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1.1 Aims 
To care for Adults in an In-Patient setting building on patients strengths, maintaining levels of independence and promote well-being utilizing the following therapeutic interactions which are evidence based and integrated within a full multidisciplinary approach: -

To provide 24 hour, 7 days a week, inpatient beds for people with mental health problem.

To provide service users with mental health problems experiencing an acute psychiatric crisis of such severity that cannot be managed at home with the involvement of Crisis Resolution/Home Treatment Team. 
To provide recovery based model of care

The provider will work under shared value of:-

· Live  a normal life as far as possible, be safe and feel secure

· Be included in local community and activities.

· Not be stigmatised or discriminated against on any grounds

· Have easy access to up to date  and accurate information

· Have options in the  choice of care available locally

· Be supported with services that:

-Are built around the needs of each individuals, their carers and families,

-Promote and enable recovery and well being

           -Take into account of people’s safety
To provide a measurable and auditable set of specifications that is a basis for operational policies and auditable activity.
 
To promote consistency between teams and confidence that service specifications and operational standards are consistent
To promote commissioning and performance management that is based on measurable service standards which underpin the quality of care delivered rather than purely quantitative targets.

1.2 Evidence Base 

These service specifications are consistent with the operational standards developed by West Midlands Development Centre for Acute Care Planning, Acute Care Pathways, Acute ward Environment and Training and Supervision for Acute Staff, which are in turn based on:

· Healthcare Commission 2007, “Acute Inpatient Mental Health Service Review” 
· Bright 2006, Star Wards (Practical ideas for improving the daily experiences and treatment outcomes of acute mental health in-patients) Bright.
· Clarke, S. (2004) Acute Inpatient Mental Health Care: Education, Training & Continuing Professional Development for All. London. NIMHE/SCMH
Additional underpinning evidence and policies include:
· Royal College of Psychiatry and The Princess Royal Trust for Carers 2004
· “Carers and Confidentiality in Mental Health”. http://www.westmidlands.csip.org.uk/silo/files/carers-and-confidentiality.pdf
· Department of Health, 2002 “National Service Framework Policy Implementation Guidance”. Department of Health 

· National Institute of Mental Health (England), 2004 “Crisis Resolution & Home Treatment”. CSIP.

· Department of Health 2008, Mental Health Act 1983 Code of Practice, (page 256 onwards). Department of Health

· Department of Health, 2005 “The Mental Capacity Act”. DoH

· Department of Health, 2007 “The Mental Health Act as amended from the 1983 Act”. DoH
1.3 General Overview

These specifications for Acute In-patient care intend to support the commissioning of good quality in-patient mental health services as a part of the wider mental health care system. They are fully consistent with the operational service standards developed by the West Midlands Regional Development centre being compliant with the original Healthcare Commission standards for acute in-patient wards and the forthcoming Acute Care Declaration expected to be published in November 2009. 
These specifications encourage inpatient services to:

· Provide high quality acute care through:

· Comprehensive and co-ordinated acute care services and effective treatments based on the best available evidence

· A service which is safe for everyone 

· A safe, clean, comfortable and welcoming physical environment 

· Equality of access and experience for all actual and potential service users 
· Promote recovery and inclusion for people using acute mental health services through. 

· Care oriented to strengths and abilities while attending to difficulties and disabilities.

· Helping service users remain connected with their local communities

· Providing purposeful, stimulating and appropriate mental and physical activities.
· Support the development of the acute care workforce with the right attitudes and skill mix by ensuring that:

· Staff in acute care services receives the training and supervision they need.

· Workforce capacity and capability are sufficient to deliver the expected patient outcomes 
· Promote positive acute care services through:

· Integrated care pathway services where all the component services are co-ordinated

· Having in place robust evaluation and governance systems

· Supporting the work of Acute Care Forums to make continued service improvement. 

These specifications should be considered in conjunction with the specification for Crisis Resolution Home Treatment teams and Community Mental Health Teams to deliver a system of acute care and continuous Care Co-ordination for the service User/carer as they move along the care pathway. It is particularly intended to help bring about a “smooth” transition of services from one team to another as this is intensely worrying to carers and service users.
1.4 Objectives 

The objectives for the service specified below include:

· Ensuring that admission to hospital is efficient and well co-ordinated

· Service Users needs are fully assessed by the time an inpatient care plan is formulated 

· Service users will receive the best possible ,evidence based care

· Inpatient care is multi disciplinary and integrated with a whole service system package of care.

· All service users are fully informed of the reason for their admission

· Services users discharge form inpatient unit will be properly planned and co-ordinated.
· Staff have the competencies needed to carry out their work to the standards required.

1.5 Expected Outcomes for Service Users 

Outcomes for Service Users are central to the content of these service specifications. 

In any instance where these specifications, or their relevant operational standards, cannot be applied then all practitioners and managers involved must exercise their professional judgment in the best interest of the Service Users and make defensible decisions and actions.
Service Specifications relating to Inpatient Admission and Assessment of Service Users Needs
All requests for admission must be made to the Crisis Resolution & Home Treatment (CR/HT) teams, who will assess for the most appropriate care management in the community or possible admission. 
Where the service user is known to the services they must have a Care Co-ordinator who will provide relevant information to the CR/HT teams prior to any acute assessment taking place.  It is required that the Care Co-ordinator must be part of the assessment. 

When the CRHT assesses a Service User 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.
Service Users will be given an explanation of the purpose of their admission to hospital, including the intended outcomes of their admission.

Service Users will have a physical examination as a part of their assessment when admitted. The physical examination will include: 

· A baseline physical examination 

· A baseline lifestyle assessment 

· A baseline haematological and biochemical screening 

· A baseline electrocardiogram 

· A history of past and current use of physical, psychotropic and non-prescribed medications

· MRSA screening

Any physical health needs – including healthy living support such as smoking cessation or diet and exercise guidance – must be included in the service users care plan and must be acted upon.
A care plan, with objectives and outcomes written in terminology that the service user can understand, will be formulated within the first 72 hours of admission. 

By the time of an in-patient care plan has been developed a Service User’s accommodation status must have been assessed, looking particularly the security of their accommodation (tenancy, mortgage repayments etc) and what arrangements need to be made to secure their accommodation for the period of hospital admission. If homelessness is indicated as a potential delay to a Service Users leave or discharge then this should be addressed as soon as possible and local accommodation support arranged.

By the time of an in-patient care plan has been developed a Service Users will have their employment / vocational status and needs assessed, particularly whether any arrangements can be made to ensure security of employment following the period of admission.
By the time of an in-patient care plan has been developed a Service Users will be assessed as to whether they are a carer to another person and if so what arrangements must be made during their admissions to hospital. 
By the time of an in-patient care plan has been developed each Service User it will be identified whether or not they have a carer, other than a member of the MH trust.
By the time of an in-patient care plan has been developed a Service Users spiritual and cultural need will be assessed.
By the time of an in-patient care plan has been developed a Service Users patterns of substance use will be assessed.

By the time of an in-patient care plan has been developed an assessment of the Service Users risk of sexual vulnerability will be completed.
By the time of an in-patient care plan has been developed a Service User’s potential predatory behaviour or potential to abuse or offend will be assessed.
Every Service User and their carer will be provided an information pack at admissions which will be in the Service Users first language and will include information on the following: 

· The purpose of the ward (the aims, philosophy and values of the ward) 

· A description of what to expect from staff on the ward 

· A description of what is expected of service users on the ward 

· A description of what is expected of visitors to the ward. (This may relate to any policies your Trust has around its responses to threatening or abusive behaviour from members of the public etc.)

· Information on how and when service users are able to leave the ward 

· Treatments and therapies available on the ward Health and safety procedures 

· How to make a complaint 

· How to report an incident 

· Rights under the Mental Health Act 1983 

· Rights of nearest relative under the Mental Health Act 1983 

· The current programme of activities on the ward 

· Practical information, such as visiting hours, parking arrangements, items available for purchase on the ward 

· Directory of service user support services and organisations 

· Information about spiritual and cultural services, choices and support available on the ward 

· Right to carer assessment 

· Information about how to access carer support workers 

· Ward contact details and visiting hours
Service Users who are admitted under the Mental Health Act will have their rights explained to them clearly, sufficiently often and in language such that they can understand their rights.
In recognition that Service Users admitted to hospital will most likely have acute and urgent needs, every Service User must have an initial MULTI-DISCIPLINARY care plan and risk management plan formulated within the first 72 of hours of admission to hospital. 

In recognition that assessing a Service User’s needs may require a period of a few days every Service User’s initial care plan will be reviewed within 5 days of their admission to hospital and updated accordingly.
Consistent with managing the acute pathways, all Service User’s care will be reviewed with their care co-ordinator as a minimum and with all other multi-disciplinary staff included in the care of the Service User, within 7 days of their admission.
ALL care plans will record the views of the Service User

Service Specifications Relating to Ongoing Personalised Care during Inpatient Admission

Service Users will be offered daily 1:1 sessions of at least 15 minute duration with ward based staff for the first week of their admission. Following this period Service Users will be offered at least two 1:1 sessions of at least 30 minute duration per week. These represent the minimum, so, additional sessions may be provided in addition in order to deliver the service users care.
Service Users will have ALL their treatments, (that is psychosocial, medication and others), explained to them as to their purpose, effects and side effects.
Service Users care plans will include employment or vocational advice and support as required. 

As required by the Mental Health Act, patients consent to treatment will be sought and all actions and decisions will be recorded. Prior to consent being sought, each Service User’s mental capacity must be assessed. 

Patients consent will be sought for staff to communicate with all Service Users carer, following consent being given then communications will be offered.

All Service Users care plans will include the opportunity to take regular exercise including: 

· Regular walks off the ward 

· Use of exercise equipment with appropriate safety measures and training in place.
 

ALL Service Users care will include a range of therapeutic activities including any of the following: 

· Psychosocial family interventions 

· Occupational therapy 

· Art/music/drama therapy 

· Psycho education groups 

· Relapse prevention/self-management 

· Hearing voices groups 

· Concordance therapy
ALL Service Users care will include a range of lifestyle and health promotion activities including any of the following: 

· Physical activity and exercise 

· Substance misuse including alcohol 

· Smoking cessation 

· Pregnancy, contraception and sexual health 

· Cooking 

· Faith and spirituality 

· Gardening 

· Music 

· Discussion groups 

· Relaxation and meditation 

· Social events 

· Community trips 

· Men's groups 

· Women's groups 

· Education groups

· All patients will, have access to: 

· Current literature 

· Television 

· DVD and/or video player 

· Radio and/or CD player 

· Games 

· 24-hour access to refreshments and snacks 

· Toys and games for children visitors 

· A quiet room
ALL Service Users will be offered access to, or support from each of the following: 

· Independent advocacy 

· Patient advice and liaison services 

· Patient and public involvement fora

All patients will be offered the opportunity to contribute to ward based community meetings about the running of the ward and, where appropriate, patient councils.
Service Specifications Relating to Care Co-ordination during an Inpatient Admission Period
There will be weekly input from the community care coordinator as required by the operational standards for Managing the Acute Care Pathway. (See related service specifications for Crisis Resolution Home Treatment Teams and Community Mental Health teams)
When any Service User receives treatment from any of the acute services, the care co-ordinator will continue to provide face-to-face contact with the Service User for around 30 minutes per week. This contact with the Service User could be ward based or a home visit or any other place as required.
As appropriate the Care Co-ordinator or nominated person will maintain contact with the Service Users’ family / carers. 

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 documented in the Service Users’ clinical record.
In addition to the above Service User contact, the care coordinator or a nominated staff member will make weekly contact with the Service User’s Acute “Key worker” or “Named Nurse” in the acute team to exchange relevant information to co-ordinate the care and pathway. 

This weekly contact between care co-ordinator and Acute “Key worker” or “Named Nurse” (acute services) may include, but is not confined to formal care planning/review meetings or ward round meetings. 

Service Specifications Relating to Planning Service Users Leaves from Inpatient Ward
 

All periods of leave should be planned as part of a Service Users discharge plan, therefore a discharge plan should be formulated as soon as is reasonably possible and certainly before a Service User goes on leave. Naturally all such plans must involve the Service Users Care Co-ordinator and this applies to all Service Users whether or not they are in hospital under a section of the Mental Health Act. (See above)
Arrangements must be made to ensure the service user has the following prior to going on leave:

· Medications

· Contact details of the ward, the community care co-ordinator and an out of hours crisis number

· An agreed return date and time (as appropriate)

When an inpatient Service User has accrued 7 days or 168 hours leave
, which may be made up of several separate leave periods, then the in-patient Acute “Key worker” or “Named Nurse” should arrange for the multi-disciplinary team (including the Service User and their Care Co-ordinator) to formally agree a discharge plan.  This plan should ideally include a discharge date.  (A “days leave” is a period of leave that includes an overnight period). This standard helps ensure compliance with the MHA code of Practice Guidelines around the use of Section 17 leave (Department of Health, 2008).

As part of planned leave, arrangements should be made for the Service User to be seen at home within 72 hrs of the start of their 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 Service Users’ progress is to be recorded in all of their current case notes and communicated as appropriate. 
In order to ensure that a Service User’s progress during leave is properly communicated to all staff then the Care Co-ordinators will keep regular contact with the Service Users and their Acute “Key worker” or “Named Nurse” will continue throughout a leave period.
Note for local clarification:
It would be expected that any inpatient service user who is on leave is receiving community care and seven days has been suggested as the typical length of leave that can be considered a normal part of an in-patient episode, after which their discharge should be made. Arrangements should be in place to ensure that a “double income” is not being crated for one service user who may be counted as inpatient whilst receiving community care.

Service Specifications relating to Planning and Managing Service Users Discharge from In-patient Care:

ALL Service Users must receive a face-to-face follow up contact within seven days of their discharge. This is because any Service User 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.
 Service Users will be informed who will be visiting them and when and where the visit will take place.
The follow up contacts for Service Users who are discharged on a Friday and are considered to need a 48 hour follow up, must be planned with and provided by the appropriate team providing Service Users support at the weekend.
 
Service Specifications relating to Allocating a Care Co-ordinator to Service Users Not Previously Known to the Service

When a Service User who is not known previously to services so does not have an allocated Care Co-ordinator, the acute team will inform the appropriate community mental health team, (NOT the local duty service), requesting that a Care Co-ordinator is allocated. The Community Team Manager must allocate a Care Co-ordinator within two working days who will visit the Service Users within a week.

[image: image2.jpg]2. Scope




2.1 Service Description  

See above

2.2 Accessibility/acceptability 

Inpatient admissions are indicated by severity of a person’s need where neither domiciliary acute care (Home Treatment) nor acute day care would be sufficient to meet their needs or provide a required level of safety.
· It would not be appropriate to admit a person who presented no observable or potential mental illness. 
· Special provision should be made for people with particular needs such as dementia. 
· Children under the age of 18 should not be admitted to adult mental health inpatient wards

· Inpatient provision (including place of safety under Section 136 of the Mental Health Act) should be provided 24 hours a day, every day of the year.

The inpatient base should be as close, or as accessible to the service user’s place of residence as possible. Planning arrangements for hospital sites should take into consideration proximity and public travel links
2.3 Whole System Relationships 
See Service specifications for:

· Inpatient Admission
· Care Co-ordination during an Inpatient Admission Period

· Planning Service Users Leaves from Inpatient Ward

· Planning and Managing Service Users Discharge from In-patient Care

· Allocating a Care Co-ordinator to Service Users Not Previously Known to the Service

2.4 Interdependencies 
The provider must ensure that they work within a ‘whole system ‘approach. 

Therefore Provider will need to ensure that they establish good and effective working relationships with other teams to provide an integrated service (this is both an individual and team responsibility). This will include inpatient services, locality-based services, and other specialist community services.

All teams will have regular interface meetings. 

There is a need for strong effective two-way communication between all areas of Mental Health Services.

The Provider must develop a care pathway into and between services.

Other service specifications that are essentially linked with these specifications are:

· Crisis Resolution Home Treatment

· Community Mental Health teams

Additional policies that should be linked locally with these specifications include: 

· Care Co-ordination and Care Programme Approach

· Staff Supervision and Training

· Ward environments
2.5 Relevant networks and screening programmes

Each in-patient ward should be linked with the local Acute Care Forum
2.6 Sub-contractors 
Not included in this specification
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3.

3.1  Service model 

Service Specifications relating to Team compositions/resources 
The range of staff roles providing care in acute inpatient settings should include
:

· Ward Managers

· Administrative and Clerical Staff

· Housekeepers

· Nursing staff

· Medical staff

· Psychologists

· Occupational therapists

· Support Workers

· PALS

· Advocacy workers

· Spiritual or religious leads

Points for local clarification:

· Estimating the essential staffing establishment;

There should be sufficient staff to ensure the delivery of all of these service specifications AND to ensure satisfactory levels of safety. The provider of the inpatient service should be able to demonstrate the required staffing to meet capacity and competency requirements whilst being prepared to demonstrate effective management of resources.

· Responding to varying demands

Levels of acuity of services users are variable, therefore variable staffing levels will be required to meet changing demands upon each service.  Local agreements should be made as to the normal level of service demand expected per in-patient unit when setting or reviewing staffing levels. Whilst all of these specifications must be met for all service users, some people will require enhanced levels of care and therefore more staff. In addition to estimating the essential staffing level as above, the provider of inpatient services and the commissioner should form an evidence based agreement of:

1) The typical level of demand for enhanced care at any time which should be reflected in estimating the staffing establishments 

AND 

2) Arrangements for responding to any short term increases in service demands due to enhanced care needs that require additional staff.

Service Specifications relating to Environmental Standards

There is access to a dedicated Section 136 place of safety assessment facility, based on the hospital site.

Wards will have room and facilities for providing 

· family interventions

· occupational activities and therapies, including:

· cooking

· gardening

· art

· music

· drama

Wards will have room for providing groups therapies such as 

· men's groups

· women's groups 

· education groups

· discussion groups 

· social events

Wards will have facilities for 
· providing relaxation and meditation
· providing exercise

Wards will have access to dedicated facilities for people to meet their spiritual and faith needs

Wards will have a visiting area appropriate for 

· Children

· Families

All measurement instruments used in carrying out physical examinations and treatments are calibrated in accordance with clinical guidelines (e.g. electronic sphygmomanometer, blood glucose meters, electronic thermometers, electro cardio graph machines etc).

Wards will have, or provide good access to a telephone that can be used in private and a computer with internet access.

All notice boards will contain only current information that is relevant to the information needs of service users AND is updated where necessary (Information on the notice board may include details outlined in the patient information packs). Information should also be available in a range of languages and formats, including large print. 

All wards will have an up-to-date, prominently displayed photo board of ward-based staff showing the names and roles of each staff member. 
All electro-convulsive therapy (ECT) clinics must be accredited by the Electro Convulsive Therapy Accreditation Service (ECTAS) and ECT equipment is maintained and calibrated in accordance with clinical guidelines.

All first aid and resuscitation equipment is maintained in accordance with clinical and Health and Safety guidelines
3.2 Care Pathways 

See the Service section above for admission and discharge 
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4.1 Geographic coverage/boundaries 

To be completed locally
4.2 Location(s) of Service Delivery 
Note for local clarification:
4.3 Days/Hours of operation 
Note for local clarification:
4.4 Referral criteria & sources 

4.5 Referral route 
All requests for admission must be made to the Crisis Resolution & Home Treatment (CR/HT) teams, who will assess for the most appropriate care management in the community or possible admission. 
Where the service user is known to the services they must have a Care Co-ordinator who will provide relevant information to the CR/HT teams prior to any acute assessment taking place.  It is required that the Care Co-ordinator must be part of the assessment. 

When the CRHT assesses a Service User 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.
4.6 Exclusion criteria 

4.7 Response time & detail and prioritisation 
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See Specification for Planning and Managing Service Users Discharge from In-patient Care:
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Every Service User and their carer will be provided an information pack at admissions which will be in the Service Users first language and will include information on the following: 

· The purpose of the ward (the aims, philosophy and values of the ward) 

· A description of what to expect from staff on the ward 

· A description of what is expected of service users on the ward 

· A description of what is expected of visitors to the ward. (This may relate to any policies your Trust has around its responses to threatening or abusive behaviour from members of the public etc.)

· Information on how and when service users are able to leave the ward 

· Treatments and therapies available on the ward Health and safety procedures 

· How to make a complaint 

· How to report an incident 

· Rights under the Mental Health Act 1983 

· Rights of nearest relative under the Mental Health Act 1983 

· The current programme of activities on the ward 

· Practical information, such as visiting hours, parking arrangements, items available for purchase on the ward 

· Directory of service user support services and organisations 

· Information about spiritual and cultural services, choices and support available on the ward 

· Right to carer assessment 

· Information about how to access carer support workers 

· Ward contact details and visiting hours
7.  Quality & Performance Standards 

. Quality and Performance 
	Quality Performance Indicator 
	Threshold 
	
	Method of measurement 
	
	Consequence of breach 
	Report Due 

	Infection Control 
	
	
	
	
	
	

	Service User Experience 
	
	
	
	
	
	

	Improving Service Users & Carers Experience 
	
	
	
	
	
	

	Unplanned admissions 
	
	
	
	
	
	

	Reducing Inequalities 
	
	
	
	
	
	

	Reducing Barriers 
	
	
	
	
	
	

	Improving Productivity 
	
	
	
	
	
	

	Access 
	
	
	
	
	
	

	Care Management 
	
	
	
	
	
	

	Outcomes 
	
	
	
	
	
	

	Additional Measures for Block Contracts:
	
	
	
	
	
	

	Staff turnover rates 
	
	
	
	
	
	

	Sickness levels 
	
	
	
	
	
	

	Agency and bank spend 
	
	
	
	
	
	

	Contacts per FTE 
	
	
	
	
	
	


The West Midlands Regional Development Centre Acute Mental Health In-patients audit tool is a database application that maintains consistency with the original HCC review criteria upon which these specifications are based. This database can be transferred, or modified to enable regular assessment the delivery of acute in-patient services. The high level audit themes are
1. Are service users offered sufficient access to staff and to a range of interventions appropriate to meet their needs whilst in hospital?

2. Do service users get the care and support that is appropriate to their individual needs?

3. Do you have an infrastructure in place that promotes safety of staff and service users?

4. Do you have governance and monitoring arrangements in place to ensure the effectiveness of the acute care pathway?

5. Do you involve service users and carers in decisions about the service users’ care and treatment?

6. Does the care and support provided ensure that physical health needs are addressed?

7. Does the inpatient service promote social inclusion?

8. Is there a positive therapeutic environment that promotes safety and recovery of its service users?

9. Is there an effective integrated care pathway, with involvement from the crisis resolution home treatment team, to ensure that admissions are appropriate?

10. Is there evidence that the safety of staff and service users is ensured?

11. Is there information available to service users and carers that explain about the running of the ward, its staff and routines, treatment options and rights and responsibilities?

12. Is there involvement of service users and carers in the running of the ward and in operational and strategic planning, evaluation and development?

13. Is there an effective integrated care pathway to ensure that discharge from hospital is timely, with involvement from the crisis resolution home treatment team?

The WMRDC database enables comparison of Trusts data against “absolute” thresholds (where a given standards is set for each specification) and a “benchmark” (where comparison can be made against the aggregated data of Trust.

In addition local service providers can make operational arrangements for managing exceptions to these specifications and escalating reporting as appropriate. The draft template developed to support his is included in Appendix 2

8.  Activity
To enable evidence based discussions and performance management Acute Inpatient services must be able to provide data on:

· Capacity - expressed as bed days per month and year.

· Occupancy - expressed as occupied bed days per month and year (this should be recorded daily at each midnight and preferably midday as well)

· “Turnover” - expressed as admission AND discharge rates per month and year

· Lengths of Stay- to enable analysis of occupancy against “turnover” and this must include the amount of leave accrued per service user.
Data should be recorded at a service user level to be able to analyse the length of stay for each individual patient, which can then be aggregated up to “episode” level summaries for performance management reporting and analyses for Payment by Results.
Points for Local Clarification Relating to Service Demand and Resources:

· Estimating the level of service demand;

There should be sufficient staff to ensure the delivery of all of these service specifications AND to ensure satisfactory levels of safety. The provider of the inpatient service should be able to demonstrate the required staffing to meet capacity and competency requirements whilst being prepared to demonstrate effective management of resources.

· Responding to varying demands

Levels of acuity of services users are variable, therefore variable staffing levels will be required to meet changing demands upon each service.  Local agreements should be made as to the normal level of service demand expected per in-patient unit when setting or reviewing staffing levels. Whilst all of these specifications must be met for all service users, some people will require enhanced levels of care and therefore more staff. In addition to estimating the essential staffing level as above, the provider of inpatient services and the commissioner should form an evidence based agreement of:

1 The typical level of demand for enhanced care at any time which should be reflected in estimating the staffing establishments 

AND 

2
Arrangements for responding to any short term increases in service demands due to enhanced care needs that require additional staff.
	Activity Performance Indicators 
	Threshold 
	Method of measurement 
	Consequence of breach 
	Report Due 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Activity Plan 
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Service Specifications relating to Staff Training and Supervision
These training standards are not exhaustive and address only some of the training needs of acute staff. For further guidance on the wider range of training for acute staff, see Appendix 1 and refer to:

Clarke, S. (2004) Acute Inpatient Mental Health Care: Education, Training & Continuing Professional Development for All. London. NIMHE/SCMH
All acute staff members receive regular clinical supervision, of at least one hour per month.

All acute staff will receive training on:

· Mental Health Act (2007) and the Mental Capacity Act (2005) including the interaction between them.
· How to prevent or handle violence and aggression; this will include the use of rapid tranquilisation 
· Working with people with dual diagnosis / substance use in acute care.
· Sexual safety awareness
· Child protection
· Vulnerable adults 
· equal opportunities 

· racial awareness 

· gender awareness 

· disability awareness 

· religious awareness

A training plan is in place for all acute staff addressing the broader range of skill and capabilities required to deliver effective acute in-patient care.

The Broader Capabilities Needed for Acute In-patient Practice 

The capabilities required to practice at specific levels in acute in-patient care are broader then those outlined in section 5 above. The range of capabilities outlined in this appendix can help develop training plans for acute in-patient care staff and should be expanded on, based on your local training needs assessment.

All staff in acute inpatient care (including; staff not aligned to a professional group; Support Time and Recovery workers; pre-registration students and all registered practitioners) should have the following capabilities:

· Cultural awareness

· Diversity awareness

· Gender Awareness

· Values-based practice

· Engagement with people and their families / carers

· Assessing clients needs and strengths

· Care planning and delivery

· Risk assessment and management

· Promoting healthy living

· Prevention and management of violence and aggression

· Basic management of alcohol and drug use
· Monitoring side effects of medication

· Team working

· Supervision

All registered staff should have the above capabilities plus the following:

· Comprehensive assessment of a persons need and strengths

· Formulation of care plans

· Evaluation of effectiveness of care plans

· Comprehensive risk assessment including a persons coping strategies and strengths

· Formulation of risk management plans

· Evaluation of effectiveness of risk management plans

· Medication management

· Engagement with people and providing effective interventions

All advanced practitioners should have all the above capabilities and the following:

· Leading Acute Services

· Professional development

· Developing others

· Advanced clinical skills

Further details are described in (Clarke, S. (2004) Acute Inpatient Mental Health Care: Education, Training & Continuing Professional Development for All. London. NIMHE/SCMH).
Appendix 1 Explanation of Terminology
 “Acute Services” includes any:

· Acute Inpatient Service including:

· Acute inpatient wards

· Psychiatric Intensive Care Unit

· Acute Day Care Facility 

· Crisis House 

· Crisis Resolution and Home Treatment Team

· Acute Therapeutic Programme

“Community service” include any:

· Community Mental Health Teams (including Primary Care Mental Health and Liaison Service)

· Assertive Outreach Teams

· Community Rehab and Recovery Teams

· Early Intervention in Psychosis Teams

· Community Substance Misuse Teams

· Psychiatric Outpatients Clinics

· Psychology Services

· Psychiatric Liaison Services

· Arrest Diversion Service / Court Diversion Services

· Parent and Baby services

“Inpatient non acute / specialist services” include: 

· Neuropsychiatry 

· Rehabilitation wards 

· Mental Health Resource Centres with beds

An “Acute “Key worker” or “Named Nurse”” is a member of an acute team whose responsibilities include liaison with their Service Users respective Care Co-ordinators and any other health professionals involved in their care. 

A “Care Co-ordinator” should provide or co-ordinate continuity of service, therefore they should be the person that the Service User sees from start to finish throughout their care OR they should ensure proper transfer of care co-ordination to another person.
 

A 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. Service Users who are receiving a service from any of the above AND are receiving service form any other organisation are still “Service Users” for the purposes of these standards.
Appendix 2 Sample Draft Template for Managing Exceptions to these Specifications and Escalating Reporting as Appropriate. 

	Reporting Level
	Example Description
	Current Data Source
	Required Data Process
	Recipient of Exception Report

	External 
	 
	 
	 
	 

	Pathway 
	Gate keeping (CRHT)
	Cross reference of admissions and CRHT contacts. Manual record by CRHT. Patient records. NB data accuracy/reporting issues at present.
	Data accuracy and recording 
	 

	Care plan 
	S.132 rights MHA
	 
	 
	 

	Care plan 
	Independent advocacy
	 
	 
	 

	Pathway
	Care Co-ordinator involved in admission
	 
	 
	 

	Pathway
	Care co-ordinator  input to pt.
	 
	 
	 

	Pathway
	Care co-ordinator input to staff
	 
	 
	 

	Pathway 
	Referral for CC 3 days
	 
	 
	 

	Pathway 
	Allocation of CC 2days
	 
	 
	 

	Pathway 
	Accrual of Leave
	 
	 
	 

	Pathway
	72 hr Leave visit
	 
	 
	 

	Pathway 
	7 day follow up information to Service User's
	 
	 
	 

	Pathway 
	48 hour weekend follow up by CRHT
	 
	 
	 

	Care plan 
	Physical Exam
	 
	 
	 

	Care plan 
	Capacity assessment
	 
	 
	 

	Care plan 
	72 MD care plan
	 
	 
	 

	Care plan 
	Care plan review within 7 days
	 
	 
	 

	Care plan 
	treatment consent obtained
	 
	 
	 

	Care plan 
	confidentiality
	 
	 
	 

	Care plan 
	Admissions less than 7 days
	 
	 
	 


� 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 Service Users 








� This means that the Care Co-ordinator is actively involved in the information sharing and decisions making that are part of the assessment in order to ensure adequate continuity and effective assessment as well as minimising the need for the Service User to have to repeat their histories unnecessarily. 





� This may require more than one attempt at explanation in order to ensure that the service user has a clear understanding.





� These objectives underpin the reason for the service user’s admission. Progress towards these objectives is progress towards their discharge, therefore discharge planning starts within the first 72 hours of admission.


� This care plan must be multi-disciplinary, that is, NOT made up of separate and un-related nursing notes and medical notes or prescriptions.


� This may be provided through ward based staff from local employment or vocational support agencies.





� This may require several assessments to ascertain and should be re assessed before any important decisions are made. (Guidance on assessing mental capacity is beyond the scope of these service specifications and reference to appropriate guidance should be made locally).





�“… for the professionals, the most important issue is the agreement of the patient to the disclosure of information to the carer. Many patients and carers are unaware of this and do not realise that the patient must give consent before any information can be shared. Complex issues can arise when the patient is unable to give ‘informed consent’…. 


Carers may also face problems with information-sharing …This can cause serious problems for the carer as the patient may interpret any action as a breach of their trust and confidentiality.


“Carers and Confidentiality in Mental Health”


Royal College of Psychiatry and The Princess Royal Trust for Carers 2004


� HYPERLINK "http://www.westmidlands.csip.org.uk/silo/files/carers-and-confidentiality.pdf" ��http://www.westmidlands.csip.org.uk/silo/files/carers-and-confidentiality.pdf�


 


� (These standards may be adjusted for PICU based care, reflecting the issues of intensity of care and safety measures related to PICU, however, any adjustment MUST demonstrate the interest of the service users need for regular exercise as a part of their intensive care.)





� This can be face to face (in which case it can take place when the care co-ordinator is on the ward, not necessarily at a ward round or review) or it can be a telephone contact.





� Leave should be considered as part of preparing for service users discharge. It should not be used as a means of “bed management” at times when a wards admissions rate is high, nor should it be used as an alternative to appropriate and legal community treatment plans. There may be instances when a person is discharged from hospital after an admission period of just a few days, therefore leave may not have been included as part of their discharge plan. All such instances should be considered as exceptions to these specifications and should be fully documented in the service user’s notes.





� The reason this applies to accrued leave is to ensure leave is used positively and to discourage repeated periods of leave that have no justification in terms of benefits to the client or the use of leave as a response to raised occupancy levels in hospital





� Note: This will require regular management information about the accrued length of leave to be gathered for each Service User and should be monitored with exceptions being reported.





� 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





� Note: It may be necessary to monitor and manage the number of people who are discharged from hospital on a Friday or at the weekend. Whilst this may be preferable when the service users family / carers may be more able to support the leave period, it cannot be assumed as the common or default practice which would therefore have to be supported by the CRHT Team rather than the service users CMHT. 





� Not all of these staff roles will necessarily be dedicated to acute inpatients services, but may be community based staff “following the service user”, that is, delivering their continued service to the patient whilst they are admitted, or they may be sub contracted specialists.





� This means that the Care Co-ordinator is actively involved in the information sharing and decisions making that are part of the assessment in order to ensure adequate continuity and effective assessment as well as minimising the need for the Service User to have to repeat their histories unnecessarily. 





� A Care Co-ordinator is…


…usually a qualified person who is best placed to oversee care management and identification of Service User’s needs (that indicate 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.
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