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Quick reference flowchart 1 — Crisis Resolution Home Treatment Team Pathway

For quick reference the guide below is a summary of actions required.

Telephone/face to face referral for acute care

CRHTT complete Gatekeeping
assessment to determine if
acute care is required (including
identifying safeguarding needs)

Acute care required

Acute care not required

Complete any children or adult safeguarding referrals if required

Decide to admit to acute
inpatient unit

v

Contact bed management
hub and identify a bed

v

CRHTT attend board

Decide to provide acute
care in the community

Assess home environment

S

Discharge to primary or
secondary care

Signpost/give advice

Refer to physical health
trust

rounds on acute wards,
and lead the weekly acute
MDT to agree discharge
planning

Decide home
environment
appropriate for
acute care

Admit to

Beds

CRHTT provide support for
early discharge

After discharge CRHTT

Emergency Respite

(ERB)/Community
treatment beds

CRHTT formulate
treatment planin

/CMHT provide 72hour
follow up

4

conjunction with service
user, carer and any other
relevant services

!

Complete home
treatment according to
agreed plan

Discharge from CRHTT following team discussion/review with clinical leads, service user, carer and other

services informed of discharge
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Quick reference flowchart 2 — Bed Management Pathway (in hours admissions)

CRHTT receive referral MHA assessment is requested CTO recall being considered

v

Approved Mental Health :
Professional (AMHP) contact locality CRHTT

contact locality CRHTT

Community practitioner

admission

In hours CRHTT to contact the centralised bed
management hub (CBMH) on 01244 397529 as
soon as possible alert them of potential

A

In all cases a gatekeeping assessment will be completed
to determine the service users needs, expected
outcomes and estimated duration in acute care and if
less restrictive option not possible, admission is required

CRHTT update the CBMH at the earliest opportunity in
relation to the outcome of the assessment

The CBMH will identify the most appropriate bed to
meet the service users needs taking into account ward
staffing levels, observation levels etc

l

J

The CBMH will update the relevant
ward and CRHTT with any decisions

If no beds are available (in hours) the acute care
heads of clinical service will decide which current
ward patients to be slept out on organic or rehab
beds to create an acute bed or for CRHTT to
increase their case load and support the patient
as best possible in the community until a bed
becomes available

If there are no beds to sleep out on or the patient
cant be appropriately managed in the community
this will be escalated to the Head of Operations
to approve an out of area bed

J

CBMH inform CRHTT of decision
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Quick reference flowchart 3 — Bed Management Pathway (out of hours admissions)

CRHTT receive referral MHA assessment is requested CTO recall being considered
Approved Mental Health Community practitioner
Professional (AMHP) contact locality CRHTT
contact locality CRHTT

Out of hours CRHTT to contact the other
localities CRHTT as soon as possible alert them
of potential admission

In all cases a gatekeeping assessment will be completed
to determine the service users needs, expected
outcomes and estimated duration in acute care and if
less restrictive option not possible, admission is required

Out of hours CRHTT update the other localities CRHTT at
the earliest opportunity in relation to the outcome of
the assessment

Out of hours CRHTT identify the most appropriate bed to
meet the service users needs taking into account ward
staffing levels, observation levels etc

Out of hours the CRHTT will update the If no beds are available (out of hours) this will
relevant ward and other locality CRHTT be escalated to second tier on call to decide
with any decisions which current ward patients to be slept out on

organic or rehab beds to create an acute bed
or for CRHTT to increase their case load and
manage the patient in the community

If there are no beds to sleep out on or the
patient cant be appropriately managed in the
community this will be escalated to third tier
on call to approve an out of area bed

Out of hours the CRHTT to inform other
locality CRHTT of decision
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Quick reference flowchart 4 — Bed Management Pathway (Community ECT referrals)

Bed to be allocated where possible in West locality if patient has been prescribed ECT to be
received as an inpatient.

Referral from
community consultant

Consultant ensures ECT
check list completed

Referral form submitted
via ECT centralised email

ECT resource manager Incomplete

checks completion of all paperwork or
relevant checks abnormal results
/paperwork. are returned for
Consultant checks results discussion with

in paperwork referring consultant

Paperwork and results
accepted

Resource manager discusses
admission with CRHTT

CRHTT complete gatekeeping
assessment

CRHTT contact bed
management hub

Bed management hub
allocate bed
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Quick reference flowchart 5 — Bed Management Pathway (Inpatient ECT referrals)

Referral from ward
consultant

Consultant ensures ECT
check list completed

Referral form submitted
via ECT centralised email

ECT resource manager Incomplete

checks completion of all paperwork or
relevant checks —>| abnormal results are
/paperwork. returned for
Consultant checks results discussion with

in paperwork referring consultant

|

Resource manager contacts
bed management hub

Bed management hub
allocate bed
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Quick reference flowchart 6 — Bed Management Escalation Process

If an issue is encountered which cannot be rectified and is delaying a service user’s
pathway out of inpatient care during normal working hours the following escalation
process should be used:

Issue identified by
ward/CRHTT/during red to green
board round within the locality
that can’t be rectified

Escalate to 12noon teleconference
(attended by acute care head of |
clinical service)

Report back to next
day 12noon
teleconference

N

If can’t be resolved in
teleconference CBMH escalate to
head of operations

If can’t be resolved by head of
operations CBMH escalate to
associate director

If can’t be resolved by associate
director CBMH escalate to
executive director

Outside of normal working hours the usual on call system should be utilised.
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Quick reference flowchart 7 — Community Treatment Order (CTO) pathway

relapsing

CMHT identify person who is potentially
requiring CTO recall due to them
breaking conditions of their CTO or

y

Responsible clinician or care coordinator
contact CRHTT; gatekeeping assessment
will be completed to determine the
service users needs, expected outcomes
and estimated duration in acute care

)\

Decide NOT to
apply CTO recall

v

v

Decide to apply
CTO recall

A

Increased support from CRHTT to
maintain individual in community

CRHTT contact centralised bed
management hub and identify a

bed using allocation pathway

l

CMHT/CRHTT to ensure copy of CTO3 recall notice

is in place on the ward and in CRHTT base.
Police will need a copy of the notice.

Face to face contact possible

y

| Face to face contact NOT possible

v

!

In hours- CMHT hand deliver the CTO3 to
service user.
Out of hours- CRHTT complete this step

In hours- CMHT hand deliver the CTO3
to service users last known address
Out of hours- CRHTT complete this step

In hours- CMHT send the CTO3
to service users last known
address via 1%t class post

y

l

J

Service user agrees to return to named

ward
v

Recall comes into effect at 00:00hrs
and SU is effectively absent without
leave from named ward

Recall comes into effect on the
2nd BUSINESS DAY after
posting

Following risk assessment determine
whether Police, CMHT or family member
to convey SU to named ward and ensure

property is secured

Admit patient via CTO recall

|
v

v

Service user presents to

Service user DOES NOT
present to named ward

named ward

| Admit patient via CTO recall |

y

Ward staff to report
Service user as missing
person to police and
CRHTT

y y

If there is an immediate risk to self or others that
indicate urgent execution of recall notice and
conveyance to hospital as an emergency

If there is NO
immediate risk to
self or others

v L

to convey to ward

CRHTT to liaise with Police and
arrange to meet at service users
address with copy of recall notice

day (weekdays).

this at weekends

)

v

Service user refuses access

| | Service user allows entry

!

CRHTT to liaise with Custody Sergeant at local custody suite on RE:
accessing open court or out of hours magistrate to obtain a warrant
under 135 (2) MHA 1983 and co-ordinate executing warrant with police
once obtained. Police and CRHTT practitioner convey to identified ward
with police and handover service user and copy of recall notice to nursing
staff. CRHTT handover events to CMHT next working day

Police and CRHTT practitioner convey to
identified ward with police and
handover service user and copy of recall
notice to nursing staff. CRHTT handover
events to CMHT next working day
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Quick reference flowchart 8 — Crisis support for 16-19 year olds accessing our
services (unknown person —in hours)

Young person unknown to CAMHS
in AED (in hours)

y

Liaison team assess service user

urgent review

Risk appropriate for

Section 136 presentation

Risk appropriate for
routine referral

!

First Tier

CAMHS higher trainee to
attend (adult higher trainee
to attend if gap in rota)
Second Tier

CAMHS on call consultant to
attend

CAMHS 16-19

Liaison team contact

duty line

Liaison team make
CAMHS 16-19 referral

CAMHS duty team
discuss situation with
person and family

!

|

CAMHS duty team
offer urgent

CAMHS duty team offer
routine appointment

appointment and
immediate risk
management plan
created
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Quick reference flowchart 9 — Crisis support for 16-19 year olds accessing our

services (unknown person — out of hours)

Young person unknown to
CAMHS in AED
(out of hours)

Liaison team assess service

Section 136 presentation

First Tier

CAMHS higher trainee to
attend (adult higher trainee
to attend if gap in rota)
Second Tier

CAMHS on call consultant to
attend

user
Risk appropriate for routine Risk appropriate for urgent
referral review
Liaison team make CAMHS Liaison team contact on call
16-19 referral CAMHS doctor via
switchboard and HTT
On call doctor, liaison and HTT develop immediate
risk management plan
On call CAMHS HTT deliver risk
psychiatrist contacted if management plan
need further support

Situation appropriate
for referral to CAMHS

Next day HTT handover
to CAMHS 16-19 duty
team

l

Liaison team make
CAMHS 16-19 referral

If inpatient assessment/ treatment required refer to Tier 4 & outreach team/Ancora House 01244 397305
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Quick reference flowchart 10 — Crisis support for 16-19 year olds accessing our
services (known person — out of hours)

Young person known to
CAMHS in crisis/acutely
unwell (out of hours)

l

|

If risk level is appropriate
follow agreed care plan

If care plan doesn’t support
level of risk, assessing
clinician contact on call
doctor via switchboard

!

Liaison team contact on call
CAMHS doctor via
switchboard and HTT

!

Section 136 presentation

First Tier

CAMHS higher trainee to
attend (adult higher trainee
to attend if gap in rota)
Second Tier

CAMHS on call consultant to
attend

On call doctor, liaison and HTT develop

immediate risk management plan

!

!

]

On call CAMHS

if need further
support

psychiatrist contacted

HTT deliver risk
management plan

Situation
appropriate for
referral to (EAM HS

Next day HTT handover
to CAMHS 16-19 duty
team

v

Initial team make
CAMHS 16-19
referral

If inpatient assessment/ treatment required refer to Tier 4 & outreach team/Ancora House 01244 397305
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1. Introduction

The Crisis Resolution Home Treatment Team (CRHTT) was introduced as part of the
National Service Framework (1999), and Department of Health Policy Implementation
Guideline (2006). Since then Government developments including Parity of Esteem, The
Five Year Forward View for Mental Health and the Crisis Care Concordat promote more
accessible mental health services.

Service developments within CWP in response to difficulties in accessing acute mental
health beds nationally have led to the introduction of the Acute Care Standards. The Acute
Care Standards are a Trustwide agreement to provide a consistent pathway for service
users who require interventions from the CRHTT and acute mental health wards.

2. Aims of the Crisis Resolution Home Treatment Teams

e to provide 24/7 gatekeeping for acute care referrals for access to CRHTT's and
acute inpatient beds

e support early discharge from acute wards

e home treatment

e signpost to other appropriate services

The Centralised Bed Management Hub (CBMH) provides an administrative function that
supports the allocation of adult mental health beds and the flow of people through the
acute care pathway. The hub also includes the clinical leads from the CRHTT who
clinically support the flow of people through the acute care pathway. The hub is overseen
by a Head of Clinical Service (HOCS) who has overarching responsibility for this process.
Appendix 1 outlines the CBMH support service process.

3. Service Description

Acute care is for people aged over 16 years presenting to mental health services who are
experiencing a relapse of an existing or suspected mood and/or thought disorder who are
describing an acute mental health crisis. The role of CRHTT is to triage acute care
referrals via the gatekeeping assessment. The CRHTT will review people who may require
an acute admission and consider if they can provide a less restrictive alternative to
hospital admission. The team will assess people fitting the above criteria with co-existing
learning disability in accordance with the GreenLight Toolkit.

4. Referrals to the service

The service can be accessed by the following:
e CMHT
e Early Intervention Service (EI)
e Courts via the Criminal Justice Mental Health Liaison Service
¢ Inpatient wards in order to facilitate planned early discharge
e Social Services Emergency Duty Team (EDT)
Page 14 of 31
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Liaison Psychiatry/Accident & Emergency Department (A&E)

Street Triage service

Children and Adolescent Mental Health (CAMHS) 16-19 service

GP out of Hours Service for Service Users currently under the care of CWP
Crisis care facilities after in reach from CRHTT

In the event that a service user contacts the team, the team will triage the urgency and
level of response. For all referrals:

There will be a plan describing the purpose and goals of the referral and expected
date of discharge from acute care. This will be reviewed during each CRHTT
meeting or acute care meeting.

The CRHTT will not decline referrals without a rationale or reaching an agreement
with the referrer. This will be documented in the gatekeeping assessment.

Referrals from CMHTS:

Service users will where possible, have had direct contact, preferably face to face
contact, with the CMHT within the last working day. There will be exceptions to this.
The plan of care will have been reviewed including; the Crisis and Contingency
plan, the Comprehensive Assessment of Risk to Self and Others (CARSO) will
have been updated if necessary with a risk event clinical note, and, a Health of the
Nation Outcome Scale (HoNOS) from the referring team.

There should be evidence that there had been an increase in contacts from the
CMHT as part of the service users crisis response.

The CRHTT are not an alternative for Care Coordinator none availability.

5. Exclusion criteria

This service is usually not appropriate for:

Individuals under the age of 16 years unless they are known to another secondary
mental health service e.g. El.

Mild to moderate mental health needs/disorder only.

People with a diagnosis of substance misuse without a severe and enduring mental
health condition.

Expression of suicidal thinking may not be the sole indicator of need for
CRHTT/acute care.

Brain damage and other organic disorder, including dementia, unless there is a
comorbid serious mental disorder which would benefit from CRHTT intervention.

A crisis that is solely related to domestic/relationship issues with little to suggest a
serious mental disorder.

6. Response times

There will be a response to the referrer within an hour. The type of response and time
frame would be agreed with the referrer and depending upon the perceived risk where
possible will take place within 4 hours.
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48-72hour follow ups from the acute mental health wards can be provided by the team in
the event that they are discharged without alternative secondary care referral for follow up
within 48-72hours.

7. Gatekeeping

No admission can be made to an acute mental health inpatient bed, including direct
admission to Psychiatric Intensive Care Unit (PICU) without the agreement of the CRHTT
and the completion of a gatekeeping assessment. A gatekeeping assessment is
completed on all referrals into CRHTT including all those referrals for admission. The
outcome of the gatekeeping assessment will be documented in the electronic patient
record and forms the initial stage of the acute care pathway. The gatekeeping assessment
will contain information on why the service user requires acute care, what actions or
changes are required as outcomes before the service user can be discharges from acute
care and whether there are any family/environmental issues and can therefore be used to
guide the service user journey within the acute care pathway. Once these outcomes have
been achieved the service user may then no longer require intervention from acute care,
via either the inpatient or CRHTT services. The gatekeeping assessment will be used to
guide discussions within the daily red to green board rounds and weekly acute care
meeting with key decisions being made based upon the information documented during
this assessment. The gatekeeping assessment can be re-planned on each step of a
service user’'s journey to track their pathway through acute services. CRHTT will not
gatekeep the organic wards.

Practitioners will ask each service users consent to contact the relevant person/carer to
obtain further assessment information and/ or their opinion of treatment plans. Contact
details will be put onto the electronic patient record by the assessing Practitioner. If service
users are not known to a community consultant, the CRHTT consultant will be involved in
the individuals care. The CRHTT practitioners will request CMHT allocate care
coordinators, where appropriate.

A bed will only be allocated to an individual following the outcome of an assessment
(including Mental Health Act Assessments (MHA)). This is because the availability of an
inpatient bed should not determine the outcome of the assessment. It is considered good
practice that CRHTT staff discuss all MHA assessments in the community to ensure that
community based treatment is not an option. If it is agreed home treatment may be an
option for an individual the CRHTT should attend the face to face assessment. There can
be exceptions to this based upon the judgement of the clinical team for example a person
who was assessed outside the trust footprint or is well known to the practitioners and it
would be detrimental not to commence treatment quickly.

CBMH will be responsible for the identification of a bed within acute mental health services
7 days a week. 8am until 8:30pm Monday to Friday, 8am to 4:30pm Saturday and Sunday;
Quick reference flowcharts 2, 3, 4 , 5 and appendix 2 outline the bed management
pathways. Overnight until 8:30am this role is undertaken by the locality CRHTT. Quick
reference flowchart 6 outlines the escalation routes for bed management.
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Prior to considering the recall via a Community Treatment Order (CTO) the care
coordinator or responsible clinician should first contact the CRHTT who will complete a
gatekeeping assessment and consider additional support being provided by CRHTT to
avoid the need for hospital admission. Serious consideration needs to be given to when
the recall takes place as in most cases this should be a pre-planned situation rather than
an emergency. In the event that additional support from CRHTT is not appropriate, CRHTT
will contact the CBMH to establish whether a suitable bed can be identified. The full
pathway is in Quick reference flowchart 7.

8. Acute Care System

The Acute Care Standards are an agreed Trustwide approach that outlines good practice
for people during the pre-acute phase, inpatient episode and discharge. In order for the
CRHTT to support service users in the community or to facilitate early discharge ongoing
support will be required from the community mental health team involved in the case. The
frequency and level of this support will be negotiated on a case by case basis.

CRHTT will attend acute inpatient wards on a daily basis to attend the red to green board
round and lead discussions involving members of the MDT (pharmacy, occupational
therapy, consultant, junior doctor, and registered ward staff). This will be a short meeting
where discussions will focus upon the reasons for the service user being admitted to an
inpatient environment and whether or not the situation has stabilised enough to consider
the individuals acute care needs being met in the community with intensive support from
CRHTT. The meeting will focus on blockages to discharge and actions will be assigned to
those in the MDT to address the blockages. The board round will also review sections,
observation levels, care coordination and treatment updates (Appendix 3 contains an
explanation sheet for the red to green process and board round meetings). The CRHTT
practitioner undertaking the ward in-reach role will provide feedback in relation to these
discussions back to the bed conference call at 12noon each day. CRHTT will facilitate all
discharges from acute wards, including discharges from PICU into the community.

CRHTT will support periods of overnight leave from wards when this is indicated as part of
a specific discharge plan and where there is a planned discharge date. The appropriate
duration of the leave will be agreed by the acute care team and the service user.

It is important to note that if the CRHTT feel that they are able to support a service user in
the community there needs to be a sound clinical rationale for the discharge or period of
leave not to go ahead. If there is any clinical disagreement in relation to this then this
should be escalated to the HOCS immediately (or 2" tier on call manager or on call
consultant out of hours) who will review the case and agree a way forward.

9. Acute Care MDT Meetings

A weekly acute care MDT meeting should be held in each locality in order to discuss all
service users occupying an acute mental health bed at the time and ensure that adequate
plans are in place to work towards discharge. These meetings should be led by CRHTT
and attended by the acute care MDT including CMHT representative, Consultant clinical
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secretary, Pharmacy, Occupational Therapy and Clinical Commissioning Groups and
Complex Recovery Assessment and Consultation (CRAC) team. The meeting should take
place on either a Monday or Tuesday so that plans can be put into place for the coming
week and early discharge meetings arranged. An action log will be produced and this will
be monitored by the CRHTT through the red to green board rounds to ensure that all
actions have taken place. Agreed discharges will be reported into the bed conference call
at 12noon each day.

10. Planning contacts

Each service will have a system in place in order to plan the contacts required on a day to
day basis.
In the event of a pressure within the team because of low staffing and/or increased case
load, the contingency plan is:
¢ In discussion with the team managers and HOCS identify practitioners from areas
with less acute demands who could support the teams with more acute need
¢ With the agreement of the team manager arrange additional staff by bank shifts or
overtime.
e Identify what service user and carer contacts can be offered via telephone or
attendance to a resource centre instead of a home visit.

If CRHTT are unable to contact the service user or carer over a designated time period
and have concerns about the service users safety, CRHTT will inform the
police/appropriate professional and may request they do a welfare check. This would be a
last resort. If there is an immediate risk or danger to staff or others, then the staff member
should dial 999 and ask for either the police or ambulance service depending on the
emergency.

11. Interventions

A person centered care plan will be negotiated with service users and carers/family and a
written copy of this will be offered to the service user. Interventions will be guided by the
individuals care plan but can include the following:

e Comprehensive psycho-social assessment of mental health (if a trusted
assessment has not been completed by the referrer).

o Gatekeeping assessment.

e Comprehensive assessment of risk — to self, to others, from others, vulnerability,
neglect and physical health.

e Person centred and collaborative care.

e Diagnosis.

e Psychopharmacological treatments in accordance with National Institute for Health
and Care Excellence (NICE) guidance; these may include medication
reconciliations, active medication management and administration, introduction and
titrations of new regimes, monitoring, testing.

e Psychological interventions in accordance with NICE guidance; these may involve
psycho-education, cognitive behaviour therapy; activity scheduling, problem
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solving, risk management plans, advance statements, wellness recovery action
plan, emotional support.

e Carer psycho-education and support.

e Joint working with partner agencies to ensure access to holistic care and treatment.

e Access to inpatient facilities in a timely and supported manner.

e Supported early discharge from inpatient services, maintaining access to intensive
support on a needs-led basis.

Each service will provide contact information about the CRHTT. This will be in the form of
leaflets or business cards. This will be done by the clinician who has first contact with the
service user.

12. Medication

The CRHTT can provide oral and intra-muscular medication as part of their contacts. A plan
to support with medication would be agreed with the service user and family as part of the
care plan.

Wherever possible and safe the service user will retain responsibility to keep their
medicine. All medication held by CRHTT will be stored in a locked medicine cupboard in
accordance with the Trust Medication policy.

13. Emergency respite beds (ERB)/Community treatment beds (CTB)

In a number of localities across the trust, service users can assess ERB/CTB if their home
environment is not appropriate for home treatment to be delivered.

CRHTT will work closely with the bed provider; to inform them as soon as possible that there
is a potential admission to support the provider staff in providing adequate and appropriate
support for the service users and understand any changes to the service users condition
while staying in the accommodation. The CRHTT will perform environment assessments of
the accommodation bear any nuances in mind when placing service users in these buildings.

The CRHTT are responsible for the service users care while in the accommodation and will
visit the ERB/CTB sites to review the service users daily. Appendix 4 contains the
comprehensive information that CRHTT will provide to the ERB/CTB provider staff.

14. Beyond place of safety facility

The support workers within the CRHTT will provide in-reach support to any facility
(sometimes referred to as crisis café) to assess people attending the facility and support
the provider staff. Referrals into acute care will be accepted once CRHTT support workers
have attended the café and assessed the individuals present.

15. Clozaril initiation
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The service can support Clozaril initiation in the community in collaboration with CMHT
and El. The frequency will vary according to capacity. The trust Clozapine Prescribing and
Monitoring Guidelines should be utilised.

16. Support to service users aged 16-19 in crisis

Service users aged 16-19 will often by under the care of the CAMHS 16-19 services.
Quick reference flowcharts 8, 9 & 10 outline the pathways for crisis support to known and
unknown service users ages 16-19. Further information can be found in Guidelines for the
assessment and management of psychiatric emergency in young people under 18 years.

17. Outcomes

Each team will use the HONOS as a clinical outcome measure. A service user outcome will
also be collected.

18. Discharge from CRHTT

e This will be a MDT decision. Discharge planning will be discussed in the CRHTT
MDT weekly meetings, daily handovers, and during care planning approach (CPA)
review meetings. Referral to CMHT's for follow up contacts would be agreed at the
MDT meeting with the consultant psychiatrist present. The CMHT would then be
expected to offer an appointment to ensure transfer of care.

e On discharge CARSO, HONOS and care plan will have been updated by clinicians
during the episode of care.

o CRHTT will support overnight leave from wards only as part of a specific discharge
plan. The duration of the leave will be discussed at the discharge planning meeting.

e Carers and relevant others must be considered prior to discharge.

e Discharge letters will be copied to the General Practitioner (GP), the service user
should be offered if they wanted a copy, and other statutory agencies will be
included.

19. Safeguarding

If there are either safeguarding concerns of an adult or child, the safeguarding team must
be contacted for either action or information and a clinical note completed. The
safeguarding screening tool within the electronic patient record must be considered and
include children’s details.

20. Supervision

All staff are obliged to receive supervision and appraisal as per trust and local authority
policy.

21. Students

Students from either nursing or other allied health professionals will be offered placements.
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1%t year students would have an observational role. 2" and 3 years would be
encouraged to be involved in interventions and documentation, as well as
managerial experience.

22. Acronyms

Crisis Resolution Home Treatment Team (CRHTT)
Centralised Bed Management Hub (CBMH)

Head of Clinical Service (HOCS)

Multi-Disciplinary Team (MDT)

Community Mental Health Teams (CMHT)

Early Intervention Service (El)

Emergency Duty Team (EDT)

Accident & Emergency Department (A&E)

Children and Adolescent Mental Health Services (CAMHS)
Comprehensive Assessment of Risk to Self and Others (CARSO)
Health of the Nation Outcome Scale (HONOS)

Psychiatric Intensive Care Unit (PICU)

Mental Health Act (MHA)

Community Treatment Order (CTO)

Complex Recovery Assessment and Consultation (CRAC)
Care Programme Approach (CPA)

National Institute for Health and Care Excellence (NICE)
Emergency respite beds (ERB)

Community treatment beds (CTB)

Care Planning Approach (CPA)

General Practitioner (GP)

Approved Mental Health Professional (AMHP)

Page 21 of 31

Do not retain a paper version of this document, always view policy / guidance documents from the desktop icon on your
computer



Appendix 1 - Centralised Bed Management Hub Process

The Centralised Bed Management Hub (CBMH) is in operation 7 days a week; 8am until
8:30pm Monday to Friday, 8am to 4:30pm Saturday and Sunday. Outside of these hours
the allocation of beds is the responsibility of the CRHTT within each locality.

The main aims of the CBMH are as follows:

¢ To ensure that when a bed is required, that bed is identified within an appropriate
timeframe, ideally less than 4 hours

e To co-ordinate all admissions and transfers between acute wards

e To receive issues and escalations from each ward/locality red to green board
rounds which delay a service users journey

e Where issues are escalated themes are collated for analysis, actions allocated and
where appropriate issues are further escalated for resolution

e To ensure that appropriate plans are in place for individuals occupying an acute
inpatient bed so that a continuous throughput is maintained

o Access to specialised beds within CWP is monitored to ensure that delays in
transition from acute to rehabilitation and secure services are kept to a minimum

o Undertake reviews for service users frequently admitted to acute services to
establish what additional support can be provided in place of frequent admission to
hospital ensuring that contingency plans meet the needs of the service user

¢ Monitor 28 day re-admission rates, admission and discharge rates, and occupied
bed days per CCG

e Ensure gatekeeping assessments have been completed for acute admissions

e Ensure that gatekeeping assessments detail reason for admission and what would
need to change to facilitate discharge within a timely manner

A) Daily Activities

At 8am (Opel 2, 3and 4)
e Confirm no one is with a Liaison Practitioner or waiting for Liaison assessment

From 9.30am (Opel 2, 3 and 4)
¢ Red to green board rounds lead by the CRHTT to commence within each locality
which should be undertaken on the following wards:
0 Central and East Locality; Mulberry Ward
0 West Locality; Beech Ward, Juniper Ward, Willow Ward
o Wirral Locality; Lakefield Ward, Brackendale Ward, Brooklands Ward

By 11:30am (Opel 2, 3 and 4)

e Contact all acute wards to confirm patient numbers, admissions and discharges

e Contact older adult organic, learning disability assessment & treatment,
rehabilitation and secure wards to establish current bed state and any planned
changes

¢ Email this information to the CBMH team, CRHTT and acute care staff including
Consultants, ward managers and Heads of Clinical Service (HOCS) before the
12noon teleconference
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12 noon teleconference (Opel 2, 3 and 4)

Conference call to be attended by CRHTT, HOCS (when in Opel 3 Head of
Operations, Opel 4, Executive team member)

Feedback to be provided by the CRHTT practitioner in-reaching to the wards in
each locality from the red to green board rounds to confirm planned activity in and
out of the wards

This feedback should detail any discharges or home leave planned to take place
that day or any discharge meetings due to be held

Feedback to be provided by the CRHTT in each locality on any MHA or CRHTT
gatekeeping assessments requested or ongoing in the community

Discussion should cover bed capacity, patient flow, locality actions and any barriers
to discharge

Themed barriers to be collated and localities should escalate issues to the CBMH
CMBH to allocate actions and to decide if further escalation is appropriate

In Opel 3 and 4 CBMH to identify private beds available locally

4pm teleconference (Opel 3 and 4)

Conference call to be attended by CRHTT, HOCS, Head of Operations (Opel 4,
Executive team member)

Feedback to be provided by the CRHTT practitioner in-reaching to the wards in
each locality from the red to green board rounds to confirm planned activity in and
out of the wards

This feedback should detail any discharges or home leave planned to take place
that day or any discharge meetings due to be held

Feedback to be provided by the CRHTT in each locality on any MHA or CRHTT
gatekeeping assessments requested or ongoing in the community

Discussion should cover bed capacity, patient flow, locality actions and any barriers
to discharge

Themed barriers to be collated and localities should escalate issues to the CBMH
CMBH to allocate actions and to decide if further escalation is appropriate

At 8pm (Opel 2, 3 and 4)

Contact all acute wards to confirm patient numbers, admissions and discharges
Contact older adult organic, learning disability assessment & treatment,
rehabilitation and secure wards to establish current bed state and any planned
changes

Email this information to the CBMH team, CRHTT and acute care staff including
consultants, ward managers and HOCS

B) Weekly Activities

Acute Care MDT meeting

The acute care team along with representatives from the wider MDT (including CRAC
team, CMHT, El) should meet weekly either on a Monday or Tuesday to discuss plans for
the service users on the ward at the time and to pre plan early discharge meetings for the
week ahead. These meetings should be attended by members of the acute care team
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from both acute adult wards as service users may be transferred between wards during
their acute care journey therefore an awareness of their care and treatment is essential to
avoid delays. Time slots should be allocated for members of the CMHT to attend to be
involved in the discussions surrounding service users from their particular team. It is
envisaged that these meetings will take approximately 3 hours and will be chaired by a
representative from CRHTT.

Frequent Attender Review Meetings

The CBMH will be responsible for identifying service users who have required multiple
admissions to inpatient services and coordinating a multi-disciplinary review of these
cases. These meetings will be held to support the care co-ordinator with the contingency
planning process with a view to reducing the number of admissions or length of stay that
the service user requires.

Information reporting

The CBMH will be responsible for collating issues and themes creating delays to patient’s
journey through acute care and sharing this with the Head of Operations, facilities and
estates in a weekly report.
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Appendix 2 - Bed Management for people accessing our services who may require
admission to an area with more resources

Bed to be found in West and Wirral if the answer to all the following questions is yes

The person is being detained under the mental health act (to the correct hospital)
The person is presenting with extreme levels of aggression, hostility and agitation
The HTT believe the person could not be safely supported on an open ward
The HTT have discussed this person with the PICU team (if known to PICU)

The following things should be considered before deciding to place the service user in
West and Wirral

e A physical condition is not contributing to the presentation needing a PICU
e Where will they be discharged to and will an admission to another locality delay or
disrupt the discharge

Where possible service users should be moved back to their own locality once settled to
facilitate discharge if there is a clinical need.
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Appendix 3 - Red2Green board round explanation sheet

Red2Green Board Rounds -
Acute Inpatient Care

Red2Green is a process and a set of principles to support patient flow, with a focus on
identifying and resolving barriers and delays to progressing patients along their pathway.

By examining the Red and Green status of each patient during the Red2Green Board
Rounds, it enables and empowers staff to identify internal or external delays and allocate
same day actions to facilitate active intervention, treatment or discharge. This will avoid
patients spending more time as inpatients than they need or require.

Determining a Red or Green Day
Could the care or intervention the patient is receiving today be delivered safely and

effectively in a non-inpatient acute setting or placement e.g. CRHTT, CMHT, EI, community
care provider or carers?

Would the person be admitted as an inpatient from the community based on their
presentation today?

Additional questions to assist decision-making:
=  What is the patient waiting for to progress to the next phase of their care? Assign same

day actions.

Has the reason for admission been addressed and are they ready for discharge to a more
appropriate setting e.g. CRHTT? Assign same day actions.

A Green day is of value to the patient

A Red day is of non-value to the patient
When the patient is receiving care that can

be provided in a non-acute inpatient ward e When the patient is receiving care tha

can only be provided in an acute
When the patient is not receiving active inpatient ward

care or treatment that day
When the patient is receiving value

adding acute care or treatment that da
that progresses their journey towards
discharge

When the requested / planned
intervention or assessment does not
occur = patient waiting

Examples:

e Waiting for an external placement e.qg.
housing, care home etc
Waiting for assessment or decision from
another team and no other work is
possible to progress discharge that day
e.g. CRAC / Rehab
Waiting for first Clozapine dose when
patient comes for titration and it is not
given
Waiting for take home medications

When everything planned or requeste:
gets done = patient is in receipt of
active care

When the result of an intervention is
acted upon

_4
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Frequently Asked Questions (FAQS)

Red2Green is based on the principle that a person should not lose
a day within the community due to waiting on an inpatient ward; it
Is NOT about Performance Management!

Why can the person be identified as Green but still be acutely unwell?

Green doesn’t mean ready for discharge, it means that they are able to progress along
their treatment / discharge pathway i.e. there are no barriers in place to delay their
progression and they are receiving active care or treatment that day that can only be
provided in an acute inpatient setting.

If a person is on leave, are they Red or Green?

The person will be Red. There must be a clear rationale and timeframe for the person to
be on leave in accordance with the Acute Care Standards and part of a specific
discharge plan, with a planned discharge date and full agreement by the MDT.

3. If aperson is awaiting a placement, are they Red or Green?

The person will be Red if all necessary treatment from the inpatient ward is complete and
the barrier is the delay with the placement.

4. If aperson no longer requires acute inpatient care, are they Red or Green?

The person will be Red if all necessary treatment from the inpatient setting is complete,
the person is more suitable for another team or service and the barrier is the delay for
transfer to a more appropriate team/service.

How do you distinguish between internal and external barriers?

An internal barrier is where CWP has control and can determine the next step e.g.
facilitating discharge to the Home Treatment Team, Community Mental Health Team,
Rehab or Low Secure Service.

An external barrier is where CWP does not have control and cannot determine the next
step e.g. awaiting an external placement or transfer to a team or service external to
CWP.

Can someone be Red and Green at the same time?

No. If they meet any of the red criteria described above they will be identified as Red. To
be identified as Green they must meet all of the Green criteria described above.

How should the actions and barriers be captured for the process?

In identifying your barriers think about breaking them down into individual steps so you
are in a position to identify potential ‘quick wins’.

An example would be: a patient is requiring placement and the steps could include
identifying suitable placements, arranging assessments, completing paperwork or
awaiting funding panel.
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Red2Green Board Rounds -
Logistics

Frequency

- The Red2Green Board Rounds will take place 4 times per week - Monday, Wednesday,
Thursday and Friday morning at 9am.

- The Acute Care MDT Meeting will take place weekly on Tuesdays at 1pm and will
incorporate Red2Green as part of the meeting. The Red2Green electronic patient
record form will be completed in the same way as is completed at the morning
Red2Green Board Rounds.

Membership of the Red2Green MDT

- The Red2Green Board Rounds MUST be attended by the following MDT:
= Consultant and / or Senior Clinician
= Junior Doctors
= Nurse in Charge
= Home Treatment Team
= Occupational Therapist
= Pharmacy

- The Red2Green Board Rounds will be led by the Senior Home Treatment Team lead.

- There should be a Clinical Secretary present at each of the Red2Green Board Rounds
to document all information on the Red2Green electronic patient record Form. This will
then be confirmed by the Senior Home Treatment Team lead leading the Red2Green
meetings.

Functions

- Having the Red2Green Board Round in front of the Patient Board in the Ward Office is
beneficial in being able to review patient information, including sections, observations
levels, care coordination and treatment updates as part of the Red2Green discussions.

- However, as long as the information from the Patient Board is visible to the MDT during
Red2Green, it is appropriate to hold the Red2Green Board Round away from the office.

Acute Care MDT Meetings

Acute Care MDT Meetings take place weekly in order to discuss all service users occupying
an acute mental health bed and ensure that adequate plans are in place to work towards
discharge. These meetings should be led by the Home Treatment Team and attended by the
acute care MDT, including a Community Mental Health Team (CMHT) representative,
Consultant Clinical Secretary and Complex Recovery Assessment and Consultation (CRAC)
Team (with specific slots allocated to them for updates). Plans can then be put in place for
the week and early discharge meetings arranged.
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The Red2Green electronic patient record form will be updated to ensure that actions are
monitored and progressed at the subsequent Red2Green Board Rounds.

Red2Green Board Round Flow Chart -
4 times per week plus weekly Acute Care MDT Meeting
incorporating Red2Green
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Step 1
= Review the gatekeeping reason for admission and estimated date of <=
discharge.

Step 2
= Using the agreed criteria and key questions, rapidly assess the progress of
every patient to discuss whether the day is Red or Green.
= Check if the actions from the day before were completed and take action.
= |dentify patients ready for discharge.

Step 3
= The MDT agree and allocate actions to avoid any delays to treatment or
pathway to discharge.

Step 4
= Record all Red and Green days status, discharge readiness, internal/
external barriers, reason for delay and required actions on Care Notes to
allow reasons for delays to be identified and addressed.

v
Step 5
=  Admin to email Red2Green MDT to alert them of assigned actions that
require attention.

¥

Step 6 - Escalation
= After 3 consecutive Red days (72 hours), if the MDT cannot resolve the
problems causing the delays and the patient having a Red day, they
escalate to the Head of Clinical Services to respond within 72 hours and
notify the Centralised Bed Management Hub (CBMH) to chase.
= |f after 1 week the Head of Clinical Services cannot resolve the barrier
causing the patient to have a Red day, then the CBMH escalates to the
Head of Operations to take action and provide a 72 hours response.
= |If the barrier cannot be resolved by the Head of Operations, then the CBMH
escalates to the Associate Director, then the Executive Director if still
unresolved.
= \When escalating, please provide the following information:
- Patient name and NHS number
- The barrier causing the red day — the blockage
- What has already been done to address this
- What is required to address this
- What is the required outcome for the patient

¥
Step 7
= |tis the responsibility of the people assigned to actions to update the MDT in
readiness for the following day’s Board round.

The R2G Steering Group will review SPC charts of Red days, LOS and barriers in order to
e et o AP S PR TELIES A A B B SR A i P vement:
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Please follow the following guidelines when accessing an emergency respite or community

bed.

Please record all of the below in a clinical note in the electronic patient record. This should
prevent the need for separate paperwork.

It is imperative that we give ERB provider staff a copy of this electronic patient record entry
urgently as they will not have any written information they can access.

Complete current mental state

Complete physical description i.e. height, weight, eye and hair colour

Complete risk assessment of harm to self and others, including neglect. Identify
any other Alerts recorded on the electronic patient record

Gatekeeping assessment information

Identify how Home Treatment Team and bed provider staff will manage these risks
for service users in ERBs. Please inform provider staff what we require of them in
managing these risks.

Record whether the service user uses illicit drugs or alcohol or smokes

Provide copy of Care Plan, particularly highlighting what we are asking provider
Support Workers to do

Provide a review date and time and who will complete this

Record any allergies, including drug allergies

Record any special dietary requirements e.g. are they vegetarian

Record any medical conditions

Record any mobility conditions, identifying any assistance which is needed

Provide up-to-date medication sheet (copy can be obtained from GP), including
any special directions and a supply of medication if possible

Also provide staff with a copy of the up-to-date demographic information, address and
contact details, next of kin details, Community Mental Health Team contact etc.

When reviewing ERB stays:

Update Care Plan and any Risks.
Inform ERB staff of any changes, record same on the electronic patient record and
provide staff with copy a.s.a.p. for their records
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