualified person who is best placed to oversee care management and resource allocation and can be of any discipline depending on capability and capacity. The care co-ordinator should have the authority to coordinate the delivery of the care plan and ensure that this is respected by all those involved in delivering it, regardless of the agency of origin. It is important that they are able to support people with multiple needs to access the services they need. However, it is not the intention that the care coordinator necessarily is the person that delivers the majority of care. There will be times when this is appropriate, but other times when the actual therapeutic input may be provided by a number of others, particularly where more specialist interventions are required. This approach supports the principles of New Ways of Working, which aims to use the skills of all in the most appropriate, effective and efficient manner…

Refocusing the Care Programme Approach, Policy and Positive Practice Guidance, Department of Health, March 2008

1.4 A “Client” or “Service User” is a person who is receiving a service from any team or member of staff of the MH Trust and or Local authority service that manages the services listed above. This term includes people who are admitted under a section of the Mental Health Act. 
2 Who these standards apply to:

2.1 These standards underpin the service provided to ALL service users.

3 Rational for standards:

3.1 To improve the quality of care for people using services by providing a consistent approach across all teams in North Shropshire where these standards are systemic, that is, they are shared by multiple teams rather than being confined specifically to any specialist functional team.

3.2 To provide a measurable and auditable set of standards.

3.3 Measurable standards can be a basis for teams’ operational policies, individuals practice, clear service management actions and auditable activity. 

Note: Audits of service provision should involve people who use the services to ensure that their perspective as recipients of the service is included in all audits of outcomes. This is important because recent audits (including the Healthcare Commission Inpatient Review 2007) show that whilst a Trusts records may show that all of their clients have an allocated care co-ordinator, a significant number of service users ARE NOT aware of being allocated a care co-ordinator.

3.4 To provide a predictable and continuous presence of the Care Co-ordinator for the service user/carer as they move along the care pathway.

3.5 To provide a high level of consistency between teams and confidence that these standards are being implemented and managed effectively as a “system of care”.

3.6 ALL instances where these standards are not met MUST be recorded in client’s notes, explaining the reason for the exception and brought to the attention of the relevant service manager.
4 Admission of known Clients to Acute Inpatient Wards

4.1 All admissions to In-patient wards must involve Crisis Resolution / Home Treatment Teams to assess appropriateness of domiciliary acute care and or acute day care. 
4.2 When the Crisis Team assesses a client during normal working hours then it is essential that the Care Co-ordinator must be part of the assessment to ensure adequate continuity and effective assessment as well as minimising the need for the client to have to repeat their histories unnecessarily. 
4.3 When the Crisis Team assesses a client outside normal working hours and the Care Co-ordinator cannot be part of the assessment then the CRHT will inform the Care Co-ordinator of the outcome of the assessment on the next working day.

4.4 All clients who are admitted to an in-patient ward without the involvement of the Crisis Resolution / Home Treatment Team to assess their suitability to receive domiciliary acute care as an alternative to hospital admission must be reported to the Acute Services Manager.

5 Operational Standards for Managing the Acute Care Pathway, “Acute In-reach”, 

5.1 When any service user receives treatment from any of the acute services, the care co-ordinator, or a team member nominated by the care co ordinator, will continue to provide face-to-face contact with the service user for a minimum of 30 minutes per week.
5.2 As appropriate the Care Co-ordinator or nominated person will maintain contact with the clients’ family / carers. 

5.3 This contact with the client could be ward based or a home visit or any other place as required.

5.4 All circumstances where it is deemed appropriate not to have face-to-face contact with the service user should be considered as exceptional and the reasons for each exception should be reported to the appropriate Team Manager and be documented by the Care Co-ordinator or nominated person in the clients’ clinical record.

5.5 In addition to the above client contact, the care coordinator or a nominated staff member will make weekly contact with the client’s key worker or named nurse in the acute team for a minimum of 30 minutes throughout each week to exchange relevant information to co-ordinate the care and pathway. This can be face to face or telephone contact.
5.6 This weekly contact between care co-ordinator and key worker or named nurse may include, but is not confined to formal care planning/review meetings or ward round meetings. 
6 Allocating a Care Co-ordinator to Clients Not Previously Known to the Service

6.1 When a client who is not known previously to services (therefore they do not have an allocated CPA care co-ordinator), is taken on by the Home Treatment Team or is admitted to a ward then the named nurse or nominated staff on the admitting team or ward will liaise with the appropriate community team advising them that a CPA care co-ordinator must be allocated.
6.2 In the event of a client who is not known previously to services (therefore they do not have an allocated CPA care co-ordinator), being taken on by the Home Treatment Team or inpatient ward and the appropriate community team IS NOT advised that then that acute team will by default accept care co-ordination responsibility.
6.3 The appropriate Community Team Manager must ensure that a Care Co-ordinator will be allocated within two working days. This is a responsibility of the Team Manager of the relevant team and if they do not allocate then the Care Co-ordinator will be the Team Manager by default. 
7 Planning and Managing Clients Leave from In-patient Care:

7.1 All periods of leave should be planned as part of a clients discharge plan, therefore a discharge plan should be formulated as soon as is reasonably possible and certainly before a client goes on leave. This applies to all clients whether or not they are in hospital under a section of the Mental Health Act.

7.2 If homelessness is indicated as a potential delay to a clients leave or discharge then this should be addressed as soon as possible and local accommodation support arranged, therefore each client’s accommodation status should be assessed at their admission and actions taken to ensure security of tenancy.

7.3 When an inpatient service user has accrued 7 days leave, then the in-patient based named nurse should arrange for the multi-disciplinary team (including the client and their Care Co-ordinator) to formally agree a discharge date. Note that this is an agreed discharge date, not a discharge plan which should have been formulated prior to the client going on leave. (A “days leave” is a period of leave that includes an overnight period).
7.4 The reason this applies to accrued leave is to ensure leave is used positively and to discourage repeated periods of leave (whether as part of a clients care plan or in response to raised occupancy levels in hospital). 

7.5 Whenever a service user is on leave it is the responsibility of the Care co-ordinator (or the Home Treatment Team Key Worker) to provide a progress report to be communicated to the ward staff within 72 hours of the service user first going on leave. The clients’ progress is to be recorded in their case notes and communicated as appropriate.

7.6 In order to ensure that a client’s progress during leave is properly communicated to all staff then Standard 5.1 still applies without exception during a leave period, that is, the Care Co-ordinators contact with the clients and their key worker / Named nurse will continue throughout a leave period.
8 Planning and Managing Clients Discharged from In-patient Care:

8.1 Follow-up arrangements for discharge from inpatient wards will be guided by the policy on ‘Seven Day/48-Hour Inpatient Discharge Follow-up’.  In circumstances when in-patients who have been assessed as requiring face-to-face follow-up within 48 hours go on leave, or when they are discharged, follow-up arrangements should be planned between the ward based named nurse and the CPA care co-ordinator prior to leave.

8.2 The care co-ordinator or nominated staff will provide the follow-up contact with the client.  

8.3 The follow up contacts for service users who go on leave or are discharged on a Friday and are assessed as requiring a 48-hour follow up, must be planned with and provided by the appropriate Crisis Resolution / Home Treatment team, or other team providing client support at the weekend.

8.4 When any client is discharged from hospital, then a face-to-face follow up contact should be provided within seven days of their discharge, regardless of the clients CPA status at time of discharge. This is because any client who has received a period of acute care must receive an appropriate level support following discharge usually involving more than one team or individual worker. 
Note: Typically this has indicated an “enhanced” level of care as described by the Care Programme Approach, however from October 2008 the terms “standard” and “enhanced” will no longer apply. In fact from October 2008 the system of co-ordination and support for this group only will be called the Care Programme Approach (CPA).

Refocusing the Care Programme Approach, 
Policy and Positive Practice Guidance,
 Department of Health, March 2008

Appendix 4 Screen shots of the Acute Workload Calculator
This calculator has been under development for a number of months now. It helps teams estimate the CLINICAL workload and the required CLINICAL staffing level to deliver care to their clients, based on a set of standardized care activities and number of clients that are set locally. 

The latest Edition 1.4 is simplified in order to reduce the possibility of errors in entering data. But please note that this is not to say that the calculator is a "simple" tool, as the problem it helps to address - estimating staffing levels based on care standards - is itself complex. 

A guidance booklet and printable data entry sheets have also been drafted to help teams use the calculator, though we have found that teams do benefit from "hands on" support when beginning to use the calculator and understanding some of it underlying concepts.

Screenshot 1 Summary Report Sheet
This shows the minimum staffing levels for the standards entered, broken down by staff groups.
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Screenshot 2 Summary Report Sheet Continued

This screenshot shows the estimated clinical capacity of each staff group.
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