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	Ein cyf / Our ref: 066/20/FOI

	Dyddiad / Date: 7th July 2020



Further to your request for information dated 1st June 2020, I am pleased to provide the following in response to your request.  Please accept our apologies for the delay.
You asked us:
Please provide a copy of Betsi Cadwaladr University Health Board’s (BCUHB) business continuity plan in relation to the provision of mental health services during the present crisis.  Specifically, I am interested in either that part of your wider business continuity plan which relates to mental health or the whole plan (if there is not a specific and self-contained part of the whole plan relating to mental health).
Our Response:

Please find embedded below the response plan produced by the Mental Health and Learning Disability division in response to the COVID-19 pandemic.  Please note that there are redacted sections of the document as these constitute personal information under the exemption Section 40(2) Personal Information of the Freedom of information Act 2000.

[image: image1.emf]MHLD COVID 19  Pathways Plan V4 - Redacted.pdf



We welcome correspondence through the medium of Welsh

Rydym yn croesawu gohebiaeth drwy gyfrwng y Gymraeg


_1655531951.pdf
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Public  
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MHLD Covid-19 Pathways Plan version 4 
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Full paper 
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Divisional Directors asked to note the draft plan and consider for final approval  


Please tick one as appropriate (note the Chair of the meeting will review and may determine the document 


should be viewed under a different category) 
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Approval  
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For 
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Sefyllfa / Situation: 


This is the plan for the MHLD Division in response to the Covid-19 major incident.  


Cefndir / Background: 


BCUHB has declared the Covid-19 pandemic a major incident and all services are required to develop pathways 


plans 


Asesiad / Assessment & Analysis 


Strategy Implications  


Business continuity plans to manage COVID-19  
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Financial Implications  


A financial assessment has not been included within this report  


 


 


Risk Analysis  


The risks analysis is based on published literature on COVID 19 pandemic in other countries  


  


Legal and Compliance  


This report outlines compliance with treatment algorithms for the treatment of COVID-19  


 


 


 


 


 


 


  


Introduction 


The following plan has been developed to deal with the rapid population infection rates from 


COVID 19. 


Patients suffering from a mental disorder have greater needs than the general population and 


have high comorbid physical health conditions. A demand modelling for MHLD has been 


developed to understand the worst case scenario that the division may face. Based on these 


data and experience from other countries, the Division has set a COVID 19 governance 


structure that reflects the one established by the Health Board. C19 Pathways group have 


been established to deliver standard operational policies in line with the decisions made by 


the MHLD Clinical Reference Group. A Delivery Group has been set up to manage and 


monitor the changes. 
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Principles underlying the clinical pathways plan 


The pathways developed by the Division are based on the notion that resources need to 


concentrate in supporting the most vulnerable and high risk patients in the community, so to 


avoid unnecessary social contacts, travelling or hospitalisation. To enable this to happen, the 


following principles have been agreed: 


 No service is going to close, but resources are remodelled to comply with different 


service needs dictated by the spread of the pandemic 


 The NHS Wales Ethics principles described in the document “The patient pathway 


during the COVID 19 crisis” constitutes the framework of the MHLD C19 Pathways 


 The principles of duty of care, safeguarding processes, MCA, MHA and all the legal 


requirement that normally regulates the delivery of safe services are maintained 


 Community resources will form a virtual hub to concentrate in supporting primary care 


colleagues, urgent referrals, shielded patients and patients with the most needs 


 The use of tele-mental health has to be an important mean for assessments, reviews 


and delivery of therapies by all staff, in line with NHS England and Wales 


recommendation. However, other means of interventions and assessment have to be 


available to avoid discrimination to people with no access to digital technology or 


unable to use it 


 The inpatients facilities have been cohorted to maintain assessment wards, green 


clean wards and infected wards. In North Wales there will be one inpatient facility to 


admit adult patients (< 70) and one for older people (>70) where people will be 


assessed and treated. If asymptomatic for 14 days and in need of longer admission, 


patients can be moved to green units 


 Isolation areas identified for each units and public health advise followed by every 


service in regards to Personal Protection Equipment 


 These principles are applied to all sub-specialities of the division (Substance misuse, 


Forensic, Learning Disability, Rehabilitation, Older People, Adult) 


 The emergency developments should comply as much as possible with the agreed 


strategy and services re-design already commenced to avoid unnecessary disruption 


now and in the future 


 Workforce and wellbeing strategy to be developed to support staff during the pandemic 
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Executive summary 


The proposed strategy is patients shielding and treat as many people as possible in their 


own environment by increasing preventative work and crisis interventions. 


This is a summary of the main changes, more details are in the operational policies in the main 


document. This plans are subjected to constant review and may change. 


The community services have been redesigned to form a Virtual Community Resource 


Team formed by the following services that were previously fragmented: Adult and Older 


People Community Mental Health Teams; Community Rehabilitation Teams; Substance 


Misuse Services; Local Primary Care Mental Health Teams; Community Eating Disorder 


Services; Home Treatment Teams; ICAN volunteers.  The service will be active 7 days a 


week to support patients in the community and to avoid admissions as much as possible. All 


activities have been classified as “essential” and “less essential” to protect the core functions 


in the community. Referrals will have a single point of entry both for Part 1 and 2 of the 


Mental Health Measure. Referrals will be assessed according to urgency and risks and 


interventions delivered in the community. GP surgeries will have access to advise via the 


liaison function offered. All patients currently open to services and in particular under Part 2 


of the MHM will be classified according to the RCPsych RAG rating, so interventions can be 


shielded. For example, patients on Clozapine, Lithium, Depot injectable preparations and 


requiring frequent contacts due to multiple needs will be classified as Red. Patients will be 


asked about advance directives. The Mental Health Act related work for patients in the 


community services will be done by the appropriate Approved Clinicians either in the 


community or inpatient settings. There will be a daily Safety Huddle where the area clinical 


priority and staffing levels will be discussed and resources allocated. In some instances 


there will be a need to escalate issues further. For each individual service a mitigation plan 


and alternative service delivery has been agreed and is included in the operational policies. 


The inpatient provision will be remarkably different. The principle underlying this choice is 


to cohort admissions in the attempt to maintain Green Clean Units. The Mental Health Act 


related work will be done by the senior clinicians in the units, unless the medical workforce is 


insufficient for this task. In this case, the Medical and Clinical Directors will allocate the task 


to the workforce available. Each admission will follow strict guidelines in regards to identify 


signs of C19, will have an advance directive and whenever possible, DNA CPR will be 


discussed and documented. No DNA CPR will be assumed. Visits and leave are restricted 


and allowed in few circumstances, but digital facilities will be available to maintain contact 


with families and loved ones. The Heddfan Unit in Ysbyty Wrexham Maelor hospital has 
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been designated as the regional admission unit for people > 70 year old across North Wales. 


Within the unit different areas have been identified as C19 positive; negative and 


assessment. The senior clinical input will be dedicated to the unit and available 7 days a 


week to triage the need for admission and advise the community teams. The triage function 


is about balancing the situation in the unit, the individual case’s risks and the community 


provision. Whenever possible, admissions need to be discussed with the community team. 


The Sec 136 suite remains operative. The Ablett Unit in Ysbyty Glan Clwyd will be the 


regional admission unit for people < 70 year old. The unit will follow the same principles with 


identified areas and a senior clinicians’ triage cover 7 days a week. The triage function is 


about balancing the situation in the unit, the individual case’s risks and the community 


provision. Whenever possible, admissions need to be discussed with the community team. 


The unit will function at the level of high acuity to the level of psychiatric intensive care. The 


Sec 136 suite remains operative but identified as an isolation area, so it may not be available 


at times. The Hergest Unit in Ysbyty Gwynedd will be a treatment unit where patients will be 


moved if asymptomatic for 14 days and still in need of admission. The unit provides 


Psychiatric Intensive Care facilities and has identified isolation areas. The senior clinical 


cover will continue as usual. The Section 136 suite remains operative. The Cefni unit and 


Bryn Hesketh unit will continue to host people suffering from neurodegenerative disorders, 


but new admissions will be centralised to Heddfan unit as specified above. Coed Celyn unit 


in Wrexham, formerly used as inpatient rehabilitation unit, has been cleared of patients who 


have been moved to either private facilities or community. 


The Learning Disability services are adopting the same principles of tele-mental health, 


shielding and classifying patients in the community to identify the most in need. The 


consultant cover remains the same. Every referrals will be evaluated by the community 


teams. The inpatient facilities are in the Bryn Y Neuadd site and have identified a staged 


approach in line with the principle of cohorting. Stage 1: 1-3 patients in Llys Meddyg; stage 2 


Mesen Fach. Other stages have been described depending upon the number of patients 


infected. Tan Y Coed is the current rehabilitation unit and will remain the green clean area, 


unless the number of infected people exceeds the capacity. The Enhanced Community 


Residential Service will continue to operate. 


The Forensic services are mainly in Ty Llewellyn medium secure unit. The turnover of 


patients is less than acute adult and older people units. Isolation areas have been identified 


within the unit and equipment sourced. Leave will be limited and for documented therapeutic 


reasons. 
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The Rehabilitation inpatient services will operate a panel to review the needs for 


admissions. Every admission will be accepted only after a proved period of 14 days with no 


symptoms. In the majority of the cases this will mean a previous period of admission in the 


Ablett or green wards. 
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Main document 
 


Governance  


1. Scope 


 BCUHB Mental Health and Learning Disabilities (MH&LD) Services during the 


COVID-19 pandemic  


 Community mental health and wellbeing for the BCUHB population during the 


COVID-19 pandemic 


 Commissioning of MH&LD services either directly or from the third sector 


2. Purpose 


 To ensure that operational continuity is maintained for agreed ‘essential’ MH&LD 


services including out of hours and commissioned services until normal business 


operations are re-established. 


 To ensure that Mental Health and Learning Disabilities (MH&LD) Services have 


appropriate plans and contingency arrangements in place to deliver the agreed 


pathways for patients presenting with symptoms of COVID-19 


3. Accountability 


The group is accountable to Gold Execs Group and Execs Clinical Pathways Group for 


delivery of its aims and objectives. 


4. Aims 


To maintain continuity of services for Mental Health and Learning Disabilities, agree COVID-


19 pathways and make recommendations to Execs Clinical Pathways Group on 


implementation of the proposed pathways 


5. Objectives 


To work collectively to achieve the following objectives: 


 Agree the Inpatient Pathway for MH&LD patients with suspected and confirmed 


COVID-19 and recommend the appropriate pathway to the Clinical Pathways Group 


 Agree the Community Pathway for MH&LD patients with suspected and confirmed 


COVID-19 and recommend the appropriate pathway to the Clinical Pathways Group 
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 Make recommendations on the Health Board response to support community mental 


health and wellbeing 


 Ensure that plans and contingency arrangements take into account: 


o Welsh Government guidance 


o Public Health Wales guidance 


o National Clinical guidelines 


 Agree the appropriate response during detection/containment phase where numbers 


are relatively low 


 Agree the appropriate response during escalation phase  when numbers are 


increasing 


 Ensure continuity of inpatient services including bed management 


 Ensure continuity of community services including bed management 


 Ensure continued effective commissioning of Commissioned MHLD Services 


o Directly Commissioned 


o Third Sector Commissioned 


 Resilience of Out of Hours services 


 Staff well-being/Home working 


 Stand-down non-essential work (divisional and directorate meetings) 


 Oversee development and implementation of workforce contingency plans for stand-


down and temporary redeployment of staff  


 Monitoring of the above and daily situation reporting (Sitrep) to Gold MHLD and 


Silver Command 


 Produce a communication strategy for MH&LD during the COVID-19  


 Liaison with National Mental Health Incident Group for COVID-19 


 Consider a site-based contingency plan and governance arrangements in the 


absence of the current command structure 


 Ensure clear decision making is evidenced supporting the management and 


maintenance of financial control and stewardship of public funds 


 


 


6. Key Interfaces 


 BCUHB Mental Health Services 


 BCUHB COVID-19 Silver/Tactical Group 


 BCUHB Primary Care COVID-19 Bronze Group 


 BCUHB Acute and Emergency COVID-19 Bronze Group 
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 Primary Care Mental Health Support Services 


 Local Authority Heads of Social Services  


 Local Authority Education Services 


 North Wales Police 


 Third Sector organisations 


 


 


7. Meeting Frequency 


Currently twice-weekly Monday/Thursday. To remain under review. 


 


 


 


8. Structure 
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Demand modelling 


This brief document aims to establish an approximate estimate of the demand for MHLD 


services in North Wales during the COVID 19 emergency. The paper is only focus on MHLD 


patients and not the demand on other services or general population.  


It has a single author with no peers review or established methodology, so the document has 


to be considered with cautiousness and criticism. 


There are no published epidemiological studies for mental health, learning disabilities and 


autism during the COVID 19 crisis. However, published information on MHLD services from 


China and Italy indicates an increased incidence of Post-Traumatic Stress Disorder cases 


and substantial increase of the use of coercive detentions (use of MHA in UK) few weeks 


into the pandemic. It is reasonable to envisage that social isolation, loss of connections, fear 


of uncertainty, increase use of alcohol or illicit substances and sudden changes in routine 


may increase incidence of anxiety disorder and produce a de-stabilizing effect on people 


with autism. Furthermore, some people may use the infection of COVID 19 as a form of self 


harm, although this is only a speculation. 


The World Health Organisation has published data on the incidence and prevalence of 


mental health disorders during conflicts. It refers also more generally to mental health in 


emergency. However, it is a reasonable assumption to adopt these data for the calculation of 


the demand in the current COVID 19 pandemic. 


Estimated point prevalence for all mental disorders: 22% 


Estimated point prevalence for mild mental disorder: 13% 


Estimated point prevalence for moderate mental disorder: 4% 


Estimated point prevalence for severe mental disorders: 5% 


There are no data for suicide in COVID 19 pandemic. 


Furthermore, people suffering from severe mental illness have about 3 folds prevalence of 


physical disorders, so they are more prone to infections and viral disease (Fleishacker et al; 


2008). 


The following estimate does not take into consideration the wide range of vulnerability to 


infections amongst different subgroups of mentally disordered population. For example, 


people suffering from severe eating disorders are generally immunosuppressed, people with 
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severe depression have increased cortisol levels and compromised immunity, people with 


schizophrenia have increased lung problems due to lifestyle. In general, people suffering 


from a psychotic illness have higher prevalence of metabolic syndrome. Older people 


suffering from a neurodegenerative disorders have several co-morbid conditions making 


them more prone to infections with a slower recovery and higher mortality. 


All of the above make the management of mentally disorder population in case of infection a 


real challenge, not only in terms of capacity. The proposed strategy is patients shielding and 


treat as many people as possible in their own environment by increasing preventative work 


and crisis interventions. 


The following demand modelling calculation is based on the Imperial College modelling data 


adapted for North Wales. This calculation refers to MHLD services only and the absolute 


estimated number depends upon the rate of infected population. 


 


MHLD total population infected during the pandemic 


AGE 100% 80% 40% 


20-29 17595 14076 7038 


30-39 16865 13492 6746 


40-49 18401 14720 7360 


50-59 21839 17472 8735 


60-69 19516 15613 7807 


70-79 16282 13025 6513 


80+ 9313 7451 3725 


    


 


 


MHLD population with severe mental disorders infected 


Calculation based upon flat application of point prevalence 
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AGE 100% 80% 40% 


20-69 21413 17131 8565 


70+ 5817 4654 2327 


 


 


MHLD infected population needing hospitalisation 


Calculation based upon prevalence of admission for COVID 19 only, without taking into 


account hospitalisation for acute mental disorders 


AGE 100% 80% 40% 


20-69 7840 6272 3993 


70+  9972 7978 3989 


 


MHLD infected population absolute number of death 


AGE 100% 80% 40% 


20-69 632 505 253 


70+ 1780 1424 712 


 


 


MHLD new symptomatic patients per day realistic worse case 


Planning should be based on the realistic worse case scenario.  


The first number refers to the highest estimated number of patients with symptoms of COVID 


19. The number in the round brackets refers to the highest estimate of symptomatic patients 


suffering from a severe and enduring mental illness. A portion of these patients will require 


hospitalisation.  


The current rate of population infected indicates that the below numbers are higher than the 


actual identified cases. 
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Week  RWC 


4 19 (4) 


5 46 (11) 


6 112 (25) 


7 267 (61) 


8 605 (137) 


9 1241 (282) 


10 2094 (476) 


11 2589 (588) 


12 2205 (501) 


13 1357 (308) 


14 676 (154) 


15 301 (68) 


16 127 (29) 


17 53 (12) 


18 22 (5) 
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Use of tele-mental health in the Mental Health and Learning Disability Division 


 


Introduction  


 


Tele mental health is defined as the use of telemedicine to provide mental health 


assessment and intervention. 


Despite the evidence of effectiveness (Hilty et al, (2013) The effectiveness of Telemental 


health: a 2013 review. Telemedicine Journal and e-Health, 19(6): 444–454 ; Salmoiraghi & 


Hussain, (2015) The use of telepsychiatry in acute settings: a systematic review Journal of 


Psychiatric Practice 21 (5): 389-3932015), the use of telemedicine in psychiatry is limited. 


In North Wales, the use is even further restricted by the lack of hardware and by cultural 


issues, despite it is clearly articulated in the service re-design strategy. Furthermore, North 


Wales is the ideal place to implement tele-mental health due to its rurality and limited public 


transport infrastructure. 


Recent restrictions on patients’ contacts due to COVID 19 has created the opportunity to 


implement the use of tele-mental health. 


The following document constitutes guidelines to the staff working within the Division when 


using tele-mental health. 


 


Information Governance 


 


This is an extract from NHSx: 


Information governance is all about how to manage and share information appropriately. 


COVID 19 Information Governance Advice 


The health and social care system is going to face significant pressures due to the COVID-


19 outbreak. In the current circumstances it could be more harmful not to share health and 


care information than to share it. The Information Commissioner has assured NHSX that she 


cannot envisage a situation where she would take action against a health and care 
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professional clearly trying to deliver care. You can read the statement from the Information 


Commissioner's Office, alongside their Q&A resource. Health regulators have also published 


a joint statement. 


We will need to work in different ways from usual and the focus should be what information 


you share and who you share it with, rather than how you share it. The following advice sets 


out some of the tools that you can use to support individual care, share information and 


communicate with colleagues during this time. This includes communications tools where 


data is stored outside of the UK. 


This advice is endorsed by the Information Commissioner’s Office, the National Data 


Guardian and NHS Digital. 


Mobile Messaging 


It is absolutely fine to use mobile messaging to communicate with colleagues and 


patients/service users as needed. It is also fine to use commercial, off-the-shelf applications 


such as WhatsApp and Telegram where there is no practical alternative and the benefits 


outweigh the risk. 


The important thing, as always, is to consider what type of information you are sharing and 


with whom. And as much as possible limit the use of personal/confidential patient 


information. 


Videoconferencing 


We encourage the use of videoconferencing to carry out consultations with patients and 


service users. This could help to reduce the spread of COVID 19. It is fine to use video 


conferencing tools such as Skype, WhatsApp, Facetime as well as commercial products 


designed specifically for this purpose. 


The consent of the patient or service user is implied by them accepting the invite and 


entering the consultation. But you should safeguard personal/confidential patient information 


in the same way you would with any other consultation. 


Homeworking 


You may well need to work from home - for example, when self-isolating without symptoms. 


If you are working from home and using your own equipment you should check that your 


internet access is secure (e.g. use a Virtual Private Network and/or if possible avoid public 


wi-fi) and that any security features are in use. 
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If you are taking any physical documents home with you that contain personal/confidential 


patient information, you should also ensure the security of these documents at your home 


and when travelling. 


Using Your Own Device 


You can use your own devices to support video conferencing for consultations, mobile 


messaging and home working where there is no practical alternative. 


Reasonable steps to ensure this is safe include: setting a strong password; using secure 


channels to communicate e.g. tools/apps that use encryption; and not storing 


personal/confidential patient information on the device unless absolutely necessary and 


appropriate security is in place. 


Information should be safely transferred to the appropriate health and care record as soon 


as it is practical to do so. 


Further help 


If your Data Protection Officer or Caldicott Guardian is unsure of appropriate action to take, 


you can direct Information Governance questions to the NHSX IG Policy team. 


 


The division agreed to follow this guideline in regards to information governance. 


Furthermore, the NHS Information Governance Advisory Group has released further 


guidelines in regards to the use of telephone and skype, attached here. 
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Use of telephone 


The use of telephone consultations is promoted for patients that are well known to services. 


Every patient needs to be assessed for the suitability of telephone consultation. As per 


policy, private phone devices should not be used to contact patients. Telephone calls 


constitute a clinical consultation, hence the content has to be captured in the clinical notes 


and clinical decisions are taken as per face to face consultations. 


  


Use of video facilities 


The use of video facilities may be a preferred route for consultations. The Division promotes 


the use of videoconferencing both for assessments and follow up. The Division also 


promotes the use of videoconferencing for patients in places of safety like Sec 136 suites 


and secure facilities. Video facilities can be used to deliver interventions, such as 


psychological therapies. Senior clinicians can use videoconferencing to join MDTs remotely, 


with the view of optimising their clinical time. For example, consultants psychiatrist and 


psychologist can virtually attend MDT in the inpatients units, contacting families, etc.  


This way of working is in addition to face to face and needs to be a patient’s choice. 


 


Prescribing  


When using telemedicine from NHS facilities, prescribing will follow the usual procedure.  


Remote prescribing will follow the guidelines approved in the Clinical Reference Group: 


Remote prescribing Guidelines  


Guideline for remote prescribing via telephone, video link or online consultation with 


clinician in MHLD Division 


1. Introduction  


This guideline highlights considerations for when clinicians / non-medical prescribers are 


requested to prescribe following a remote consultation and if patient care or safety would be 


compromised if the medication was not supplied in a timely manner. 


2. Scope  


This guideline is for prescribers, non-medical prescribers, nurses and pharmacists working in 


the MHLD Division  
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3. Responsibilities of clinician doing the remote consultation  


 


Before you prescribe you must be certain that you can make an adequate assessment of the 


patient remotely. 


 


 You must have or obtain adequate knowledge of the patient’s health and medication 


needs.  


 Rule out any need for physical examination or other baseline assessments. 


 Obtain necessary medical and mental health information from the patient records.  


 Check and document the current medication prescribed for the patient and any 


allergies. 


 Document the justification to prescribe medication or treatment proposed 


 Check for any contraindications, monitoring required before initiation, drug interactions  


 Provide advice on ongoing monitoring required and any review. 


 


a) Remote prescribing for inpatients  


Verbal orders can be given to doctors or nurses, following a telephone / remote consultation 


in exceptional circumstances.  


Nurses should follow procedures for verbal order from BCU Medicines Policy, MM01 section 


4.1.5.14 page 24-25. Prescriptions written on inpatient drug chart over the phone should be 


signed within 72 hours of the verbal order. 


For prescribing by doctors or non-medical prescribers see section 4. 


b) Remote prescribing for outpatients or emergency care patients 


Where possible, for safety reasons, a prescription should be issued by the consulting 


clinician for the initial period of up to one month.  The GP should be informed of any 


prescriptions issued by completing the clinical information on the Dear Doctor letter along 


with a copy of the prescription, and sending to the direct access e-mail address to the 


relevant surgery by secure email.  


Where an urgent prescription is required, the task of remote prescribing may be delegated 


by the consulting clinician to competent prescriber or non- medical prescriber in the unit 


where the patient is. 
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 If the patient is on the hospital site, consider prescribing on the hospital outpatient 


prescription form.  


If the patient is at home or in a community site, use a WP10 (HP) to prescribe medication 


and advise the patient that they may need to allow time (e.g. 24 hours) for the community 


pharmacist to obtain /dispense the medication.   


When an urgent prescription is issued on WP10 (HP) a ‘Dear Dr letter’ must also be 


completed at the same time and sent by direct access e-mail address to the relevant  


surgery informing the GP that an emergency prescription has been issued. This is to ensure 


that duplicate prescriptions are not issued and to stop further inappropriate prescribing 


The consulting clinician should ensure that the following information is available for the 


remote prescriber: 


 Full consultation details  


 Diagnosis 


 Medical history  


 Currently prescribed medication  


 Prescription: drug name, dose , frequency and quantity to be supplied  


 Follow up or monitoring requirements. 


 Information given to the patient and any further verbal / written information to be 


provided. 


Some of the patient’s information can be obtained from the Welsh Clinical Portal GP 


summary record (this can be obtained without patient consent using the entry COVID19 


where consent is asked for).  


The full consultation and treatment recommendation must be sent electronically to the 


remote prescriber so that it can be printed and put into the patient medical notes. 


4. Remote Prescriber Responsibilities   


If you prescribe at the recommendation of another doctor, nurse or other healthcare 


professional, you must satisfy yourself that the prescription is needed, appropriate for the 


patient and within the limits of your competence. You are clinically responsible for any 


prescription that you sign. 


Before issuing and signing the prescription, the following steps should be considered:  
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1 Obtain and read the consultation entry which has been made by the remote 


clinician.  Print and file in patient notes. 


2 The patient details (name, date of birth, address) are correct on the 


prescription. 


3 Allergy status documented.  


4 Dose is within the licensed dosage range in the British National Formulary 


(BNF) / Summary of Product (SPC). Advice should be sought on any 


unlicensed indications/doses as necessary.   


5 Check if any baseline or follow up monitoring is required (e.g. blood tests, 


blood pressure, and effectiveness review) and that the required follow-up 


has been put in place. 


6 Check for any significant medicine/medicine, medicine/disease interactions 


contraindications or cautions  


7 Check that the medication is being prescribed as per local BCUHB 


Medicines Formulary 


8 Check that the directions entered for each medication are clear and correct 


(including dose, frequency and duration if relevant). 


9 Caution should be taken if the request is for a controlled drug (in particular 


schedule 2 CDs) or high risk medication. It would be good practice for the 


non-medical prescriber to have such prescriptions verified by another non-


medical prescriber / pharmacist or clinician which may be on the site.   


10 When an urgent prescription is issued on a hospital outpatient or WP10 


(HP) a ‘Dear Dr letter’ must also be completed at the same time informing 


the GP that an emergency prescription has been issued. This is to ensure 


that duplicate prescriptions are not issued and to stop further inappropriate 


prescribing. 


 


5. Pharmacy  


A non-medical prescriber should not be made to feel under pressure to sign a prescription 


which they do not feel competent to prescribe and such situations.  Pharmacists can support 
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safety and efficacy of prescribing through checking the prescription and supporting with 


patient information. 


References  


Remote consultations .Guidance from the GMC. https://www.gmc-uk.org/ethical-


guidance/ethical-hub/remote-consultations 
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COVID-19 COMMUNITY SERVICES 


Authors: 


1. Introduction 


1.1 This document forms part of a wider MHLD Strategy to manage the emergency situation 


related to the rapid population infection of COVID-19.  


 


1.2 Increasing numbers of coronavirus positive cases are now being confirmed in the BCHUB. The 


BCUHB Division has escalated it’s response to Covid-19 and has taken action to focus 


resources on caring for an expected increase in COVID-19 patients who need hospital care.  


1.3 We will be prioritising those Patients across North Wales who are in need of the most urgent 


care, based on clinical assessment. This is part of a range of measures the Mental Health 


Division is preparing to implement to manage the disruption caused by COVID-19.  


1.4 In addition to the requirement for acute care facilities, it must also be recognised that the 


main burden of managing any significant outbreak will lie within primary and community care. 


 


1.5 It is vitally important that we action our plan to cohort patients and in addition virtually align 


our current community services resources to manage all our patients safely to avoid hospital 


admissions, ensure access to early intervention and preventative service and support services 


to help people stay well and maintain their mental health. 


 


1.6 We recognise that a strong and well- functioning integrated system in local communities will 


help ensure better flow for those people waiting to be discharged from hospital, prevent 


escalation in crisis and provide for the early intervention and the proactive management of 


those vulnerable patients at potential increased risk of serious outcome, including shielding 


patients.  


 


1.7 Good local communication and access to the voluntary and third sector organisations can 


facilitate access to education and support at a locality level which will facilitate and enable 


community resilience.  
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1.8 As part of it response to COVID 19, BCUHB have established Area wide workforce hubs. It has 


been confirmed that the East Hub will have specific responsibility for supporting Mental 


Health with any emergent workforce requirements. The purpose of the Workforce Hub is to 


support the Division in expanding the capability to allow workforce to be managed and 


deployed at scale when required. 


1.9  The Workforce Hub will be the central point for all staff related queries concerning COVID 19 


and Maximise the effective deployment of staff both clinical and non-clinical to best support 


the Health Boards plans to combat the COVID 19 virus. 


 


 


2. Outcome to be delivered 


 


2.1 Establish Area Community Resource teams, offering multi-disciplinary support through the 


redesign of current community pathway including the management of new referrals, 


reviewing current service delivery to concentrate resources on the most vulnerable and 


complex patients.  


 


3. Principles of Care 


 


 Only admit those in greatest need for MH inpatient care after all avenues for enhance 


community based care are explored and considered. 


 Consider the risk to the patient of exposure to COVID-19 


 Maintain infection control procedures in any setting. 


 Despite the challenges presented by Covid-19 the MHLD Division will aim to maintain a 


standard of care which sees all patients treated with dignity and respect and, having their 


holistic needs met.  


 The Division will undertake its duty of support for staff to address any skills or knowledge 


deficit sufficient that they can function in a reasonably competent way. All staff have access 


to the BCUHB ‘Back to the floor’ training. 


 A degree of flexibility, learning and support to work outside traditional comfort zones may 


be occasionally requested, but not outside individual professional competencies. 
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 The Division will undertake its duty of support for staff to address any skills or knowledge 


deficit sufficient that they can function in a competent way. All staff have access to the 


BCUHB ‘Back to the floor’ training. 


 


 


4. Aim  


 


4.1 As a Division we aim to urgently reconfigure our current Community Services infrastructure 


to ensure a comprehensive and expansive front line community response to help alleviate the 


surge in demand for hospital beds and use of critical care facilities, enabling rapid pathways 


for those urgent cases affected or concerned about Covid-19, but also how the system can 


connect to more of itself to mitigate the likely consequence of staff absence.  


4.2 The aim is to have robust cover for the Multiple Mental Health Community Services to manage 


risk in the Community to avoid inpatient admission whenever possible. The main aim being to 


maintain a critical mass of mental health professionals at any one time to work collaboratively 


with each other whilst retaining their specialist skillset.  


4.3 It will also be important that we maintain a degree of continuity with previous service design 


to avoid colleagues to work in unfamiliar environment with obvious increased risk.  


4.4 This approach will also support people to access the right information and help at the right 


time, and in the right place, by playing to the strengths within our communities and individual 


parts of the system in a co-ordinated and planned way. This will be through a partnership 


approach with our voluntary and third sector organisations. This approach will also bring 


opportunities to strengthen whole system partnership working, build resilience and support 


teams to work together in different ways with common purpose. 


 


5. Virtual Community Resource Teams 


5.1 We will be consolidating and reconfiguring current Community Services (Adult, OPMH, 


Substance Misuse, Rehabilitation, Primary Care, ICAN, CAEDS and Home Treatment Teams) 


into virtual Area multi-disciplinary Community Resource Teams.  
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5.2 The emphasis of this is to ensure that there is a robust management plan around every patient 


particularly those that had been discharged back into the community. 


 


5.3 There should be fluency of movement for example between the mental health practitioners 


from community services moving to crisis services to support discharge, work with voluntary 


sector and using technology such as telemedicine and skype to enable face to face contact. 


The aim being to develop robust care plans over the pandemic period.  


 


5.4 Individuals who have been rapidly discharged into the community would require care 


coordination to prevent relapse.  


 


5.5 Focus will be on expediting discharge and supporting people to remain at home, to prevent 


escalation and crisis keep people well. Consolidation of services will provide for the greater 


oversight of vulnerable individuals most at risk. Safeguarding consideration for adult and 


children at risk as per usual process. 


5.6 Adult, OPMH, Substance Misuse, Rehabilitation, Primary Care, ICAN, CAEDS and Home 


Treatment Teams will combine to create virtual Community Resource Centres, with traditional 


care coordination roles being held in the background of the team’s activities during the 


pandemic.  


 


Virtual 
Community 


Resource 
Team


Adult Mental 


Health


OPMH


Coomunity 


Rehabilitation


Primary CareSMS


CEDS


ICAN and 3rd


Sector 
community 


Support
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5.7 All Team Members will work flexibly across community settings based on demand and 


according to clinical need. 


5.8 If staffing redeployment is required across areas and more broadly across the Division this will 


be directed locally through the Daily Huddles, however large scale redeployment will be 


escalated to the COVID-19 Workforce Hubs. 


5.9 All staff members to adhere to the COVID-19 Patient Contact Policy 


All Staff members (Excluding SMS) to adhere to the COVID 19 Medication Policy 


(Please refer to Appendix 1 SOP COVID-19 Community Services) 


 


6. Daily Huddles 


6.1 Daily Safety Huddles that are currently operational in each Area, will be enhanced, to include 


representation from the Area Virtual Community Resource Teams. Every effort will be made 


not to destabilise current Huddle arrangements and this proposed new approach is designed 


to enhance and increase resource and capacity given current pandemic situation.  


6.2 Each Area will establish 3x Daily Huddles at 9.30am 1.30am and 4 pm as a minimum. 


Emergency Huddles can also be arranged. 


6.3 Each Area will nominate the Lead from each Service to attend the Daily Huddles. Each Lead 


will understand the Essential and Less Essential Task for each clinical area and present these 


on a daily basis in the Huddle.  For example SMS – Contacting high risk patients, Naloxone, 


CMHT – Depot, Clozapine, Shielding. (Please refer to SOP for further detail Appendix 1) 


6.4 The focus of each Huddle will be on understanding the Area’s priority clinical tasks on a daily 


basis and utilising the pooled clinical and non-clinical resources to respond to these needs.  


6.5 Focus of the Daily Huddles will be to: 


 Agree and manage Essential and Less Essential tasks for each Area 


 Allocate tasks to Virtual Community Resource Team Members and the monitoring of these 


tasks. 


 Support Discharge and 3 day follow up calls 


 Undertake the daily COVID-19 SITREP 
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 Identify redeployment opportunities and allocate resources accordingly including 


Administrative Staff that could be utilised differently. 


 Allocate ICAN volunteers where statutory staff are not required, to coordinate community 


support through the voluntary and 3rd sector partnerships. ICAN Volunteers will be available 


to undertake tasks such as ‘stay well telephone calls’, assist with benefits counselling, 


accommodation advice and signposting to further community support. An ICAN Coordinator 


will attend each huddle to agree actions.  


 


COVID-19 Daily Huddles have ToR available. 


7. Governance 


7.1 There is an expectation on the MHLD Divison to develop a Light touch minimum dataset to 


capture activity in line with Welsh Government requests. The aim being to ensure that this 


reporting is proportionate, providing the minimum information that is required to assure all 


of us that services remain safe and to allow escalation for areas of concern. 


 


 


 


 


 


Virtual Daily Huddle 


To include Adult, OPMH, SMS, CEDS, CAN, 


Primary Care, Community Rehabilitation 
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7.2 In terms of governance, the MHLD Division follows the Putting Things Right process. Each 


locality and Rehab/Forensics and SMS/LDs have existing weekly PTR meetings that are well 


established and attended by safeguarding colleagues. Consequently, these meetings will 


continue in their current form to minimise any disruption to teams and potential risks in 


relation to quality, safety and experience for patients. This will be reviewed on an ongoing 


basis by work stream leads to ensure they continue to provide, scrutiny, learning and follow 


due process.  


7.3 The weekly PTR minutes can be used to create a dataset that can be submitted to the relevant 


authority as and when required to fulfil the light touch capture of activity. The organizations 


highlighted including MHIG and NCCU will be linked into via the Clinical Reference Group and 


Clinical Operational Group leads. Mortality reviews will continue as usual, unless workforce 


issues and clinical priorities impede the normal process of stage 1 and Stage 2. 


 


8. CORE FUNCTIONS OF SERVICES DURING COVID-19 PANDEMIC PERIOD 


8.1 Primary Care – Part 1 of the Mental Health Measure 


8.2 These will be the Core Functions, the Essential and Less Essential Tasks for Primary Care 


Services during the COVID-19 pandemic.  


 GP liaison – process new referrals via SPOA and Triage and offering continuous availability to 


support primary care colleagues through advice.  


 Signposting  


 Telephone advice available at all time 


 Liaise with the third sector 


 Liaise and work with the CMHT 


 Co management of the Duty system 


 Create a waiting list for the non-essential assessments for the future, given them a crisis 


management plan and communication via a monthly update letter 


 All patients will have access to an assessment under the duty/crisis service currently being run 


from all CMHT bases. This will include patients closed to CMHT from both primary and 


secondary care.  
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8.3 Following completion of this all primary care staff will then support secondary care services 


with depot and clozapine clinics and also joining the duty team to ensure that all patients that 


remain in secondary care continue to receive regular support and communication. 


8.4 CMHT – Part 2 of the Mental Health Measure 


8.5 The CMHT priority is to avoid admissions during the crisis period and to support patients in 


their own environment. If an admission is absolutely required then it will be in line with the 


acute care pathway. The MHA related work in the community remains responsibility of the RC 


for the patients.   


8.6 These will be the core functions, Essential and Less Essential Tasks to undertaken by the 


Community Mental Health Team during this period. If the workforce is sufficient, all tasks will 


be undertaken. 


 


8.7 The emphasis is to ensure that there is a robust risk management plan around every patient 


particularly those that had been discharged back into the community given that threshold for 


admission has been increased. 


 


7.8 There will be fluency of movement between the mental health practitioners from community 


services moving to crisis services to support discharge, work with voluntary sector and using 


technology. The aim being to develop robust care plans over the pandemic period.  


 


8.9 The CMHT will need to conduct the core MHA related community work. They will also support 


the acute care consultants in relation to managing the MHA and Tribunal work required.  New 


to service cases will be managed by the acute care consultants. 


 


8.10 Individuals who had been rapidly moved into the community would require care coordination 


to prevent relapse and manage potentially increased risk.  


 


8.11 The Royal College of Psychiatrists have highlighted principles and pathways of care that should 


be adhered to in the clinical management of patients which can be accessed by the following 


link: 
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https://www.rcpsych.ac.uk/about-us/responding-to-covid-19/responding-to-covid-19-


guidance-for-clinicians/community-and-inpatient-services-covid-19-guidance-for-clinicians 


 


 


8.12 The CMHT will have to facilitate the provision of medication as per the shared care protocol 


and using the BRAG list. This may mean the provision of both urgent and non-urgent 


prescriptions using the WP10 system when clinically indicated. Consideration should also be 


given to the impact of medication during the COVID pandemic as described in the Royal 


College Guidance on high risk groups. 


 


8.13 The RCPsych has proposed a RAG list. The CMHT should complete RAG rating assessment 


reviewing the team’s caseload at least weekly for community mental health teams and daily 


for home treatment teams. The RAG will identify the management protocols for high risk 


groups. 


 


 


RED VULNERABLE / HIGH 


RISK 


Frequent and preferably face to face contact [even if via 


window], or telephone/ online consultation if refusing 


visits 


Clozapine clinic  


Lithium clinic 


Depot clinic 


AMBER MODERATE RISKS/ 


CONCERNS.   


 


Require regular monitoring and review – via telephone 


with option to step up to face to face if required  


GREEN GENERALLY STABLE 


PRESENTATION 


Require telephone contact - need telephone review in 


place of face to face   


Option to escalate   
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8.14 The CMHT may define patient groups by hierarchy of need identifying those who are in high-


need groups based on the criteria of clinical risk, mental and physical health acuity, 


accommodation, support networks, vulnerability, substance misuse, diagnosis, psychosis, 


capacity, anorexia, intellectual disability and cognitive impairment. 


 


8.15 The CMHT should rapidly identify the patients who require shielding and implement a robust 


management plan around delivery of service for these individuals. Consideration should also 


be given the potential susceptibility to the virus for certain groups of patients. This may 


include those over 70, substance misuse, existing respiratory disease, immunocompromised, 


malnourishment and those who due to an underlying mental illness means they do not adhere 


to self-isolation advice, such as delusional beliefs, chaotic lifestyles.  


8.16 The CMHT will need to review their Green non urgent and stable cases to ensure that they do 


not become urgent cases. A short term individual management plan should be developed for 


each of these patients. The CMHT’s may want to move to daily huddles to prioritize who is 


most at risk of becoming mentally unwell and then use team resources to prioritise contact. 


 


8.17 Clinicians and other health professionals might need to work together to make clear and 


concise clinical decisions to enable the allocation of care and treatment for community mental 


health patients based on need rather than catchment area. 


 


8.18 An essential task is the continuation of the Clozapine /Lithium/Depot clinics. The CMHT will 


have to consider a structured approach to facilitate this in the COVID pandemic. All staff 


required to wear appropriate PPE for the administration of depot injection and obtaining 


blood samples. If possible there should be No patients in the waiting room or in the corridor. 


All patients are to be given a 30 minute appointment slot (15 minutes to complete clinical 


procedure 15 minutes to clean down clinic room, write notes etc). Patient will not be admitted 


into the building by admin staff but admin staff will contact staff member in clinic room. Clinic 


staff member to go to front door to check with the patient if they have a cough or temperature 


or any signs of COVID-19 or are they/or have been in contact with any family member or friend 


with current symptoms. If all clear the patient can enter and the member of staff to dispense 


hand sanitiser directly on to the patients hands this is in reception area. Patient can be taken 


to clinic room doors to be opened by staff member. When obtaining bloods disposable 
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tourniquets to be used.  If the patient has attended for blood test for Clozapine and 


medication pick up, a predetermined appointment should be given to pick up medication. 


 


8.19 Community Rehabilitation Teams 


8.20 Rehabilitation Teams will work flexibly across community settings based on demand and 


according to clinical need. 


8.21 These will be the Core Functions, the Essential and Less Essential Tasks for the Community 


Rehabilitation Teams during the COVID-19 pandemic 


 Continue to support monitor and review those patients identified as highest risk of relapse 


within the team to prevent admission   


 Continue to provide depot, medication,  clozapine clinics and venepuncture services 


 Support the cohort of 20 patients moved suddenly to out of area placements due to COVID 


19 to prevent deterioration and readmission. (Clinical handover to new teams are essential)   


 Manage any safeguarding crisis, deterioration, or escalation in behaviours in patients placed 


in out of area hospitals that may result in need for admission or moves to alternative 


placements. Continue to support CHC in the management and transition of escalating patients 


 Continue to provide social supervisions for MOJ patients and provide reports and attend 


MHRT and Managers hearings for all CRT patients  


8.22 Substance Misuse Services 


8.23 These will be the Core Functions, the Essential and Less Essential Tasks for Substance Misuse 


Services during the COVID-19 pandemic 


 All SMS patients will have individual risk assessment/RAG rating which will be reviewed 


regularly. Contact will be determined ranging from RED –Daily through to fortnightly for 


Green. 


 Daily review of risk assessments based on need e.g new COVID symptoms reported etc 


 Duty Worker daily – manage any urgent clinical issues arising daily including urgent 


safeguarding concerns, welfare checks, prescription issues etc 


 Triage assessments for all referrals and appropriate action taken 
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 Admin needed to access patient data bases, phones etc 


 Prescription management, including liaison with pharmacy, prescription delivery to pharmacy 


to ensure continuity of treatment 


 Facilitate safe discharge from hospital 


 Advise hospital regarding treatment of SMS patients where needed 


 Urgent clinical face to face reviews where needed including urine testing +/- blood testing 


 Buvidal clinics 


 Pabrinex administration 


 Rapid Access OST clinics 


 Urgent detoxification assessments 


 Optimisation of OST dosing 


 Review of OST dispensing arrangements regularly based on risks 


 Safe alcohol reduction advise and monitoring (telephone or face to face) 


 Ongoing harm reduction provision including naloxone/foils/safe storage/harm reduction 


advise  


 Safe guarding – adult and children in need, MARAC/MAPPA, domestic violence and other 


wider safeguarding concerns. 


 Facilitation of transfer from Kaleidoscope 


8.24 The clinical priority currently is to safeguard delivery of life-saving clinical treatments such as 


opioid Medication-Assisted Treatment (MAT) such as methadone and buprenorphine. It is 


likely we will continue to encounter increasing disruption to the way this service is delivered 


due to increasingly limited access to community pharmacies making it more challenging for 


individuals on MAT, particularly those on more restrictive MAT regimes. 


8.25 At this time, and wherever possible, it would be appropriate to consider relaxing the usual 


requirement for people to frequently attend community pharmacy, and to consider how 


treatment can be continued. Engagement with treatment in this population is challenging, so 


removing barriers to access and making treatment regimes acceptable to people will be a vital 


consideration. 


8.26 It is almost always safer for opioid-dependent people to have MAT available to take-home, 


than to be off MAT and feel compelled to use street opioids with all the risks that entails. MAT 


does have the potential to cause harm if not taken as directed, but on balance is far more 
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likely to benefit individuals. It is a lifesaving and harm-reducing intervention that is safer than 


using street opioids of unknown potency and purity. Staff are to continue with usual practice 


of due diligence for potential safeguarding concerns for possible children at risk. The child at 


risk process remains unchanged. Contact continues with relevant local corporate safeguarding 


team for support. 


8.27 Another priority area is access to harm reduction measures such as needle and syringe 


supplies for those who inject. 


8.28 There also needs to be increased support provided for individuals with alcohol dependence 


as there is likely to be reduced access for to alcohol up until the COVID 19 post pandemic 


phase.   The main rationales for this include  


 The need for patient group to self-isolate/shield  


 Reduced availability in their usual shops.  


 


8.29 This is of great concern as this population often would be too high risk to consider 


detoxification at home due to history of alcohol related seizures/encephalopathy/and liver 


dysfunction. 


 


8.30 There will need to be careful consideration to how this is managed with ongoing access for 


urgent inpatient detoxification from alcohol at Hafan Wen still being a viable option. Any 


admission will be considered on the urgent need basis based upon risks associated with detox 


in isolation conditions verses the risks of no detoxification or detoxification at home.  


 


8.31 Risk Assessment  


In response to the above considerations BCU SMS services will individually risk assess each 


person and look to make reasonable adjustments to their treatment regimes in terms of 


dispensing arrangements where safe and practical. This may follow a step wise approach 


depending on the individual risks.  


 


8.32 There will be clearly documented in each risk assessment the contingency plan should the 


individual need to isolate (for example alternative adult to collect on their behalf or delivery 


if that is an option) as well as what monitoring is required by the keyworker over this time 
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including if face to face review is needed or if telephone review is appropriate and the 


frequency of this. This document will also highlight if safe storage of medication has been 


discussed and Naloxone has been issued. 


 


8.33 There is some provision of lockable boxes available for issue at each community base during 


the pandemic provided by the area planning board. 


 


8.34 Harm reduction services are continuing with increased provision of nasal naloxone and going 


needle and syringe provision via an outreach service. 


 


8.35 Medical Reviews: 


Initially the priority will be shifted to undertake the above risk assessments and making any 


necessary changes to MAT regimens. Following this urgent medical reviews will take priority. 


Both urgent and routine medical reviews can be undertaken via telephone if appropriate to 


do so however there will be the option to undertake medical reviews face to face if needed 


due to complexity/risks. This will be undertaken using the appropriate level of PPE as per 


BCUHB guidance 


 


8.36 New Referrals: 


New referrals will be initially assessed via telephone unless face to face assessment is vital. 


This will be initially via a telephone triage. A triage assessment document has been produced 


for all assessments to establish the urgency for treatment.  


 


8.37 This will be undertaken by an SMS key worker. The triage is detailed to allow a clear 


formulation of how best to proceed with each patient. 


 


8.38 The assessment will involve asking the patient about any current symptoms or COVID as well 


as anyone within their household.  


 


8.39 It will include full substance history including withdrawal/seizures, an assessment of physical 


health and any health complications relating to the use of substances, an assessment of 


current and past mental health including any risks to self or others, medication list including 


non-prescribed medications considering any interactions between these and the substance 


being used, pregnancy will be enquired about, HITS matrix will be completed and any children 
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under the age of 18 will be listed. Blood borne virus testing will be explored and offered at 


earliest availability if not previously undertaken.  


 


8.40 Following this triage the patient will be given a priority assessment face to face or be offered 


a routine assessment at a later appropriate date the rationale for the decision will be clearly 


documented and discussed with senior team member/MDT if needed. 


 


8.41 There may be difficulty adhering to KPIs during this time however there will be efforts made 


to prioritise based on clinical need/existing priority criteria. 


 


8.42 Hafan Wen/inpatient detoxification facilities 


Hafan wen will remain open for urgent detoxification/stabilisation admissions for as long as is 


practicable. CAIS (service provider) have implemented an initial period of isolation on 


admission to safeguard around infection entering the unit. This is for 7 days. Service users 


would be consented with regard to this prior to admission. 


A single point of contact (SPOC) for Hafan wen admissions has been agreed, removing the 


county allocation of beds during the pandemic. 


 


8.43 Specialist SMS Midwifery 


In view of the “at risk” categorisation of pregnant woman the service will continue to provide 


support by telephone with individual risk assessments in place around the need for face to 


face contact. This will be offered if there is a clinical need with all appropriate precautions. 


 


8.44 Rapid Access to MAT 


In view of changes to homelessness provision as well as the anticipated opioid drought we 


envisage the need to allow rapid access to OST for service users to minimise risk of overdose 


and failure of placement in temporary housing.  


The process would be as follows: 


1) Assessments undertaken via phone at the point of referral if appropriate  


2) Face to face medical consultations to be conducted in line with BCUHB COVID guidelines 


3) Treatment can be commenced with ONE urine drug screen and a pertinent clinical history  


4) The choice of methadone or buprenorphine as a treatment option will be at the discretion of the 


prescriber  


5) Naloxone to be offered and given. This must be documented  
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6) COVID risk assessment must be completed  


7) Patients will be given 4 weeks’ worth of prescriptions to be taken to a nominated pharmacy  


8) All new patients to be managed via the DUTY system until a keyworker can be allocated  


9) Daily telephone contact will be made with all new starters on OST 


10) All further reviews will be based on risk assessment and can be undertaken via telephone unless 


a face to face review is required. 


See below diagram. 
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8.45 Alcohol: 


Patients within BCU SMS with a history of alcohol dependence are those whose complex 


needs in most cases necessitate an inpatient alcohol detoxification. During the COVID-19 


pandemic, routine admissions to in patient have been suspended which includes planned 


admissions for alcohol detoxification. 


 


8.46 It is possible that, as a result of self-isolation or interruption to supply chains, some 


patients may be forced into alcohol withdrawal as a result of not being able to access 


alcohol. This presents a risk to patients. 


 


8.47 Process to manage alcohol dependent patients within SMS 


 


8.48 Named key workers to review their current caseloads of alcohol dependent patients to 


identify: 


 


1. Physical health comorbidity 


2. Mental health comorbidity 


3. Past history of seizures and whether on antiepileptic drugs 


4. Past history of other complicated withdrawal (such as Wernicke’s or delirium 


tremens) 


5. Diagnosis of ARBD 


6. Suitable social support 


 


8.49 Each patient should then be risk assessed by the prescriber.   


 


8.50 Patients who can wait a few months for detoxification 


 


8.51 Advise patient to continue drinking at current levels. If they wish to cautiously reduce the 


amount drunk in the community, they should do this in conjunction with BCHUB telephone 


monitoring. 
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8.52 Advise that, if their supply of alcohol is interrupted and they start to withdraw, if their 


withdrawals cannot be controlled by drinking alcohol, they should access medical treatment 


via their local Emergency Department. Stress that withdrawal can have serious consequences 


if it is not managed appropriately. 


 


8.53 Advise them against attempting any form of DIY detox (e.g. buying diazepam off the 


street). Advise them to maintain a good diet (fruit, vegetables, wholegrain foods) and to 


maintain their fluid intake (apart from alcohol). 


 


8.54 Key workers to maintain regular contact via telephone to monitor drinking levels. 


 


 


8.55 Patients who need to access detox over the next few months 


Some patients may need to access a detox over the next few months (e.g. pregnant 


women, homeless patients accessing emergency accommodation, significant co-morbid 


health issues ).  These patients can be referred for an inpatient bed at Hafan Wen . However, 


each admission will be agreed on a case by case basis based on bed availability and urgency 


of detox. 


 


8.56 Detox preparation 


Although assessments and monitoring can be done over the phone, a physical 


examination will be required prior to carrying out a detox. Prior to performing this the 


patient will need to be questioned about potential symptoms of COVID-19 infection. If they 


are displaying symptoms then stop the assessment and seek further advice. If they are 


symptom free then the examination can be conducted using BCHUB guidance on the use of 


PPE during Covid -19 . 


 


8.57 Pabrinex 


All dependent drinkers should be risk assessed and if appropriate offered a course of pabrinex, 


as the risks of unplanned withdrawal during this period are high. Again, before administering 


the injections, the patient should be asked about symptoms of COVID-19 infection and staff 


should only proceed (with PPE) if the patient is displaying no symptoms. If the patient does 


have symptoms of infection, progress no further and seek advice. 
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8.58 ICAN Community Support 


8.59 I CAN is the Mental Health’s Division’s approach to improving the mental health and       


wellbeing of people across North Wales. 


8.60 It is rooted in local communities and led by people with lived experience of mental health 


problems, people working and volunteering in mental health services and those involved in 


local mental health charities. 


8.61 ICAN aim to: 


 Give a voice to people with lived experience of mental health problems 


 Shift the focus of care to prevention and early intervention; ensuring people receive the 


right support in the right place at the right time 


 Empower people to take control of managing their mental health and wellbeing so they can 


flourish 


 Encourage open and informed conversations about mental health in order to tackle the 


stigma which can prevent people seeking support 


8.62 ICAN Community Hubs and the ICAN Unscheduled Care Centre’s are not open during the 


Pandemic. However, ICAN will offer during this pandemic period: 


 Discharge Support   


As we plan to expedite the discharge of patients, we will offer frequent contact with an ICAN 


Volunteer over phone, skype, face time etc if available. ICAN will coordinate this service 


through the Daily Huddles. Appropriate Patients will be referred to the Service via the Daily 


Huddles and the ICAN Coordinators will report back to the Care Coordinators. 


 Stay Well Phone Calls  
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For those individuals already out in communities, we will accept referrals from Primary Care 


and CMHT’s, for ICAN to undertake phone calls etc, virtual contacts. with those identified as 


vulnerable in the same way as this support is offered via ICAN Unscheduled Care. 


ICAN@wales.nhs.uk 


 Delivery of Food Parcels, ICAN will work with the Eating Disorders Serve in the delivery of Food 


Parcels for Eating Disorder Patients. This can be coordinated through he Daily Huddles or 


through referral via ICAN@wales.nhs.uk 


 


 ICAN Work 


Continues to provide a Service to those who are seeking support with their employment. 


However this service will only be through telephone contact and virtual communication only. 


Access to the Service is through the usual route : 


 


ICANWork@Cais.Org.uk 


katie.vaughan@rcs-wales.co.uk 


 


 Access to Support Services 


ICAN will bring local knowledge and intelligence of support services to each daily Huddle. ICAN 


can provide the signposting and coordination of support out in the communities for those 


individuals who are referred. The ICAN coordinators will draw on support from partner third 


sector organisations, CVC’s and the wider voluntary sector. However, of note, all third sector 


organizations have scaled down and have limited contact.  


 Additional capacity by way of ICAN volunteers will be fielded into the National CALL Helpline.  
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COVID 19 CAEDS Pathways 


Authors:


 


There will be the Core Functions, the Essential and Less Essential Tasks for the 


Community eating Disorder Service during the COVID-19 pandemic. 


 


 CAEDS will continue business as usual as per service protocol to work in conjunction 


with the CMHTs with this high-risk group of patients. Should however, circumstances 


change and CAEDS staff are not available, CMHTs will temporarily offer care. 


 


 There are approximately 12 patients in CAEDS identified as being extremely high risk 


and should be prioritised by primary care and CMHTs in terms of support and physical 


monitoring.  


 


 There are an additional 12-15 high risk patients in the community with very low BMI’s 


who are immunocompromised, who have been discharged from CAEDS, and are 


either in primary or secondary care. 


 


 A database for both sets of patients highlighting an individual treatment plan and risk 


assessment for each of the patients and the service provision needed at each Tier 


(primary care, secondary care and CAEDS) will be disseminated weekly to the clinical 


service managers and county managers, so they have an oversight of the cases.  


 


 All CAEDS patients will be reviewed weekly in our MDT on Thursdays and those who 


are shielded will be prioritised. 


 


 Provisions must be made for CAEDS staff to see patients with the correct PPE 


equipment where clinical need arises (for example, new and urgent referrals). 


Guidelines on using PPE equipment should be followed.  


 


 Where face-to-face contacts are crucial, a thorough risk assessment should be 


undertaken of the patient and venue where this will be done as per guidelines. 
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 If home visits are to be deemed essential, then the guidelines for managing home visits 


be followed. 


 


 It is likely that some eating disorder patients will refuse clinical monitoring, citing 


COVID-19 infection concerns. Medical Lead for CAEDS has sought advice 


and the general consensus was that all efforts should be made to obtain weights and 


blood tests for high risk clients, where absolutely necessary. This will involve using 


PPE. If, however, a client is still refusing contact with anybody in order to protect 


themselves from potential infection - they need to be made aware of the risks involved.  


Self-isolation is in keeping with government guidance and this takes priority over the 


need for these investigations. The risk of not monitoring is significant, but if it is felt that 


the client has the capacity to make this decision, then this needs to be respected. 


 


 


 The following plans are in place for COVID-19: 


 In line with all BCU and WG guidelines, CAEDS staff to continue to provide routine 


appointments to patients remotely (via skype or telephone, as per patient requests) 


and additional support provided where appropriate and possible. 


 A traffic light system is in place highlighting each patient’s eating disorder risk and 


therefore susceptibility to COVID-19 infection, along with the role required by CAEDS, 


primary care and CMHTs (as per usual).  


 A database of the 12 patients that need shielding including recommendations for input 


from Tier 1 and 2 will be disseminated weekly to the clinical service managers and 


county managers, so they have an oversight of the cases. The database of high-risk 


eating disorder patients in the community, who are no longer under CAEDS but are 


known to CAEDS and considered to be high risk, will also be included. 


 Wherever possible and in cases where only one member of the CAEDS team are 


currently involved with a patient, a second member of staff will be allocated as a 


contingency. 


 The individual plans and risk assessments devised for each patient will be reviewed 


every Thursday during CAEDS’ MDT.  


 GP’s and care managers will be reminded regularly of their roles, which will change in 


view of COVID-19. Where possible, District Community Nurses should be used rather 
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than attendance at GP practices. CMHT staff providing input to mild to moderate 


patients will be guided by CAEDS staff on input to provide (supportive clinical 


monitoring rather than therapy is advised).  


 In line with the shielding guidelines of high risk and vulnerable patients, admissions to 


medical and psychiatric admissions need to be avoided.  


 Primary Care and CMHT staff who are involved with Eating Disorder patients will be 


supported wherever possible. 
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Covid-19 Plan for Acute Adult Inpatient Care 


Authors: 


 


PART 1 Executive summary 


This is a plan in response to the Covid-19 major incident.  


It sets out the intention to establish a temporary regional Adult Admissions unit for the acute 


admission of all new adult patients and all current adult patients in the Ablett unit. 


It has considered the evidence base relevant to risk, the potential to maintain separation 


between infected and non-infected patients, the governance arrangements and the day to day 


management of the unit as the major incident unfolds. 


 


PART 2 Introduction  


In these unprecedented times where the COVID-19 pandemic is proving to be a great 


equaliser in terms of morbidity and mortality, the MH & LD Division recognises the impact on 


the vulnerable population that requires Acute MH services in North Wales.  


Evidence base for cohorting as a viable measure 


In Italy they have opened dedicated COVID-19 wards on psychiatric units, in other areas 


they are enforcing strict measures in psychiatric hospitals: no visits, no trips out, zero or 


minimal group activities, social distancing, etc. The advice we received based on what 


happens in Italy is to (RCPSYCH): 


• adopt a range of measures (having dedicated COVID-19 wards, putting in 


place isolation measures and more testing) 


• stress the need for individual protections both for clinicians and patients 


• devote a big effort to discharge patients from hospitals and managing them in 


different settings, as staying in hospital could be lethal in some cases 


• ensure psychiatric hospitals caring for COVID-19 patients have provisions to 


rapidly transfer deteriorating patients to A&E. 


Enhanced infection control practices such as cohorting often are required to prevent the 


spread of infections including expanded isolation precautions, closing units to new 
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admissions, universal screening of new admissions, isolating individual patients, or using 


isolation procedures for all patients, whether infected or not [1]. In addition, cohorting 


patients in dedicated hospital wards or wings during infectious outbreaks reduces the 


transmission of infection. 


The MHLD division recognises that COVID-19 and the national measures taken to delay the 


spread of the virus will inevitably have a significant impact on both demand for and capacity 


to deliver mental health services across the division. This paper addresses the actions to be 


taken by the division to limit the spread of the infection and to mitigate the risks to those 


receiving care. There are a number of groups that are particularly at risk, these include but 


are not limited to: 


1. Patients with physical co-morbidities 


2.  Patients with a BMI of 40 and over 


3. Patients with an eating disorder 


4. Pregnant women 


5. Patients who use drugs 


6. Older patients with frailty 


The division is required to develop an acute adult mental health inpatient model that reflects 


increased demand in the context of reduced capacity. This paper sets out the role of a 


regional adult acute admissions ward in addressing the vulnerabilities of the patient group to 


infection and managing the demand on services 


 


PART 3 Operational Policy 


Purpose 


The regional ADULT ADMISSIONS UNIT (AAU) is a temporary arrangement that aims to 


deliver care to the existing Adult patients in the Ablett unit whilst also acting as the single 


admission unit for all adult people, under the care of an adult consultant, with acute mental 


illness whose needs cannot be met elsewhere. It is not intended that the unit will admit adults 


without an acute mental health problem or who are not lawfully detainable under the Mental 


Health Act. 


The Hergest Unit will be the designated as a longer term treatment unit and will accept patients 


who are asymptomatic, or COVID-19 negative awaiting discharge and will enable patient flow 


through the AAU which aims to maintain 80% bed occupancy. Due to the risk current Hergest 
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inpatients may develop symptoms of COVID, the Hergest unit will designate isolation pods for 


those awaiting testing or are positive so that the rest of the wards can be clean green wards. 


As far as is practical, the adult patients in Heddfan and Hergest will be assessed with the 


intention of being discharged to enhanced community care. Only in the circumstances where 


it is determined that ongoing care in hospital is necessary and crucial a determination on the 


need to remain in the parent unit or be transferred to AAU or the Hergest Green wards will be 


based on individual need and risk assessment that takes into account such factors as  


 -duration of care required 


 -level of care required 


 -COVID -19 like symptom status 


 -risks related to transfer versus risks of staying in parent unit. 


Government guidance should be followed regarding safe distancing and hospital guidance 


regarding infection control measures should be continued and transfers should be planned in 


a staggered but steady manner. Ambulance should be used where available. 


We intend to plan for an eventuality where we reach full capacity in the AAU and the green 


wards in Hergest by identifying and exploring surge beds within the division. 


Covid-19 clean 


environment 


Covid-19 Quarantine 


environment 


Covid-19 infected 


environment 
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Governance 


This is a very different way of working in a situation with which few of us have experience of. 


As such robust governance and evidence of such are crucial. There needs to be rapid learning 


from events and ongoing adjustments to policy and practice throughout this period of major 


incident.  


The Ablett unit (AAU) governance structure is set out: 
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 Daily safety huddle 


            These huddles will be held in both Ablett and Hergest units with community teams.  


The purposes are to facilitate effective communication throughout the units, to identify 


issues of concern at an early point and address through consensus, to have a daily 


Covid-19 unit status update and, to continually learn and evolve as a unit and to 


negotiate transfer and discharges.  


Unit mortality review 


Every death will be subject to individual mortality review. This is to identify learning 


from events and recommendations for changes in practice. A thematic analysis of 


deaths will be maintained and decision made of any cases to escalate to a Stage 2 


Divisional mortality review. The review group membership will be; Clinical Director-


Central, Head of Operations (HOP) Central and, Consultant Nurse. 


Weekly unit PTR ( Putting Things Right) 


Will be chaired by HON. Attendance and structure will continue to reflect current PTR 


meeting arrangements but will include admission decision making and unit mortality 


review. 


Divisional governance 
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Central Triumvirate will decide on issues to escalate to MHLD Covid-19 Command 


which will act as the MHLD Divisional governance group. 


 


Admissions 


Appendix 1 for admissions flow chart 


Admission to the AAU is governed by strict governance. This is necessary because we 


acknowledge that bringing any person into a hospital environment carries with it the risk of 


infection with Covid-19 which can have a devastating impact on that person. Second, that 


acute assessment beds within the unit are a scarce resource and must be kept available for 


those who have no other option but to be admitted. Acute care decisions are undertaken by a 


team comprised of, 


1. Acute Care Consultant Psychiatrists 


2. – Consultant Nurse  


3. Senior Nurse on duty. 


The identified acute care doctors and consultant Nurse will assume Responsible Clinician 


(RC) responsibility. The decision for admission is negotiated and discuss with the person 


requesting it or the community services. Every admission needs to be balanced against the 


risks of being admitted, the situation of the level of workforce and the current demand. Hence, 


each admission may look differently and flexibility of approach is paramount. It is envisaged 


that acute care consultants and nurse consultant will work to a seven day rota in the daytime 


(9-5).  


In the out of hour period the decision to admit to AAU will be made by the Oncall Consultant 


Psychiatrist and Duty nurse. 


 


 


Patients for admission: 


1. The person is resident in the six counties of North Wales. 


2. The person is experiencing an acute mental illness that is severe in its intensity and 


impacting on the safety of others. 
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3. Risk assessment determines that admission to the unit is safer than remaining in the 


community and a safeguarding specialist agrees with the risk assessment. 


4. The request for admission is subject to peer review by another consultant psychiatrist 


from another area. 


5. The Community Psychiatrist and community team have explored every other possible 


alternative to hospital admission 


6. There is a discharge plan in place for rapid discharge from the unit once stability has 


been regained over the acute mental illness. 


7. As far as possible efforts have been made to ascertain the Covid-19 status of the 


person to be admitted. One of four designations will apply, tested and confirmed as 


negative, untested and asymptomatic, untested and symptomatic and, tested and 


confirmed as positive for Covid-19. It is acknowledged that a negative test result is 


only valid at the time it was taken and between the result and admission 


exposure to infection may still occur. 


Admissions panel 


 Consists of a minimum of 1 acute care consultant and one senior nurse. Out of hours  


it will be the on-call consultant and the duty nurse. 


 It will be expected that wherever possible requests for admission will have had 


review, or discussion by the community consultant.  


 This needs to be made a priority for community consultants.  


 Focus will be on robust risk assessments 


 Discussions should be undertaken in a collaborative way with intervention of a peer 


harnessed in case of disagreements.  


 


Multidisciplinary discussions during admission requests 


The patient should be supported by the community team during any period of time whilst 


further assurance is sought that every alternative to admission has been explored and 


actioned. A request to admit can be made again at any time. 


 


Surge plans  


Prior to the AAU reaching 80% capacity the daily safety huddles will actively discuss patient 


flow with active bed management plans. The Hergest unit will be accessed as soon as the 
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patient is stabilised and is deemed free of COVID or requiring longer inpatient care beyond 14 


days post admission. The acute care lead team will be exploring options available within the 


estates for the division to progress this plan. 


Arrangements with Community teams 


The primary prevention of admission to the unit will be the responsibility of the Adult 


community teams in each area. They have responsibility for identifying changes in the mental 


state of patients on their case load and of providing or accessing alternatives to admission. 


New cases of people in mental health crisis will not meet the threshold for admission to the 


unit without first being referred to a community mental health team for assessment, treatment, 


crisis management and diversion from admission to the unit.  


Admission procedure 


Once admission to the unit has been agreed the treating team must liaise with the acute care 


manager or duty nurse to arrange for the patient to be brought to the unit. On arrival the 


following distinctions apply, 


1. A patient who is tested and confirmed negative for Covid-19 is admitted straight to the 


acute ward that has capacity. Welsh speaking patients should as far as circumstances 


permit be cohorted on the same ward. 


2. A patient who is untested and asymptomatic is admitted into the quarantine ward. 


3. A patient who is untested and symptomatic is admitted into isolation on the quarantine 


ward. 


4. A patient who is tested and confirmed as positive for Covid-19 is admitted directly to 


the Covid-19 ward. 


 


The status should be determined before admission and the patient received at the front 


entrance by staff from the receiving ward. If the patient is symptomatic or confirmed as Covid-


19 positive the receiving staff must wear PPE. Only the patient should be brought into the unit 


and any accompanying property be appropriately cleaned before following the patient onto the 


ward.  


Patients who are unwilling to enter the unit must be given time to do so willingly. Because of 


the potential risk of infection to all involved a restrictive physical intervention is the very last 


resort. If it is to be used the duty nurse must make this decision as per current practice but 


mindful of the increased risk of infection. The RPI guideline in respect of Covid-19 must be 
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followed. The event must be reported on the DATIX system and clearly/comprehensively 


documented in the case note. 


Following identification as to the appropriate ward the admission process follows as it would 


ordinarily do and medical examination should include routine screening for Covid-19. A 


treatment escalation plan, if appropriate a frailty score and any known advance decision to 


refuse treatment, must be written as soon as possible after admission. 


 


Use of the 136 suite  


All three s136s will remain open and operational. This will remain under review based on the 


acuity/activity levels on the related units and workforce issues. 


At the AAU, the 136 suite will remain open and isolated from the rest of the unit. It will be 


managed by the mental health liaison team. If the area is required for agitated and aggressive 


patients, there is provision for the s136 area to be opened at the front of the unit where the 


Liaison team undertake their assessments. 


Children being admitted to the 136 suite will follow the current policy in place. 


The acute care consultants in hours and the oncall consultant out of hours will support the 


junior doctors and registrars in undertaking the assessments which will have to be through 


telemedicine whenever possible. The oncall consultants should ensure that the assessments 


and decision have been finalised by a Sec 12(2) doctor. Remote prescribing guidance will be 


followed if necessary. 


Young people requiring acute care 


The Hergest unit is the identified place for the admission of young people requiring acute 


mental health care due to it having a room with an ensuite facility of sorts which does not exist 


in Ablett.  


It is important to note that this bed is identified for the exceptional circumstance that a 


young person is admitted to an adult ward when all other options have been exhausted and 


is to safeguard the young person and the staff should the need arise.  


 


Staff should make themselves aware of the policy entitled ‘Exceptional admission of a young 


person to an adult ward’. This policy is currently being reviewed for an update. 
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All staff in preparation have to have received level 3 Safeguard training. Ward managers will 


retain a register for all staff who complete the training including those already trained 


Although the bed is identified in Hergest unit, Ablett unit staff will also complete the training 


and provide the register should the need arise to cross cover.  


All staff will also have up to date DBS checks. 
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Ward designations 


Ward 1 – Cynydd Ward is the 8 bedded adult ward takes the all patients who are deemed to 


require extra-care. GREEN//AMBER/RED environment ( as per patient status). 


Ward 2 - Dinas 10 bedded adult ward takes all asymptomatic and COVID negative patients 


and becomes the GREEN environment 


Ward 3 – Dinas 10 bedded adult ward becomes the quarantine ward. AMBER environment  


Ward 4 – Tegid ward with 10 beds becomes the positive ward. This will be staffed with 


substantive staff only due to the risks associated with transmissions of the virus it would not 


be appropriate for bank and agency staff to be placed on this ward. Staff working on the 


isolation ward will not be expected to work in other areas. RED environment 


Ward 5 – ECT suite recovery area becomes the end of life (EOL). This will be staffed with 


substantive staff only due to the risks associated with transmissions of the virus it would not 


be appropriate for bank and agency staff to be placed on this ward. Staff working on the 


isolation ward will not be expected to work in other areas. RED environment 


 


Ward Assumed baseline numbers Capacity at baseline 


Cynydd 08 + 1 S136 suite 8+1 


Dinas 10  10 


Dinas 10 10 


Tegid 10 10 


ECT Suite 4 4+ 


 


 


 


Patient movement in the unit 
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Movement is dictated by patient Covid-19 symptomatology. Any previous suspected cases in 


our wards must have tested negatively and therefore the undiagnosed patient should not move 


into a Covid-19 positive environment at this stage. 


Patients will remain in the unit mirroring the national position on self-isolation. As a 


consequence of that section 17 leave has to be evaluated carefully with an assessment of 


benefits against risks. 


Patients who are diagnosed positive after screening move to Tegid (RED) ward. 


When a patient has been confirmed as infected with Covid-19 and is ready to move to Tegid 


they are to be escorted via the normal route by 2 staff members, one staff member will be in 


full PPE – surgical mask, gloves and apron. The other will ensure the corridor has a clear path. 


The patient must be transported via a wheelchair which will be stored separately. 


Patients who enter an EOL clinical pathway which is supported by BCUHB Specialist palliative 


care services and Ablett staff. 


 


Phased transition 


The baseline position in respect of ward designations and patient flow will be maintained as 


long as circumstances permit. As the position changes it will be necessary to make changes 


in a planned way. 


Movement out of the AAU 


The following outcomes for patients out of the AAU are envisaged, 


 Patients who no longer require inpatient care and are COVID symptom free can be 


discharged to community follow-up. 


 Stable patients who continue to require time to finalise plans for community care can 


be transferred to green ward in Hergest of bed occupancy reaches 80% in AAU. 


 Patients who have mentally recovered but still need to be isolated due to COVID 


symptoms will remain in inpatient care until deemed safe. 


 A pathway to address delays to discharge will be undertaken with the COVID-19 


Community Mental Health Group. 


 


Safeguarding considerations 
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The unit should expect a degree of distress responses from the patient group. This will take 


the form of patient on patient and patient on staff ‘assault’ category behaviour. RPI will be 


minimised as far as possible to further reduce risk. The usual process will apply in respect of 


DATIX reporting and adult at risk reporting. 


As per current practice safeguarding will ensure full support from Head of Safeguarding 


MHLD.  


All staff in the unit will be trained in safeguarding adults at risk. 


 


 


 


PART 4. Principles of Care 


Despite the challenges presented by Covid-19 the MHLD Division will maintain a standard of 


care which sees all patients treated with dignity and respect and, having their holistic needs 


met in a compassionate way. In particular the BCUHB value of putting the patient at the heart 


of everything we do and patients’ choice will be at the centre of any treatment plan. 


There is an expectation for all staff who will be deployed to the unit that they are capable of 


performing as a reasonably competent practitioner. The Division will undertake its duty of 


support for staff to address any skills or knowledge deficit sufficient that they can function in a 


reasonably competent way. All staff have access to the BCUHB ‘Back to the floor’ training. All 


senior medical staff have had access to ‘Back to medical wards’ training. 


 


Smoking cessation 


It is unlawful to ban smoking in the unit, but each patient should be offered smoking cessation 


advise and nicotine replacement options. 


Nursing documentation 


The current BCUHB nursing assessment bundle will continue to be used alongside the Mental 


Health Measure documentation. This ensures that appropriate risk assessment and care 


pathway documentation is completed. It is of great importance that all entries are legible and 


that the person making the entry prints their name as well as signing.  
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Clinical observations 


All patients will be observed twice each day through NEWS and escalated as appropriate. 


 


Therapeutic observations 


Patient safety is fundamental and decision making around the need for placing patients on 


higher levels of therapeutic observation than general observation will remain unchanged and 


the staffing template will be amended appropriately. 


 


Welsh language 


For patients whose first language is Welsh there should be no reason why access to language 


of choice cannot be maintained. A number of staff who are welsh speaking will be available. 


However the future impact of Covid-19 on the ability to maintain this is not as yet known. 


 


End of Life  


It is expected that some patients will die. This is acknowledged due to the high levels of 


mortality identified in vulnerable groups such as ours with comorbid underlying medical 


conditions.  


The Ablett Team will work closely with the medical colleagues in Glan Clwyd Hospital aiming 


to discuss and transfer patients to the medical wards for ongoing care and treatment. In the 


event of such a transfer not effected due to resource issues that are anticipated the team will 


consult regarding procedure through any ethical hub that the MHLD Division or the wider 


Health Board establishes. In the absence of that the core group of the BCUHB Clinical Law 


and Ethics Group can respond to queries and offer advice.  


Appendix 2 shows the MHLD ADULT flow chart for care up to EOL. 


DNACPR status for each person is discussed with all patients and documented. It will be 


applied only for whom it is determined to be appropriate and be clear about any existing 


advance decisions to refuse treatment.  CPR is performed by staff on the units in line with the 


Resuscitation Council Guidelines, and staff in the unit should be fully trained to perform CPR 


in C19 situation. The Resus Team should be called immediately. 
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The designation of a patient as being at the end of life is a medical decision and psychiatric 


trained doctors will be supported remotely by the on call consultant in palliative medicine. 


BCUHB policy in respect of care of the deceased (infected) patient will be followed rigorously. 


No infected patient will be discharged home to die. The MDT/Family risk assessment included 


from recommendation 15 of the HASCAS report into our OPMH EOL framework is suspended. 


Family role in EOL care 


As a Division our philosophical and ethical position is that a patient under our care does not 


die alone. Although it is often a family member who is with the person in their last hours of life 


we can facilitate a sense of presence through the allocation of staff in the unit and we do not 


wish to place members of the public at risk from having been present in a RED environment. 


We will follow BCUHB guidance which states; 


 


For COVID-19 positive patients receiving end of life care, permission to visit should be 


secured, in advance, from the ward sister or charge nurse and if agreed, this should 


be one visitor at a time for an agreed amount of time. Personal Protective Equipment 


(PPE) will be provided, if appropriate. 


 


That visitor would need to fully understand the risk of being present, comply with the IPC policy 


and will require emotional support. This guidance is subject to change. 


 


Temporary Mortuary 


As far as possible the mortuary at Glan Clwyd Hospital will be used for the removal of 


deceased patients in body bags. There may come a time when those facilities are 


overwhelmed. Temporary mortuary facilities will be designated as the closed older persons 


ward in existing mental health unit. This has external access to ensure removal of the 


deceased without re-entering the treatment wards. 


 


Relatives will be permitted to be with the patient in the last hours of life (where we can establish 


that) but must conform to very strict IPC measures and be limited to 1 person only.  


 


Laying out procedure 


The current BCUHB policy – EL495L Last Offices COVID-19 (hospital and community) - will 


be followed. In addition to this the BCUHB Covid-19 death in hospital flowchart is used. This 







64 | P a g e  


 


 


states that a body bag is required and a surgical mask be in place over the patient’s mouth to 


prevent contamination from expelled air. This procedure is endorsed by BCUHB Covid-19 


HECC. 


 


Label the body with 3 unique identifiers to be checked by a second member of clinical staff 


before the deceased is transferred to the mortuary. Complete hazard notification sheet (see 


appendix II) with sign off by Doctor in charge.  Hazard notification sheet must accompany the 


deceased to the mortuary 


 


The deceased will at all times be treated with dignity and respect. 


Contact the mortuary team during working hours to notify of the deceased arrival in the 


mortuary  Bereavement services 01745 534147  


Out of hours contact is via the main switchboard. 


 


Infection Prevention and Control 


There will be rigorous adherence to current BCUHB policy. 


Cleaning Medical Devices  


All medical device equipment used should be cleaned with chlorclean after every use. The 


cleaning should take place in a designated area (sluice room/cleaning room). All patients 


should have their own BP cuff as these should be used on 1 patient only. 


 


Uniform 


Staff on GREEN wards should arrive for their shift in mufti (non-uniform) and will bring with 


them a clean uniform tunic/trouser and shoes to change into prior to going on to the ward.  


Staff on AMBER or RED wards will come into work in the mufti and change into the disposable 


scrubs provided. 


At the end of the shift the staff will either dispose of the scrubs into the infected waste bins or 


they will bag their uniform into a red infected linen bag which they will then take home and 


wash on 60degrees (no hotter as bag will block the washing machine, the bag will dissolve) in 
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line with IPC.  Alternatively staff are able to use the washing machine facilities in the unit 


following the same IPC guidelines. Staff will then change back into their mufti.  


No badges will be worn on uniforms or scrubs. 


 


Dirty linen 


Disposal of dirty linen from the patient’s bed area is placed into a red infected linen bag and 


placed into the sluice room for housekeeping to dispose of safely 


Patient clothing that needs to be washed will be placed into an infected lined bag and placed 


into the washing machine (bag included) and washed at 60 degrees.  


Patients clothing will not be sent off the unit for washing. 


 


Clinical Management 


Acute care Consultant Psychiatrists and Nurse Consultant will manage the unit. These 4 


identified consultants staff will undertake their responsibilities through a rota covering 7 days. 


It is envisaged that the consultant group would be supported by speciality doctor and the junior 


doctor rota. The doctor group as a whole are supported by the availability of specialist 


practitioners from nursing, and allied health professionals. In the out of hours period there will 


be a junior doctor rota supported by an out of hours consultant oncall rota. 


There will be a need for medical support from colleagues in acute medicine and respiratory 


medicine.  


It has been confirmed that Manager’s hearings will only be postponed for people who are not 


contesting and have the mental capacity to make this decision.  Hearings will only be held for 


patients who contest their renewals or who have appealed. RCs will be expected to undertake 


work related to these as per the normal process. 


 


Transportation of patients  


Transportation needs for each person being admitted to the unit will be discussed with the 


acute care manager or duty nurse. Transportation out to the Hergest green ward will be 


undertaken if bed occupancy in Ablett unit approaches 80%. 
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Each person will need to be risk assessed prior to transfer and the type of patient transport 


will be based on that risk assessment. In most cases ambulance transport with adequate 


staffing and use of PPE as per BCUHB policy will be used. 


 


 


Separating known negative and positive cases 


Unknown 


It will not be known who is affected and who is not unless the patient presents with symptoms.  


All patients should be having physical observations and NEWS twice a day and all staff should 


be aware of possible symptoms. We will as a Division make a decision about the 50-70% high 


rate of false negative results and may choose to go on patient symptoms at times to have a 


high index of suspicion of infectivity while repeat samples for testing are undertaken.  


All patients coming into the unit without symptoms should go to their designated wards and 


continue to be monitored. New patients to the wards will be tested. 


All new acute admissions who are symptomatic will be admitted to the quarantine area. 


 


Suspected cases 


 


Cough – a NEW and Continuous cough. It may leave the person struggling for breath and it 


is persistent such as all night long. 


High Temperature – 37.8 degrees centigrade or higher 


 


Patients who appear symptomatic should be isolated in their bedroom until such time as 


testing clarifies positive or negative. We will with the help of infection prevention team 


determine the use of the communal bathroom and alternatives for rest of the persons on the 


ward. 


 


 Ensure staff use the correct PPE according to BCUHB policy 


 Isolate the patient in their single room. 


 Request urgent medical review – remember every patient in the unit is regarded 


as vulnerable. 
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 Arrange screening for Covid-19. 


 Used PPE should always be treated as clinical waste and placed in an 


ORANGE clinical waste bag (for infected clinical waste). 


 


 


 


 


Positive cases 


Patients who test positive should be moved to the positive ward –as soon as is possible without 


causing alarm to others. 


 


 All patients should be remain in their own rooms during the transfer 


 Ensure staff use the correct PPE according to BCUHB policy 


 The vacated room should be deep cleaned and cleared of all the previous 


patients’ property. 


 Used PPE should always be treated as clinical waste and placed in an 


ORANGE clinical waste bag (for infected clinical waste). 


 The family of the patient or advocate to be kept fully informed. 


 


Once capacity is reached patients will be barrier nursed in their individual rooms on their base 


wards.  


 


Seriously ill 


If the patient’s condition deteriorates they may benefit from admission to Critical Care and 


whilst there is capacity in the system, be considered for transfer.  


 


At times further discussion will be required with an ICU Consultant and more detailed risk 


assessment which will include age, underlying medical conditions, dignity and, the likelihood 


of survival even with intensive care.  


 


The current NICE algorithm will be used.  


 


 


End of life 
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Patients who test positive and critical care is not the option and, enter the end of life phase 


will be moved to the 4 bedded EOL area on ECT Suite. If this reaches capacity the patient will 


receive EOL care in the positive case ward in their own isolation room. 


 


Review 


The needs of patients and the flow will be reviewed three times in each 24 hour period.  


 


 


PART 5  Resource Considerations 


Staffing 


Staffing the Acute Unit is a priority and staff will be deployed if necessary from lower risk 


Central community services. There is evidence of a sharp drop in Liaison activity around the 


world as the infection gathers pace. In such event the liaison team will be deployed into 


inpatient units.  


The staffing template at this time of crisis will need to be reviewed. It is proposed that as a 


reflection of the severity of the crisis and the impact on staffing that the template may be 


reasonably reduced to a position in which each patient requires a variable number of nursing 


staff in the day and at night based on the contracting and severity of Covid-19 disease.  


The greatest risk to the patient in this unit will come from the number of staff who are also in 


contact with the outside world, reducing staff to as low a point as possible whilst still 


maintaining safety will be important. 


 


Staffing template 


  Early Late Night 


  
No. 


Beds 
Ward Type Shift Pattern RN HCSW RN HCSW RN HCSW 


Ward 


1 
08 extra care  2 4 2 4 1 3 


Ward 


2 
10 Quarantine 4-4-2 2 2 2 2 1 1 
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Ward 


3 
10 Green ward 4-4-2 2 2 2 2 1 1 


Ward 


4 
10 Positive COVID-19 5-4-3 2 3 2 2 1 2 


Ward 


5 
04 End of Life 6-6-4 2 4 2 4 1 3 


 


All wards would be supported by the Allied Health Professional team. All wards would have 


as a minimum two registered nurses per shift. The Covid-19 positive ward and EOL ward 


would have a higher number of registered nurses based on if necessary deployment of nursing 


qualified staff. Adult mental health nurses who are registered as independent nurse 


prescribers in Central area will be redeployed to the unit. 


 


Staff who become unwell – 


Staff who become unwell whilst not on duty will be expected to follow the advice which will be 


in place at that time from Public Health Wales. Staff who become unwell whilst in the unit will 


be removed from clinical contact and follow the advice in place at the time. 


 


Staff well-being –  


It is important that we look ahead to the end of this current crisis and aim to maintain a staffing 


group that are well, mentally and physically and retain psychological resilience. The BCUHB 


Occupational Health lead for staff well-being has agreed to support the proposed unit with a 


range of specialist measures. 


 


 


PPE 


There should be no difficulty with PPE being available to the unit but a very large volume will 


be used. Advice to staff regarding Donning and Doffing procedures and the correct PPE to be 


used in the correct circumstance is continuously changing and staff will be informed of the 


most recent guidelines on a regular basis. Training will be provided. 


 


The following PPE advice applies to different situations 
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PPE use in the event of using RPI 


The following advice has been sourced from the Infection Prevention Team and the Positive 


Interventions Clinical Support Services (PICSS) locally and nationally.   


Restrictive Physical Intervention (RPI) should only be used as a last resort when all other 


avenues of de-escalation have been explored. “The use of restraint should only be undertaken 


in an emergency where staff judge that they must intervene to protect a client /person, 


someone else or themselves.” Please see BCUHB policy MHLD 0047 


 


Where restraint is required then disposable gloves should be used in all cases.  Hands to be 


sanitised/hand washing after the incident is over. 


In the case of suspected or confirmed cases of COVID19 then in addition to the gloves: 


 A fluid repellent surgical mask will needed together with a disposable plastic apron. 


Additional Eye shields/visors will be required for patients who are coughing or spitting.  


There are surgical masks with eye protection.   


  A change of scrubs will be required 


 Hand sanitisers/Hand washing 


 An additional member of staff will be required to wear the PPE to act as a ‘relief’ person 


for any staff member who has their PPE damaged during restraint.  This will give the 


‘outgoing’ staff member the opportunity to re-apply PPE and then become the ‘relief’ 


person.  


 Post Incident, when taking off the PPE, preferably a ‘buddy’ should help to ensure 


PPE is removed in the correct order and hands are sanitised prior to proper hand 


washing later. 


 The PPE should be treated as clinical waste and placed in an ORANGE bag (for 


infectious clinical waste) 


 


PPE use in the event of undertaking CPR 


If calling for the 2222 response team please state if the patient is Covid-19 suspected or 


positive. 


The resus team should be called at first instance. The use of defibrillator or oxygen has to 


strictly follow the Resuscitation Council guidelines. 
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The Resuscitation Council (UK) has provided and continues to update its guidance on the 


management of cardiac arrest during Covid-19.  The link can be accessed on: 


https://www.resus.org.uk/media/statements/resuscitation-council-uk-statements-on-covid-19-


coronavirus-cpr-and-resuscitation/ 


 


BCUHB Resuscitation services have placed x4 packs of AGP PPE with resuscitation 


trolleys/grab bags across the organisation including MHLD where there is resuscitation 


equipment.  Staff have access to FIT tested to the FFP3 8833 mask which is what is 


currently available within these PPE packs and support in donning and doffing of the PPE 


has been provided to MHLD staff  Frequently asked questions and the ALS algorithm 


https://www.resus.org.uk/media/statements/resuscitation-council-uk-statements-on-covid-19-


coronavirus-cpr-and-resuscitation/covid-healthcare-resources/) with resuscitation 


equipment.  The guidance essentially form RC(UK) is, other than initial defibrillation, if 


indicated, chest compressions and airway management must only be undertaken once full 


AGP PPE is worn.   


 


Pharmacy 


The wards do not operate a mediwell system. There is currently pharmacy cover on the Ablett  


wards with a dedicated pharmacist in working hours to oversee both physical and mental 


health medication stocks and ensure adequate supply of medication to manage COVID 


symptoms as well as regular medication management tasks.   The main pharmacy supports 


the unit out of hours. 


 


The wards are exploring be set up to order NON STOCK medication via scanners, and stocks 


through WOREQ and to enable pharmacy to work remotely to reduce risk of virus transmission 


to and from the ward. 


 


Non-Medical Prescribing – all independent and dependent (supplementary) prescribers are 


required to practice in line with the Royal Pharmaceutical Society Prescribing Competency 


Framework. This applies to all prescribers and is endorsed by all Regulatory bodies. There is 


no additional advice from regulatory bodies relating to non-medical prescribing during the 


Covi-19 crisis other than the emergency register will not permit post registration qualifications 


such as prescribing to be used.  
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There is no advice from the RCN regarding indemnity. The NMC code outlines the professional 


standards that nurses must uphold and this is unchanged at present. The code states under 


standard 13 that a registered nurse must ‘Recognise and work within the limits of your 


competence’. BCUHB Medicines Management are currently developing guidance. 


 


End of life medication 


Specialist palliative care services advise that a stock of EOL anticipatory medications be in 


place in the unit and the ECT EOL ward have the provision for a separate controlled drug 


cupboard. There is no need to prescribe anticipatory medication until the patient enters end of 


life. 


 


 


 


PART 6 General Unit Business 


Visiting  


All visiting to patients on the wards is suspended as per BCUHB Covid-19 HECC decision. 


The following exceptions to the general restrictions on visiting:  


Visiting patients not infected with COVID-19 should be permitted for:  


 people receiving end of life care, with permission to visit secured in advance from the ward 


manager and if agreed, this should be one visitor at a time for a specified amount of time.   


 someone with a mental health issue such as dementia, a learning disability or autism, where 


not being present would cause the patient/service user to be distressed.  


It is important that, wherever possible and safe to do so, families and loved ones are supported 


to say goodbye to COVID-19 positive patients receiving end of life care; such visits are 


important both for the patient and their loved ones.  


PPE should be provided in order to protect the visitor  
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Visitors with underlying conditions should be advised of the risks to themselves. All permitted 


visitors should adhere to strict hand hygiene and infection control precautions on arriving and 


leaving the area.  


No unauthorised person will be admitted into the unit.  


No authorised person will be admitted to a ward without the permission of the ward manager 


or duty nurse. 


Clinical staff responding to a medical emergency will be met at the entrance by a member of 


ward staff and escorted to the correct ward. 


Authorised persons accessing the temporary mortuary for collection of a body are not 


permitted access to any other part of the unit and must only use the external door of the unit. 


 


Fire Alarms 


The Ablett Unit and Hergest Unit fire policy is up to date . 


 


Housekeeping 


At the morning unit huddle housekeeping are informed of any updates/changes to process. 


When a patient is discharged any ward the ward staff will lock the room and contact 


housekeeping to request a deep clean of the room.  


 


For bedrooms occupied by confirmed or symptomatic patients the rooms will be cleaned twice 


daily using chlorclean and appropriate PPE. One of the housekeepers (member of the deep 


clean team) will clean the room and the ‘buddy’ from housekeeping will stand outside of the 


door as per chlorclean protocols.  


Through risk assessment based on number of patients on each ward housekeeping with 


provide meals for the patients. Porters delivering food trolleys will not be allowed into wards. 


Housekeepers will collect food trolleys, clean them appropriately before taking them into the 


ward kitchen and will return them to designated reception areas for collection. 


 


Estates   
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Only essential and critical works should be undertaken for the duration of this crisis period. If 


estates have to enter they should follow the same procedures as ward staff and change into 


PPE clothing before entering wards. They should take all necessary equipment on to the ward 


in one single visit and undertake the work in a timely fashion with minimal disruption. At no 


time should they enter an occupied patient bed area or a bed area awaiting a deep clean post 


patient discharge.  


If there are concerns regarding the maintenance of works in a an occupied bed area the ward 


staff will, if possible, transfer the patient into another side room and request a deep clean on 


the room where the patient has left before estates can enter.  


 


 


 


 


 


 


 Part 7 


 


Appendix I 


Admission  


pathway           


            


            


            


            


            


            


            


            


            


Community MDT 
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admission 
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Input 
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Video/Skype/phone to discuss 
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Appendix III 


Death in hospital flowchart 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Porters to wear clean disposable gloves when transporting the deceased to the 


mortuary 


Deceased transferred to tray in designated high risk fridge space  


Remove gloves and wash hands before putting on a fresh pair of gloves 


Disinfect the trolley and the fridge door with the disinfectant provided in the fridge 


room. Gloves to be removed and disposed of in the yellow bin provided 


Wash hands 


 


Hospital death of suspected or known COVID-19 infection 


Cover nose/mouth of the deceased with face mask or cloth 


Place deceased in Body bag in clinical area 


Decontaminate outside of body bag and trolley before exiting the anteroom 


Remove PPE 


Label the body bag with 3 unique identifiers to be checked by a second member of 


clinical staff before the deceased is transferred to the mortuary 


Complete hazard notification sheet with sign off by Doctor in charge (see page 2).  


Hazard notification sheet must accompany deceased to the mortuary 
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Hazard Notification Sheet: 
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Psychiatric Liaison Pathway 


Covid-19 


Authors: 


 


Provision of emergency Mental Health Care outside the Emergency Department (ED) 


 


The RCPsych COVID19 Liaison psychiatry services guidance (1) which recommends that 
NHS services should seek to moving patients away from emergency departments (ED) and 
high-risk areas. Where emergency assessments are undertaken off site, this will need to be 
planned with the wider mental health services including assessment teams, crisis and home 
treatment teams and others as relevant. Newly created off-site mental health liaison provision 
has been developed in consideration of the RCPsych COVID-19 guidance. 
 
This document outlines changes to the operational delivery of psychiatric liaison services to 
the emergency departments across the three district general hospital sites in North Wales. 


 


1. Royal College of Psychiatry (2020) COVID-19  Liaison psychiatry services: 


https://www.rcpsych.ac.uk/about-us/responding-to-covid-19/responding-to-covid-19-guidance-


for-clinicians/community-and-inpatient-services/liaison-psychiatry-services 


 


 


1. Introduction 
This interim protocol is intended to provide additional guidance to the Emergency 
Departments (ED) or other relevant clinical areas our general hospitals; primary care; 
community teams; North Wales Police and Welsh Ambulance Service NHS Trust about 
the provision of liaison psychiatric service during the COVID-19 pandemic.  
 
There will be no change in the pathways for referral from the acute wards in the general 
hospital and the existing BCUHB Psychiatric Liaison Operational Policy remains 
operational.   
 


2. Aim 
To improve patient safety by reducing the number of people entering the emergency 
department or other relevant clinical areas for the purpose of receiving a psychiatric 
liaison assessment. 
 


3. Scope 
This protocol is for Adults and Older Persons who access Psychiatric Liaison 
Services in North Wales. 
 


4. Operational Hours 
Psychiatric Liaison Services operate twenty-four hours a day, seven days a week. 
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4.1. Clinical Service Prioritisations: 
a) To ensure people accessing the emergency department (ED) have access to 


a liaison assessment where necessary.  
b) To ensure inpatients on acute general wards, within the district general 


hospital continue to have access to liaison psychiatric assessments 
c) To ensure people whose needs would have previously been met through the 


ICAN Centre  are signposted to the CALL Helpline 
 


 
5. Referrals  


Existing referral pathways to liaison and criteria will not change. All people referred to 


Psychiatric Liaison Service must be assessed as medically fit to contribute to their 


assessment prior to referral. 


 


5.1. Emergency Department: 


Referrals to psychiatric liaison will only be considered following triage by an emergency 


department (ED) practitioner in accordance with existing psychiatric liaison care 


pathway or medical review. The way in which people are being triaged within ED is 


changing across the 


region and the referral 


processes for each 


liaison team reflects these 


changes (fig.1). 


Fig.1 Liaison Psychiatry Interim Operational Flowchart for ED 


Walk in                   1st 


Responder 


 


 


Emergency Department / other 


relevant clinical areas 


ED Triage Assessment/Sorting 


Utilising the current ED Mental Health Pathway: 


which includes current (ICAN) criteria 
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Increased COVID exposure 


Utilise existing care 


pathway 


Person is an ED patient or 


patient of the relevant 


clinical area  


people who present with 


risks that cannot be 


managed safely in liaison 


assessment area 


Liaison staff will discharge 


person 


Assessment in the ED or 


Relevant Clinical Area 


Reduced COVID exposure 


Utilise existing care 


pathway 


Person is an ED patient or 


patient of the relevant 


clinical area  


The person will be escorted 


to the liaison assessment 


area 


A liaison assessment will be 


undertaken 


Liaison psychiatric 


assessment area 


Reduced COVID exposure 


Utilise existing care 


pathway 


Person will be given 


contact details for the CALL 


Helpline/ICAN telephone 


service 


Provide Call Helpline advice 


leaflet 


Signposted without 


Liaison Assessment 


 


Each person seen by liaison who attended ED or other relevant clinical areas will remain as an ED 


patient for the duration of their assessment, including those within the liaison assessment area 
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For people who required medical or surgical treatment within the Emergency 


Department or other relevant clinical area a review by medical staff from that clinical 


area must be undertaken to confirm that the person is fit to be assessed. Psychiatric 


Liaison Team can contribute to this review. 


5.2. Acute Medical Wards: 


The mechanism to refer inpatients from the acute hospital wards has not changed and 


is accessible via bleep or email, according to local arrangements. Assessment to 


determine if the patient is medically fit for assessment will be undertaken by ward 


medical staff.   


 


5.3. Welsh Ambulance (Central): 


Glan Clwyd Psychiatric Liaison Service provide a service to Welsh Ambulance Service 


NHS Trust (Draft BCUHB Protocol for the Psychiatric Liaison Team and the Welsh 


Ambulance Service) that allows paramedics to transport directly to the Ablett 


Psychiatric Unit. This is strictly for the Central area only. 


 


6. Alternatives to undertaking liaison psychiatric assessments in Emergency 


Departments or other relevant clinical areas for patients presenting with primary 


mental health problems 


In seeking to move people away from EDs and high-risk areas consideration has been 


given to how to adapt appropriately, according to local need and the local configuration of 


wider mental health services. 


 


6.1. The MH&LD Division has made arrangements for liaison psychiatric assessments 


for people attending ED or other relevant clinical area to be undertaken away from 


ED where appropriate to do so. The operational arrangements vary to reflect local 


resources and safety. 


 


 West: There is no operational change however, liaison assessments will be 


undertaken in a designated area next to the Site Managers Office, Ysbyty 


Gwynedd when appropriate 


 


 Central: Liaison Team have been asked not undertake any assessments within 


ED, people will be seen in a dedicated area at the front of the hospital and 


transferred to the relevant clinical area (Sorting) Where appropriate people will 


be conveyed for a liaison assessments in the former ECT suite at Ablett 


Psychiatric Unit.  


 


 East: Liaison will have a dedicated practitioner located with the ED triage 


practitioner to contribute to the identification of people who would benefit from an 


assessment. Where appropriate the person will be conveyed to the former Helyg 


Day Hospital, OPMH, Heddfan or into the ED department. 


 


6.2. Following ED Triage/Sorting, the person will require: 


 Transfer into the ED or relevant clinical area in DGH 
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 Transfer to the off-site liaison assessment area 


 Signposting to CALL Helpline  


 


6.3. If a person is not medically fit or presenting as unfit to contribute to their 


assessment, or a safety risk, the person will transfer to ED or relevant clinical area 


and liaison assessments will agree how to undertake the assessment.  


 


6.4. Any person who would currently meet the ED triage criteria for signposting to the 


former ICAN centre, can be advised to return home and contact the CALL Helpline. 


 


6.5. Any person presenting as an ED patient and who subsequently requires assessment 


by psychiatric liaison will remain as an ED patient until discharged. Liaison will 


update patient records on the ED electronic system. 


 


6.6. In YGC (Central area only) Welsh Ambulance may refer for a liaison psychiatry 


advice and support, in accordance with the amended COVID-19 protocol (Draft 


BCUHB Protocol for the Psychiatric Liaison Team and the Welsh Ambulance 


Service). 


 


7. People attending ED via First Responders (Police/Ambulance) 


In order to maximise infection control measures patients who are exposed to the ED or 


other relevant clinical area should remain within the area for the purpose of their liaison 


assessment. People will not be subsequently transferred to the off-site liaison assessment 


area.  


 


In Ysbyty Glan Clwyd, provision is made to receive people directly from paramedics. 


 


8. Service Continuity Planning 


We accept that having an offsite area for assessments increases some safety risks. This 


will counterbalanced by the need to reduce the risk of covid-19 infections to staff and 


members of the public. 


 


In the event that there is a surge in demand or reduction in staffing due to COVID-19, 


prioritisation of assessments will be made. Priority will be given to people waiting in the 


off-site liaison assessment areas, then the ED/ITU/other relevant clinical area and lastly 


the acute wards. Whilst the prioritisation considers, levels of supervision/support, 


environmental factors and patient/staff safety it does not circumvent clinical judgment and 


reasonable risk assessments.  


 


 


9.  Maintaining patient and staff safety 


This section sets out principles to optimise ongoing staff capacity and reduce exposure 


to vulnerable patients and others. 
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9.1. Where face to face assessment is clinically indicated, liaison psychiatry staff will 


be expected to follow current COVID-19 infection control measures. Staff will be 


given the same access to relevant PPE as other services in the acute hospital. 


 


9.2. Whilst in the liaison assessment area people will monitored at all times by a 


member of liaison staff. 


 


9.3. Whilst in the liaison assessment area staff will have access to suitable incident 


alert systems (panic button) for summoning help for both patient and staff 


safety. This will include access to hospital security and contacting police 


 


9.4. People will have access to facilities i.e. toilet and hand washing facilities, 


refreshments available, PPE. 


 


9.5. Suitable seating will available for extended periods of assessment/monitoring 


(i.e. Mental Health Act assessment). 


 


9.6. The environment will have a Ligature assessment and mitigation plan. 


 


9.7. The environment will have access to appropriate medication administration and 


prescribing.  


 


9.8. Access to ED Information Technology systems, to ensure continuity of ED 


treatment and discharge 


 


9.9. To ensure timely conveyance of people from ED or other relevant clinical area 


and maintain observations in the liaison assessment area a minimum of two 


registered practitioners and two Health Care Support Workers will be required, 


twenty-four hours per day in Central and East.  


 


10. Medication  


If required, the psychiatric liaison service will have access to emergency medication. For 


people in the liaison assessment unit arrangements will be in place for the prescribing, 


storage and administration of medications currently accessible in ED. Each liaison team 


will have a Standard Operational Process (SOP) from pharmacy medicines 


management service, specifically developed for use during this period. 


Prescriptions will be written by the psychiatric medical staff, as per SOP, in both East 


and Central teams. In West prescribing will continue from ED, in accordance with West 


SOP.  


11. Conveyance 


A clinical judgement will be made by the ED triage practitioner if the person can walk to 


the liaison assessment area with an escort or require transport. Liaison assessment area 
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are accessible for people with disabilities. In Central locality the person may be in the 


Sorting area and a practitioner will agree with liaison how to best convey the person. 


 


There may be occasions where the person’s physical health needs change whilst in the 


liaison assessment area. Liaison will provide first aid and clinical interventions to assess 


the needs of the patient (e.g. venepuncture). Staff will liaise with ED and agree a 


management plan and if necessary conveyance via Welsh Ambulance Service back to 


ED or relevant clinical area. 


 


12. Admission to Psychiatric Inpatient Unit 


There is no change to the existing covid-19 operational policy for admissions. We do 


accept that for patients who need to wait in an off-site area, provisions will be made to 


make any waiting time safe and comfortable. This must include access to a sleeping 


area, food and drink. 


 


13. Discharge from Liaison 


Psychiatric liaison practitioners will discharge people in accordance with current BCUHB 


liaison psychiatry operational policy (draft MHLD AC001). Access to the ED’s patient 


record will be available to liaison staff in the liaison assessment area. 


 


14. Equality Impact & Assessment 


Impact on:- 


Welsh Ambulance NHS Services 


North Wales Police 


BCUHB Criminal Justice Liaison Service 


MH&LD acute and community teams 


BCUHB Psychiatric Liaison services 


BCUHB Acute General Wards 


BCUHB Emergency Department 


BCUHB Primary Care Services 


 


15. Review 


To begin with each locality will undertake daily monitoring by Team Manager in 


conjunction with the Consultant Liaison Psychiatrist.  


There will be weekly monitoring by the unscheduled work stream lead with Team 


Managers and Consultant Psychiatrists 


Interim Protocol will be subject to a full review every 3 months, whilst the BCUHB 


COVID-19 pandemic plan remains active 
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COVID 19 OPMH Inpatient Pathways 


Authors: 


 


PART 1 Executive summary 


This is a plan in response to the Covid-19 major incident.  


It sets out the intention to establish a temporary regional OPMH unit for the acute admission 


of all new OPMH patients and all current OPMH patients in the unit. The baseline bed number 


is 62 with graduated surge capacity to a maximum of 132 within the unit and a further 28 within 


the two satellite wards. Maximum OPMH surge capacity is 160 beds.  


It has considered the evidence base relevant to risk, the potential to maintain separation 


between infected and non infected patients, the governance arrangements and the day to day 


management of the unit as the major incident unfolds. 


 


PART 2 Values and principles 


Despite the challenges presented by Covid-19 the MHLD Division will maintain a standard of 


care which sees all patients treated with dignity and respect and, having their holistic needs 


met in a compassionate way. In particular the BCUHB value of putting the patient at the heart 


of everything we do will be paramount.  


We understand the impact that Covid-19 will have on the families and carers of our patients 


who will be faced with very severe restrictions on visiting over a prolonged period of time. 


There will be great worry and distress particularly if the patient is affected by the infection and 


more so if they become seriously ill. We offer to families and carers empathic, transparent 


communication1 and involvement in care decisions albeit remotely.   


For patients who die with Covid-19 the family or carer will be guaranteed that their loved one 


will not die alone and will be assured of a pain free and dignified death.  


 


                                                           
1 See appendix III for advice on having difficult conversations 
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PART 3 The risk 


The MHLD Division recognises that every person under its care is to a greater or lesser extent 


at risk of becoming infected by Covid-19. The highest risk categories are those who are 


elderly, those with substance use disorders and those who, in addition to their mental illness, 


have a serious underlying health problem. This paper concerns itself with people under our 


care who have a dementia (and are regarded as the patient group at greatest risk) and, with 


older people whose severity of functional mental illness means that their needs cannot be met 


anywhere else2. 


People with dementia are the most vulnerable patient group within the MHLD Division due to, 


1. Age 


2. Underlying health conditions 


3. Lack of understanding of actions to mitigate risk 


US data3 shows that increased age is a significant risk factor for those who develop severe 


symptoms requiring intensive care admission and, for those who die from the disease. The 


following findings based on age alone are of note; 


1. 31% of people with Covid-19 were aged over 65 years. 


2. 31 to 65% of people aged over 65 years with Covid-19 required acute hospital 


admission. 


3. 9 to 30% of people aged over 65 years with Covid-19 require admission to ICU 


4. 80% of all ICU deaths involving Covid-19 were people aged over 65 years. 


5. 7 to 19% of people aged over 65 years with Covid-19 died from the disease. 


Where this data is compared with that from other countries (it is too early for a reasonable UK 


estimate), the general trend is largely the same; people of all ages contract Covid-19 but the 


older a person is the more severe the symptoms are and, the greater is the level of mortality4, 


there is a big increase for those aged over 80 years, 


 China Italy Spain S. Korea 


60 – 69 years 3.6% 3.5% 2.1% 1.37% 


                                                           
2 As the risk to these two groups is almost the same this paper will focus for stylistic purposes on using the 


phrase ‘patients with dementia’ to refer to all unless otherwise stated. 
3Centers for Disease Control and Prevention – March 18 2020 
4 Journal of the American Medical Association – March 23rd 2020 analysis 
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70 – 79 years 8.0% 12.8% 5.24% 5.27% 


Over 80 years 14.8% 20.2% 17.9% 9.26% 


 


The current OPMH patient group of 63 patients has an average age is 76.4 years with a third 


aged over 80 years. There appears to be a gender difference with males being more affected, 


currently we have about a 50-50 split between males and females. 


The presence (and severity) of underlying health conditions appears to be a factor in 


determining how seriously affected the person is by Covid-19. The following underlying 


conditions are identified as increasing the degree of risk, 


1. Heart disease. 


2. Respiratory disease – particularly people with asthma. 


3. Diabetes. 


92% of people with dementia have at least one co-morbid medical condition5 and those 


conditions which increase the risk of serious complications from Covid-19 are also those which 


increase the risk of developing a dementia. As the number of underlying conditions6 increases 


so too does the risk and it is known that multiple co-morbidity is not uncommon and in general 


terms 


1. 34% of people with dementia have two to three underlying health conditions. 


2. 28% of people with dementia have four or five underlying health conditions. 


3. 17% of people with dementia have six or more underlying health conditions. 


Overall, the initial data from multiple countries shows clearly that older people with underlying 


health conditions, of the type common to people with dementia, are most likely to be ill enough 


to require hospital admission and most likely to die. Awareness of this places a responsibility 


on the Division to act to protect this highly at risk patient group who are under our care. 


To protect this group of patients we will introduce a regional service model for acute OPMH 


(which includes adults aged over 70 years under the care of an adult psychiatrist) admissions 


to inpatient services. This will reduce pressure on OPMH cocooned wards and offer the safest 


possible option for admitting new patients to the mental health care that they need. This 


decision is based on a command decision from MHLD Directors and reflects the gravity of the 


                                                           
5 Alzheimer’s Research UK, 2019 
6 It is acknowledged that these will not all individually increase the risk but taken collectively they may do so. 
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situation brought about by the Covid-19 and the need for the Division to think through options 


that are outside of any current OPMH transformation plans.  


 


 


PART 4 Operational Policy 


 


4a Purpose 


The regional OPMH unit (ROU) is a temporary arrangement that aims to deliver care to the 


existing OPMH patients in the Heddfan unit whilst also acting as the single admission unit for 


all older people, under the care of an OPMH consultant and those aged over 70 years under 


the care of an adult psychiatrist, with acute mental illness whose needs cannot be met 


elsewhere. It is not intended that the unit will admit older people without an acute mental health 


problem or who are not lawfully detainable under the Mental Health Act. 


 


The ROU will also act as a hub to offer support and guidance to satellite OPMH wards that 


have been cocooned at Anglesey (Cemlyn ward) and Colwyn Bay (Bryn Hesketh ward). Each 


of these wards join the 0900 Skype call to discuss the current status of patients and to review 


that practice is safe for all. The capacity within those two wards also forms part of the OPMH 


inpatient surge plan. 


 


4b Governance 


This is a very different way of working in a situation with which few have experience of. As 


such robust governance and evidence of such are crucial. There needs to be rapid learning 


from events and ongoing adjustments to policy and practice throughout this period of major 


incident.  


 


The unit governance structure is set out on below, 
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Unit 0900 control meeting 


Senior leadership team for the unit meet to review oversight of the unit and plan for the 


day. Ward managers from OPMH satellite wards will join this virtual meeting. 


 


Daily safety huddle 


The purposes are to facilitate effective communication throughout the unit, to identify 


issues of concern at an early point and address through consensus, to have a daily 


Covid-19 unit status update and, to continually learn and evolve as a unit. 


Housekeepers should join the first part of the meeting but leave before patient cases 


are discussed. 


 


Unit mortality review 


Every death will be subject to individual mortality review. This is to identify learning 


from events and recommendations for changes in practice. A thematic analysis of 


deaths will be maintained and decision made of any cases to escalate to a Divisional 


mortality review. The review group membership will be; Assistant Director of MHLD 


Nursing, Clinical Lead and, Consultant Nurse. Stage 2 mortality review will remain in 


place when appropriate. 
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Weekly unit PTR 


Will be chaired by HOP or HON. Attendance and structure will continue to reflect 


current PTR meeting arrangements but will include admission decision making and 


unit mortality review. 


 


Divisional governance 


East Triumvirate will decide on issues to escalate to MHLD Covid-19 Command which 


will act as the MHLD Divisional governance group. 


 


 


4c Clinical Management 


TWO inpatient Consultant Psychiatrists will manage the unit. It is envisaged that RMO’s from 


west and central undertake remote review and be available for advice outside of that. RMO’s 


from central have been requested to support the unit for two days each week to relieve the 


designated consultants. The consultant group would be supported by speciality doctors and 


the junior doctor rota. The doctor group as a whole are supported by the availability of 


specialist practitioners from nursing, allied health professionals and palliative care. 


Adult in patients who are aged over 70 years and under the care of adult mental health teams 


will, on admission to the unit, come under the care of the inpatient consultant. At the point of 


discharge or transfer out of the unit clinical responsibility will revert back to the respective adult 


consultant psychiatrist. 


There will be a need for medical support from colleagues in acute medicine and respiratory 


medicine but pragmatically there will be no admission of patients to the DGH site as the 


situation deepens. 


It has been confirmed that Manager’s hearings will only be postponed for people who are not 


contesting and have the mental capacity to make this decision.  Hearings will only be held for 


patients who contest their renewals or who have appealed. All hearings related to patients 


with dementia will continue. RMO’s will be expected to undertake work related to these as per 


the normal process. 
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Heddfan  


Medical cover draft 


 


Working hours:  


7 day week 9AM -5PM 


Main unit team:  


•           On call junior doctors x1  


•           Acute care junior doctors x 2 


•           Consultant Psychiatrists x 3- off on call rota) 


•           Nurse Consultant-   


•           Speciality doctors x 3- 


 


 Out of hours 


7 days a week 5PM-next day 9AM 


7 days a week 5PM-next day 9AM 


 


Main rota for Heddfan:  


Tier 1 junior doctor on call 


Tier 2 Main consultant on call (1 in 7) 


Tier 3 Support consultant on call (1 in 7) 


Note: 1 in 7 rota (TBC). Identified consultants ** who can opt to work on call in their 
choice of unit. 


Out of area patients 


will act as RC for all inpatients. This will be reviewed weekly. 


 


 


4d Admission  
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Admission to the AAU is governed by strict governance. This is necessary because we 


acknowledge that bringing any person into a hospital environment carries with it the risk of 


infection with Covid-19 which can have a devastating impact on that person. Second, that 


acute assessment beds within the unit are a scarce resource and must be kept available for 


those who have no other option but to be admitted. Acute care decisions are undertaken by a 


team comprised of, 


1.  Assistant Director of Nursing MHLD 


2. – Consultant Old Age Psychiatrist 


3. – Consultant Nurse OPMH 


 


The identified acute care doctors and consultant Nurse will assume Responsible Clinician 


(RC) responsibility. The decision for admission is negotiated and discuss with the person 


requesting it or the community services. Every admission needs to be balanced against the 


risks of being admitted, the situation of the level of workforce and the current demand. Hence, 


each admission may look differently and flexibility of approach is paramount. It is envisaged 


that acute care consultants and nurse consultant will work to a seven day rota in the daytime 


(9-5).  


In the out of hours period the decision to admit to AAU will be made by the Oncall Consultant 


Psychiatrist and Duty nurse. 


Indications for admission are: 


1. The person is resident in the six counties of North Wales. 


2. The person is experiencing an acute mental illness that is severe in its intensity and 


impacting on the safety of others. 


3. Risk assessment determines that admission to the unit is safer than remaining in the 


community and a safeguarding specialist agrees with the risk assessment. 


4. The request for admission is subject to peer review by another consultant psychiatrist 


from another area. 


5. The Community Psychiatrist and community team have explored every other possible 


alternative to hospital admission 


6. There is a discharge plan in place for rapid discharge from the unit once stability has 


been regained over the acute mental illness. 


7. As far as possible efforts have been made to ascertain the Covid-19 status of the 


person to be admitted. One of four designations will apply, tested and confirmed as 
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negative, untested and asymptomatic, untested and symptomatic and, tested and 


confirmed as positive for Covid-19. It is acknowledged that a negative test result is 


only valid at the time it was taken and between the result and admission 


exposure to infection may still occur. 


 


Decision not to admit 


The patient should be supported by the community team during any period of time whilst 


further assurance is sought that every alternative to admission has been explored and 


actioned. The community team should maintain a clear risk assessment and from that a 


plan as to how the patient will be kept safe at this time. A request to admit can be made 


again at any time and intentions to do so should be in the patient safety plan. Any 


safeguarding considerations should be taken into account and, if indicated, advice sought 


from the Corporate Safeguarding Team.  


 


Saturation point 


When the unit is full the east triumvirate will make a decision as to how additional non-


clinical space can be utilised to accommodate patients who have no over option for the 


safe management of their acute mental health problems. A safeguarding specialist will 


advise and support with the risk assessment for those open to adult at risk processes or, 


if there may be any safeguarding concerns.
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Community 


team identify 


OPMH patient 


with potential 


need for 


admission 


Community team complete triage 


form outlining all alternatives to 


admission that have been 


considered and reasons why the 


alternative is not possible 


Community 


team under take 


peer review of 


the request to 


admit. 


Peer review is 


accessed from a 


consultant Old Age 


Psychiatrist from 


another area 


Request is sent for 


approval  between 


0900 and 1700 over 


Monday to Friday 


the completed 


request is sent to 


 copied to 


out 


of hours the request 


is sent to the on-call 


consultant 


psychiatrist .  


Admission 


considered  


Request to admit 


is submitted to 


east HTT 


(03000858139) 


For approval 


Decision is 


communicated 


to the 


community 


team and plan 


to proceed to 


admit or not is 


agreed 
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Arrangements with Community teams 


Low risk community services (Wrexham and Flintshire Memory Assessment Services and the 


Helyg Day Hospital) will be stood down and maintain a remote contact centre. Patients of 


these services will be categorised in respect of risk on a RAG system. Red category patients 


will receive telephone support daily, amber less frequently and, green category indicates 


discharge. The majority of staff from these services will be redeployed to higher risk areas. 


Patients categorised as red may need to be transferred to the care of the community mental 


health team. 


Staff working in community mental health teams will be the last to be redeployed and this will 


be in extremis. The CMHT is positioned as a vital core service to prevent admission and to 


effectively manage risk in the community.  


The primary prevention of admission to the unit will be the responsibility of the OPMH 


community teams in each area. They have responsibility for identifying changes in the mental 


state of patients on their case load and of providing or accessing alternatives to admission. 


New cases of older people in mental health crisis including those from primary care will not 


meet the threshold for admission to the unit without first being referred to a community mental 


health team for assessment, treatment, crisis management and diversion from admission to 


the unit.  


The East Home Treatment Team will act as the triage gateway to the admission panel and will 


only forward requests for inpatient admission once all options have been explored. 


 


Emergency or out of hours admission 


The procedure remains the same in respect of criteria and scrutiny. The change is in respect 


of the decision maker who will be the on-call consultant psychiatrist in discussion with the duty 


nurse for the unit.  
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Admission procedure 


Once admission to the unit has been agreed the treating team must liaise with the acute care 


manager or duty nurse to arrange for the patient to be brought to the unit. On arrival the 


following distinctions apply, 


1. A patient who has been tested and confirmed negative for Covid-19 is admitted straight 


to the green acute ward that has capacity. Welsh speaking patients should as far as 


circumstances permit be admitted to the same ward. 


2. A patient who is untested and asymptomatic is admitted into the quarantine ward. 


3. A patient who is untested and symptomatic is admitted into isolation on the quarantine 


ward. 


4. A patient who has been tested and confirmed as positive for Covid-19 is admitted 


directly to the Covid-19 ward. 


 


The status should be determined before admission and the patient received at the front 


entrance by staff from the receiving ward. The receiving staff must wear PPE. Only the patient 


should be brought into the unit and any accompanying property be appropriately cleaned 


before following the patient onto the ward.  


Patients who are unwilling to enter the unit must be given time to do so willingly. Because of 


the potential risk of infection to all involved a restrictive physical intervention is the very last 


resort. If it is to be used the duty nurse must make this decision as per current practice but 


mindful of the increased risk of infection. The RPI guideline in respect of Covid-19 must be 


followed. The event must be reported on the DATIX system and clearly/comprehensively 


documented in the case note. 


Following identification as to the appropriate ward the admission process follows as it would 


ordinarily do and medical examination should include routine screening for Covid-19. A 


treatment escalation plan, including reference to any agreed DNACPR, frailty score and any 


known advance decision to refuse treatment, must be written as soon as possible after 


admission. 


For any patients currently subject to a DoLS, an application needs to be made the moment 


the patient is admitted into the new ward.  If there is any period of time in delaying this 


application, there will exist an unlawful Deprivation of Liberty which could be challenged 
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through the Court of Protection.  Contact the DoLS team for support or guidance; it would be 


helpful to inform them as much in advance as possible of a planned transfer.  


 


Ensure if any of those patients being transferred are open to Adult at Risk process, that the 


Area Corporate Safeguarding Team and the Local Authority are informed of the transfer of 


patient and detail of new ward.  


Contact the safeguarding team for any support, contact details can be accessed via this link. 


 


4e Use of the 136 suite 


The 136 suite will remain open and isolated from the rest of the unit. It will be managed by the 


mental health liaison team. 


Children below the age of 16 being admitted to the 136 suite will be managed by CAMHS. For 


16 and 17 year old please refer to the existing policy. Whilst the regional unit is in operation 


there is no designated age appropriate bed in the Heddfan Unit for an under 18 admission.  


A medical staffing rota in respect of covering the 136 suite is being developed. Out of hours 


the on call consultant will liaise with junior doctors on site to support the 136 assessments. 


 


 


The admission pathway based on Covid-19 symptom status is shown overleaf  
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Patient is 


admitted 


Patient is 


confirmed 


negative 


Patient is 


asymptomatic 


Patient is 


confirmed 


positive 


Patient is 


symptomatic but 


not confirmed 


positive 


Admit to GREEN 


organic ward or 


GREEN functional 


ward 


Admit to 


quarantine ward 


Admit into 


isolation on 


quarantine ward 


Admit to RED 


ward 


After screening 


admit if negative 


to GREEN ward of 


if positive to RED 


ward 


After screening 


admit if negative 


to GREEN ward of 


if positive to RED 


ward 


RED ward will 


function as EOL 


ward 


Medical decision 


is improved and 


free of infection 


move to GREEN 


ward 


Patient becomes 


symptomatic but not 


confirmed positive 


admit to quarantine 


ward or isolate and 


test 


Discharge 


planning 
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4f Ward designations 


Ward 1 - Clywedog 19 bedded adult ward becomes a 13 bedded organic ward and admits all 


new patients with dementia who are confirmed as Covid-19 negative. All shielded patients 


should be isolated here. The intention is that this will be maintained for as long as possible as 


a GREEN environment. 


Ward 2 – Dyfrdwy 19 bedded adult ward becomes a 14 bedded OPMH functional ward. The 


intention is that this will be maintained for as long as possible as a GREEN environment. 


Ward 3 – Gwanwyn 13 bedded OPMH ward will be maintained for as long as possible as a 


GREEN environment 


Ward 4 – Hydref 13 bedded OPMH ward becomes the quarantine ward. The intention is that 


this will be maintained for as long as possible as an AMBER environment 


Ward 5 – Tryweryn 9 bedded PICU becomes the positive ward. This will be staffed with 


substantive staff only due to the risks associated with transmissions of the virus it would not 


be appropriate for bank and agency staff to be placed on this ward. Staff working on the 


isolation ward will not be expected to work in other areas. All available dual registered 


divisional nurses would be deployed here along with the consultant nurse. The intention is that 


this will be a RED environment. 


Figure 1 – intention for designated wards 


 


4g Patient movement in the unit 
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As agreed with the east IPC team the movement of patients within the unit is dictated by the 


known and confirmed Covid-19 status of each patient. The intention is for Clywedog, Dyfrydwy 


and Gwanwyn to maintain patients who are Covid-19 negative and transfer to Hydref any 


patient who may be symptomatic whilst awaiting screening result. A number of suspected 


cases in our OPMH wards have tested negatively and therefore the undiagnosed patient 


should not move into a Covid-19 positive environment at this stage. 


The testing regime in respect of the unit is to test prior to admission or on admission. To test 


at the point of discharge and, to test at any point in between if the patient becomes 


symptomatic. 


 


Patients will remain in the unit mirroring the national position on self-isolation. As a 


consequence of that (and under guidance from the Mental Health Act Commission) section 


17 leave is restricted to instances when it is necessary or otherwise will lead to distress or 


deterioration. 


Patients who are diagnosed positive after screening move to Tryweryn ward. 


When a patient has been confirmed as infected with Covid-19 and is ready to move to 


Tryweryn they are to be escorted via the normal route by 2 staff members, both staff members 


will be in PPE – surgical mask, gloves and apron. One staff member will ensure the corridor 


has a clear path. The patient must be transported via a wheelchair which will be then cleaned 


as per IPC policy and stored separately. 


Patients who enter an EOL clinical pathway will be nursed on the RED ward (Tryweryn ward) 


and be supported by BCUHB Specialist palliative care services and Tryweryn ward staff. 


 


4h Phased transition 


The baseline position in respect of ward designations and patient flow will be maintained as 


long as circumstances permit. As the position changes it will be necessary to make changes 


in a planned way and the governance framework will allow for this. 


 


4i Safeguarding considerations 
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The unit should expect a degree of distress responses from the patient group. This may take 


the form of patient on patient and, patient on staff ‘assault’ category behaviour. RPI will be 


minimised as far as possible to further reduce risk. The usual process will apply in respect of 


DATIX reporting and adult at risk reporting. 


Whilst any safeguarding concerns are to be considered on admission and initial assessment 


it remains the position that , at any point during the admission period, all allegations of abuse 


or risk of abuse, harm or neglect are reported on DATIX and an adult at risk report is completed 


without delay 


There will be increased reporting of falls as the total number of older patients increases 


threefold. All falls in the unit are to be managed as per current BCUHB policy. 


As per current practice BCUHB Corporate Safeguarding will ensure full support from Head of 


Safeguarding MHLD and the east corporate safeguarding team.  


The new All Wales National Safeguarding Procedures that were due to go live on the 6th April 


have now been delayed. Staff will continue to raise Adult at Risk reports where there is alleged 


abuse or risk of abuse. Staff will continue to liaise with Corporate Safeguarding team following 


the Adult at Risk Process. All information is also available with contact details on 


http://howis.wales.nhs.uk/sitesplus/861/page/74760 


All staff in the unit will be trained in safeguarding adults at risk. 


 


PART 5. Principles of Care 


Despite the challenges presented by Covid-19 the MHLD Division will maintain a standard of 


care which sees all patients treated with dignity and respect and, having their holistic needs 


met in a compassionate way. In particular the BCUHB value of putting the patient at the heart 


of everything we do. 


There is an expectation for all staff who will be deployed to the unit that they are capable of 


performing as a reasonably competent practitioner. The Division will undertake its duty of 


support for staff to address any skills or knowledge deficit sufficient that they can function in a 


reasonably competent way. All staff have access to the BCUHB ‘Back to the floor’ training. 


 


5a Nursing documentation 
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The current BCUHB nursing assessment bundle will continue to be used alongside the Mental 


Health Measure documentation. This ensures that appropriate risk assessment and care 


pathway documentation is completed. It is of great importance that all entries are legible and 


that the person making the entry prints their name as well as signing.  


5b Clinical observations 


All patients will be observed twice each day through NEWS and escalated as appropriate. 


 


5c Therapeutic observations 


Patient safety is fundamental and decision making around the need for placing patients on 


higher levels of therapeutic observation than general observation will remain unchanged and 


the staffing template will be amended appropriately. 


5d Therapeutic activity 


To be directed by occupational therapy Covid-19 advice and guidance. 


5e Welsh language 


For patients whose first language is Welsh there should be no reason why access to language 


of choice cannot be maintained. 


5f End of Life 


It is expected that sadly some patients will die. If mortality data as set out above is applied to 


our group of patients with average age of 76 years, average frailty score of 7 and, not 


uncommon underlying health conditions the mortality rate will be greater than 10%.   


Given that the survival rate for people aged over 70 years admitted to ICU is poor it is possible 


that this may not always be the pathway followed by patients in the unit. However, this will be 


determined on a case by case basis in consultation with the ICU consultant team in the Maelor 


hospital and consultation regarding procedure through any ethical hub that the MHLD Division 


or the wider Health Board establishes. The patient, their family or their advocate will be 


involved in the decision making process. 


Appendix I shows the MHLD OPMH flow chart for care up to EOL. 


BCUHB policy in relation to delivering end of life care will be maintained. The specialist 


palliative care team will provide end of life training to the unit and will support the designated 
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EOL ward. DNACPR status for each person must be clarified for all patients currently in the 


unit and all new patients on admission, alongside clarity in respect of any existing advance 


decisions to refuse treatment. There is no assumption to be made that admission to the unit 


equates with a decision not to resuscitate. This remains a clinical decision made individually 


with the involvement of the patient and/or their family or advocate. 


The designation of a patient as being at the end of life is a medical decision and psychiatric 


trained doctors will be supported remotely by the on call consultant in palliative medicine. 


BCUHB policy in respect of care of the deceased (infected) patient will be followed rigorously. 


No infected patient will be discharged home to die and the MDT/Family risk assessment 


included from recommendation 15 of the HASCAS report into our OPMH EOL framework is 


suspended. 


 


Family role in EOL care 


As a Division our philosophical and ethical position is that a patient under our care does not 


die alone. Although it is often a family member who is with the person in their last hours of life 


we can facilitate a sense of presence through the allocation of staff in the unit and we do not 


wish to place members of the public at risk from having been present in a RED environment.  


To minimise risk to family and others there will be no visiting.  


 


Communication with the family is essential and the ‘Difficult conversations’ standard operating 


process should be referred to for guidance. 


 


 


Temporary Mortuary 


As far as possible the mortuary at Wrexham Maelor hospital will be used for the removal of 


deceased patients in body bags. There may come a time when those facilities are 


overwhelmed. Temporary mortuary facilities will be designated as the cold kitchen near to the 


gym in the adult part of the existing mental health unit. This has external access to ensure 


removal of the deceased without re-entering the ROU. 


 


Laying out procedure 


The current BCUHB policy – EL495L Last Offices COVID-19 (hospital and community) - will 


be followed. In addition to this the BCUHB Covid-19 death in hospital flowchart is used. This 
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states that a body bag is required and a surgical mask be in place over the patient’s mouth to 


prevent contamination from expelled air. This procedure is endorsed by BCUHB Covid-19 


HECC. 


 


Label the body with 3 unique identifiers to be checked by a second member of clinical staff 


before the deceased is transferred to the mortuary. Complete hazard notification sheet (see 


appendix II) with sign off by Doctor in charge.  Hazard notification sheet must accompany the 


deceased to the mortuary 


 


The deceased will at all times be treated with dignity and respect. 


Contact the mortuary team during working hours to notify of the deceased arrival in the 


mortuary 08:00 to 16:00 - . Out of hours contact is via the site manager for the 


Wrexham Maelor. 


 


5g Infection Prevention and Control 


There will be rigorous adherence to current BCUHB policy. 


 


Cleaning Medical Devises  


All medical devise equipment used should be cleaned with chlorclean after every use. The 


cleaning should take place in a designated area (sluice room/cleaning room). All patients 


should have their own BP cuff as these should be used on 1 patient only. 


 


 


Uniform 


Staff on GREEN wards should arrive for their shift in mufti (non-uniform) and will bring with 


them a clean uniform tunic/trouser and shoes to change into prior to going on to the ward.  


Staff on AMBER or RED wards will come into work in the mufti and change into the disposable 


scrubs provided. 


At the end of the shift the staff will either dispose of the scrubs into the infected waste bins or 


they will bag their uniform into a red infected linen bag which they will then take home and 
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wash on 60degrees (no hotter as bag will block the washing machine, the bag will dissolve) in 


line with IPC.  Alternatively staff are able to use the washing machine facilities in the unit 


following the same IPC guidelines. Staff will then change back into their mufti.  


No badges will be worn on uniforms or scrubs. 


 


Dirty linen 


Disposal of dirty linen from the patient’s bed area is placed into a red infected linen bag and 


placed into the sluice room for housekeeping to dispose of safely 


Patient clothing that needs to be washed will be placed into an infected lined bag and placed 


into the washing machine (bag included) and washed at 60 degrees.  


Patients clothing will not be sent off the unit for washing. 


 


 


5i Transportation of patients to and from the unit 


Transportation needs for each person being admitted to the unit, transferred to another unit 


or, discharged will be discussed with the acute care manager or duty nurse. Each person will 


need to be risk assessed prior to transfer and the type of patient transport will be based on 


that risk assessment. In most cases ambulance transport with adequate staffing and use of 


PPE as per BCUHB policy will be used. 


 


5j Separating known negative and positive cases 


Unknown 


It will not be known for who is affected and who is not unless the patient presents with 


symptoms. This position will change if testing is possible. All patients should be having 


physical observations and NEWS twice a day and all staff should be aware of possible 


symptoms.  


All patients coming into the unit without symptoms should go to their designated wards and 


continue to be monitored. 


All new acute admissions who are symptomatic will be admitted to the quarantine area. 
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Suspected cases 


 


Cough – a NEW and Continuous cough. It may leave the person struggling for breath 


and it is persistent such as all night long. 


High Temperature –37.8 degrees centigrade or higher 


 


Patients who appear symptomatic should be isolated in their single ensuite bedroom until such 


time as testing clarifies positive or negative. 


 


 Ensure staff use the correct PPE according to BCUHB policy 


 Isolate the patient in their single room. 


 Request urgent medical review – remember every patient in the ROU is 


regarded as vulnerable. 


 Arrange screening for Covid-19. 


 Used PPE should always be treated as clinical waste and placed in an 


ORANGE clinical waste bag (for infected clinical waste). 


 


Positive cases 


Patients who test positive should be moved to the positive ward –as soon as is possible without 


causing alarm to others. 


 


 All patients should be remain in their own rooms during the transfer 


 Ensure staff use the correct PPE according to BCUHB policy 


 The vacated room should be deep cleaned and cleared of all the previous 


patients’ property. 


 Used PPE should always be treated as clinical waste and placed in an 


ORANGE clinical waste bag (for infected clinical waste). 


 The family of the patient or advocate to be kept fully informed. 


 


Once capacity is reached patients will be barrier nursed in their individual rooms on their base 


wards.  


 


 


Seriously ill 
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If the patient’s condition deteriorates they may benefit from admission to Critical Care. All 


patients whose Clinical Frailty Score is less than 5 should be referred to ICU and, whilst there 


is capacity in the system, be considered for transfer.  


 


Where the Clinical Frailty Score is greater than 5 this will require discussion with an ICU 


Consultant and more detailed risk assessment which will include age, underlying medical 


conditions, dignity and, the likelihood of survival even with intensive care.  


 


The current NICE algorithm will be used.  


 


End of life 


Patients who test positive and critical care is not the option and, enter the end of life phase 


will be nursed in their own rooms on the RED ward.. 


 


Review 


The needs of patients and the flow will be reviewed three times in each 24 hour period.  


 


 


 


 


PART6  Resource Considerations 


6a Staffing 


Staffing the ROU is a priority and staff will be deployed from lower risk east OPMH community 


services. This would release, around, 15 to 20 registered nurses and around 5 support 


workers.  


 


The staffing template at this time of crisis will need to be reviewed. It is proposed that as a 


reflection of the severity of the crisis and the impact on staffing that the template may be 


reasonably reduced to a position in which each patient requires a variable number of nursing 


staff in the day and at night based on the contracting and severity of Covid-19 disease.  


 


The greatest risk to the patient in this unit will come from the number of staff who are also in 


contact with the outside world, reducing staff to as low a point as possible whilst still 


maintaining safety will be important. 
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6b Staffing template 


  Early Late Night 


  No. Beds Ward Type Shift Pattern RN HCSW RN HCSW RN HCSW 


Ward 1 19 Organic 9 9 7 2 7 2 7 2 5 


Ward 2 19 Functional 8 8 7 2 6 2 6 2 5 


Ward 3 15 Organic 7 7 5 2 5 2 5 2 3 


Ward 4 16 Quarantine 7 7 6 2 5 2 5 2 4 


Ward 5 9 Positive COVID-19 7 7 5 2 5 2 5 2 3 


Ward 6 4 End of Life 3 3 3 2 1 2 1 2 1 


 


All wards would be supported by the Allied Health Professional team of physiotherapist, 


occupational therapist and speech and language therapist. All wards would have two 


registered nurses per shift.  


The Covid-19 positive ward and EOL ward would have a higher number of registered nurses 


based on deployment of general/adult nursing qualified staff. As such all east staff who are 


dual registered with a general/adult nursing qualification and all OPMH mental health nurses 


who are registered as independent nurse prescribers should be redeployed to the unit. 


 


6c Staff who become unwell – 


Staff who become unwell whilst not on duty will be expected to follow the advice which will be 


in place at that time from Public Health Wales. Staff who become unwell whilst in the unit will 


be removed from clinical contact and follow the advice in place at the time. 


 


6d Staff well-being –  


It is important that we look ahead to the end of this current crisis and aim to maintain a staffing 


group that are well, mentally and physically and retain psychological resilience. The BCUHB 


Occupational Health lead for staff well-being has agreed to support the proposed ROU with a 


range of specialist measures. Clinical psychology staff in the unit will offer a support service 


to staff. 


 


6e Hospital beds 
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All patients in this unit should have access to a standard hospital bed that can be raised or 


lowered to deliver care. Adult ward beds are different and at any other time would be regarded 


as unsuitable, however in extremis care will be delivered to patients on adult ward beds. A risk 


assessment of the safety to the patient and of the potential harm to nursing staff should be 


undertaken. 


 


 


6f Personal Protective Equipment - PPE 


Advice will periodically change regarding access to and use of PPE. Changes to PPE 


guidelines will be discussed at the daily safety huddle and the implications of any changes 


planned for. The ward areas will be provided with the most recent PPE guidelines for inclusion 


in their Covid-19 files and A3 size laminated visual guidance for display throughout ward 


areas. 


 


6g Pharmacy 


The wards do not operate a mediwell system. There is currently little/no pharmacy cover on 


the OPMH Heddfan wards and if this option goes ahead there needs to be provision for a 


dedicated pharmacist to oversee both physical and mental health medication stocks and 


ensure adequate supply of medication to manage COVID symptoms as well as regular 


medication management tasks.    


 


The wards should be set up to order NON STOCK medication via EPOC / SCAN, and STOCKs 


through Woreq and to enable pharmacy to work remotely to reduce risk of virus transmission 


to and from the ward. 


 


Non-Medical Prescribing – all independent and dependent (supplementary) prescribers are 


required to practice in line with the Royal Pharmaceutical Society Prescribing Competency 


Framework. This applies to all prescribers and is endorsed by all Regulatory bodies. There is 


no additional advice from regulatory bodies relating to non-medical prescribing during the 


Covi-19 crisis other than the emergency register will not permit post registration qualifications 


such as prescribing to be used.  


There is no advice from the RCN regarding indemnity. The NMC code outlines the professional 


standards that nurses must uphold and this is unchanged at present. The code states under 


standard 13 that a registered nurse must ‘Recognise and work within the limits of your 


competence’. BCUHB Medicines Management guidance is to be followed. 
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End of life medication 


Specialist palliative care services advise that.There is no need to prescribe anticipatory 


medication until the patient enters end of life. 


 


 


PART 7 General Unit Business 


7a Visiting  


All visiting to patients on the wards is suspended as per BCUHB Covid-19 HECC decision. 


No unauthorised person will be admitted into the unit.  


All authorised visitors must report to reception and comply with rigorous infection prevention 


measures. 


No authorised person will be admitted to a ward without the permission of the ward manager 


or duty nurse. 


Clinical staff responding to a medical emergency will be met at the entrance by a member of 


ward staff and escorted to the correct ward. 


Authorised persons accessing the temporary mortuary for collection of a body are not 


permitted access to any other part of the unit and must only use the external door of the unit 


by the gym. 


 


7b Fire Evacuation  


Wards are to adhere to the normal evacuation procedures in the event of a fire. However, the 


fire service WILL NOT enter the building until the most senior person present confirms that 


there is a fire. That person must quickly identify the facts and then go outside to the fire 


appliance and speak to the fire fighter in charge. As far as possible patients should not be 


evacuated to a ward of a different RAG rating. 


 


7c Housekeeping 
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At the morning unit huddle housekeeping are informed of any updates/changes to process. 


When a patient is discharged any ward the ward staff will lock the room and contact 


housekeeping to request a deep clean of the room.  


 


For bedrooms occupied by confirmed or symptomatic patients the room’s will be cleaned twice 


daily using chlorclean and appropriate PPE. One of the housekeepers (member of the deep 


clean team) will clean the room and the ‘buddy’ from housekeeping will stand outside of the 


door as per chlorclean protocols.  


Through risk assessment based on number of patients on each ward housekeeping with 


provide meals for the patients. Porters delivering food trolleys will not be allowed into wards. 


Housekeepers will collect food trolleys, clean them appropriately before taking them into the 


ward kitchen and will return them to designated reception areas for collection. 


 


7d Estates   


Only essential and critical works should be undertaken for the duration of this crisis period. If 


estates have to enter they should follow the same procedures as ward staff and change into 


PPE clothing before entering wards. They should take all necessary equipment on to the ward 


in one single visit and undertake the work in a timely fashion with minimal disruption. At no 


time should they enter an occupied patient bed area or a bed area awaiting a deep clean post 


patient discharge.  


If there are concerns regarding the maintenance of works in a an occupied bed area the ward 


staff will, if possible, transfer the patient into another side room and request a deep clean on 


the room where the patient has left before estates can enter.  
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Appendix I 


MHLD Division OPMH flowchart for patient care from suspected Covid-19 to death of 


patient. 
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Appendix II 
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Death in hospital flowchart 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Hospital death of suspected or known COVID-19 infection 


Cover nose/mouth of the deceased with face mask or cloth 


Place deceased in Body bag in clinical area 


Decontaminate outside of body bag and trolley before exiting the anteroom 


Remove PPE 


Label the body bag with 3 unique identifiers to be checked by a second member of 


clinical staff before the deceased is transferred to the mortuary 


Complete hazard notification sheet with sign off by Doctor in charge (see page 2).  


Hazard notification sheet must accompany deceased to the mortuary 


 


Contact the mortuary team during working hours to notify of the deceased arrival in the 


mortuary 08:00 to 16:00 


Wrexham 


Ysbyty Glan Clwyd 


Ysbyty Gwynedd 


 


Porters to wear clean disposable gloves when transporting the deceased to the mortuary 


Deceased transferred to tray in designated high risk fridge space  


Remove gloves and wash hands before putting on a fresh pair of gloves 


Disinfect the trolley and the fridge door with the disinfectant provided in the fridge room. Gloves to 


be removed and disposed of in the yellow bin provided 


Wash hands 


Hazard notification sheet must be attached to clip board provided 
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Hazard Notification sheet 
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COVID 19 Learning Disabilities Pathways Plan 


 


Authors:


 


 


1. Introduction and Context 


 


This plan should be read in the context of the overarching BCUHB plan for COVID19 and the 


BCUHB Pandemic Flu Tactical Plan, and enacted immediately and measures need to be 


undertaken in light of the evolve coronavirus outbreak.   


The plan covers the following services across North Wales:  


 


 Learning Disability Inpatient Service 


 Enhanced Community residential Services 


 Community Learning Disability Services:  


 


The plan is aligned to the advice as released from public health wales and Public Health 


England.   


Will cover: 


 


 Managing Capacity and demand in inpatient; community Learning Disability services 


and Covid 19 +VE 


 Management of suspected Covid 19 cases in an inpatients.  


 Shielding patients. 


 


2. Considerations for all LD services: 


 


Principles: 


There are some general principles that will inform the response as a learning disability service: 
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 People with a learning disability should receive the same degree of protection and 


support with managing COVID-19 as other member of the general population. 


 In preparation of response to COVID-19 there may be a need to make difficult 


decisions in relation to capacity and demand. The decisions will be based on clinical 


need (inclusive of physical health), risk and patient/service users safety. 


 Partnership working in key at this time. To ensure maximisation of the community 


facilities and resources.  


 Maximisation of telehealth and digital technologies to maintain continuity of acre where 


patients/ service users are required to isolate and in response to reduced staffing 


number.  


 Health Liaison to continue to support individuals who are admitted to district general 


hospital’s.  Ensuring that the clinical frailty score is not used for people with learning 


disabilities. All decisions regarding appropriateness of any admission to hospital and 


for assessment and treatment for people with learning disabilities are made on an 


individual basis and in consultation with family/carers. 


(https://www.england.nhs.uk/coronavirus/wp-


content/uploads/sites/52/2020/04/C0166-Letter-DNACPR.pdf)  


 


Maximising Capacity: 


On developing the plans to maximise capacity within learning disability services, it is 


necessary to consider: 


 Risk formulation. The use of risk registers, and using the principles aligned to RAG 


rating. To establish who is most at risk of placement breakdown and at risk of 


physical and mental health deterioration. 


 Flexibility of redeployment of the workforce across learning disability services. 


o Utilising LD workforce from Complex needs service to provide additional 


capacity to community teams to maintain community presence and support 


prevention of hospital admissions 


o Ensuring capacity via in reach support from commissioners to inpatients to 


support discharge  


o Working with partners to support workforce solutions. 


o Utilising technology to support remote access. 


o Pooling resources across community learning disability teams and 


inpatients services. 
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o Releasing appropriately skilled staff from corporate functions to enhance 


clinical capacity  


o Partnership working with the voluntary and community sector to support 


NHS service delivery  


 


Training and upskilling staff: 


 Appropriate back to the floor training is identified and completed by all identified LD 


staff.  Including all training to support redeployment of staff into key clinical areas. 


 Staff mapping to clearly identify staff via RAG rating to ensure timely redeployment into 


the identified areas.


 


Use of Digital Technology: 


 All Teams are to maximise the use of digital and virtual IT systems to manage the 


impact of self-isolation on staff and patients. For example, where it is not possible to 


carry out home visits (eg because a patient may be self-isolating due to symptoms of 


COVID-19), care contacts may need to take place on the phone or through Tele 


health (skype). As far as possible, clinical teams should seek to discuss with patients 


and families/carers in advance about suitability and willingness to engage via 


different means of contact.  


 The use of messaging and video conferencing (with appropriate information 


governance (IG) is to be encouraged in the context of social distancing.  


 BCUHB GDPR and latest Information technology advice should be adhered to. 


 All areas have mapped out equipment required for staff to work from home at this 


current time. 


 


Personal Protective Equipment (PPE)  


 


 PPE – basic equipment will be available to all areas. (aligned to the latest Public Health 


Wales/ BCUHB and Government advice). *( 


http://howis.wales.nhs.uk/sitesplus/861/page/78187)  


 Covid PPE will be provided to all areas. Aligned to Infection Prevention Control advice. 


 Staff will be trained in Fit testing equipment. 


 Garb bags with all relevant PPE to enable CPR will be available to all areas. 
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*PPE – staff will follow latest guidance at all times ( 


Putting Things Right/ Safeguarding  


 Putting Things Right and Safeguarding remains a priority and if safeguarding 


concerns or issues are raised, we would expect these to be prioritised and managed 


in the same way as usual. The guidance has changed aligned to what is reportable to 


Welsh Government at this time. These processes will be implemented fully. 


 If there is a need to complete welfare visit’s, those involved would follow the 


recommended process for ensuring this remains as safe as possible to prevent 


transmission of Covid 19. 


 


Staff Wellness 


Staff working in Learning Disability Services can continue to access support from existing 


structures available to all BUCHB employees (for example, Occupational Health, resources 


on BCUHB Intranet).  In addition the LD Clinical Psychology Department will provide 


additional support in the form of: 


 One to one contacts with individual staff members  


 Providing support to Managers  


 Undertaking (delegated) welfare checks with staff who are isolating  


 Providing literature and signposting to resources 


In the first instance a given Team will be provided support from their Team Psychologist, 


however, mechanisms are in place should an individual wish to speak to a different 


Psychologist.  The Head of Adult Learning Disability Clinical Psychology will coordinate 


requests relating to the latter, and is also a point of contact to all Teams when the team 


based Psychologist is not available (e.g., because of annual leave, sickness absence).    


Teams that do not have a Clinical Psychologist (e.g., Health Liaison) will be provided support 


by the Head of Adult Learning Disability Clinical Psychology. 


Support can be accessed can be accessed via the Line Manager, or by contacting the 


Psychologist directly.  Contact telephone numbers and support structures will continue to be 


circulated to Teams to ensure staff can access support in a timely manner.   
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3. Social distancing: 


 


All advice and guidance to be adhered to.  Those staff who are required to self-isolated due 


to the following criteria: 


Criteria for Social Distancing:  


 70 years of age or over (irrespective of medical condition) 


 under 70 with an underlying health condition listed below (i.e. anyone instructed to 


get a flu jab as an adult each year on medical grounds): 


 chronic liver disease, such as hepatitis 


 chronic neurological conditions, such as Parkinson’s disease, motor neurone 


disease, multiple sclerosis (MS), a learning disability or cerebral palsy 


 diabetes 


 problems with your spleen – for example, sickle cell disease or if you have had your 


spleen removed 


 being seriously overweight (a BMI of 40 or above) 


A robust risk assessment will be implemented for each identified staff member, and 


discussions whether it is possible to work from home. 


If the staff member wants to continue with your normal range of duties or adjusted 


duties at work this will be considered as long as there is an agreed risk assessment 


and if clinical, as long as PPE is in use for clinical activity avoiding suspected or known 


COVID-19 patients. Please note this will only applies to staff who identify themselves as 


wishing to work their normal duties. Staff should not feel pressurised to consider this.  


For example: administration; mandatory training; supporting other teams e.g. patient contact 


centres with remote access. All efforts will be made to ensure you are continuing to support 


work in an agile way, which could include alternative duties to those in your primary role. 


 


4. Shielding guidance: 
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Welsh Government released guidance for shielding and protecting people defined on medical 


grounds as extremely vulnerable from coronavirus (COVID-19). The criteria for those patients 


requiring shielding is available on both the Public Health Wales website and Welsh 


Government.  


People identified as requiring shielding will be sent a letter with advice on how to protect 


themselves and access the care and treatment they need during the COVID19 incident. This 


involves strict social isolation with no contact from the outside world beyond that absolutely 


necessary, for a period of at least 12 weeks; a move which will significantly impact quality of 


life, increase social isolation, and would not be without its own attendant physical and mental 


health risks.  


Criteria for Shielding:  


 Solid organ transplant recipients. 


 People with specific cancers:  


o people with cancer who are undergoing active chemotherapy or radical 


radiotherapy for lung cancer 


o people with cancers of the blood or bone marrow such as leukemia, lymphoma 


or myeloma who are at any stage of treatment 


o people having immunotherapy or other continuing antibody treatments for 


cancer 


o people having other targeted cancer treatments which can affect the immune 


system, such as protein kinase inhibitors or PARP inhibitors 


o people who have had bone marrow or stem cell transplants in the last 6 months, 


or who are still taking immunosuppression drugs 


 People with severe respiratory conditions including all cystic fibrosis, severe asthma 


and severe COPD. 


 People with rare diseases and inborn errors of metabolism that significantly increase 


the risk of infections (such as SCID, homozygous sickle cell). 


 People on immunosuppression therapies sufficient to significantly increase risk of 


infection. 


 Women who are pregnant with significant heart disease, congenital or acquired. 


9. Staff:  
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The Organisation has shared advice with staff and has clearly identified the differences 


between those requiring social distancing and those requiring shielding:  


 


Staff will have a risk assessment in place aligned to the above criteria and they will be 


supported to work from home. If staff cannot undertake work they will follow the latest BCUHB 


guidance. 


 


5. The Learning Disabilities Inpatients Care Model during COVID-19 pandemic: 


 


It is essential that current processes remain in place to ensure clear review and scrutiny 


before any inpatient admission, not only considering alternatives to admission but defining 


clearly the managed risks, purpose, expected interventions, outcomes and timescales of 


admission.  


The inpatient learning disabilities inpatient services is based at Bryn Y Neuadd Hospital.  


There are 3 discreet ward areas each with 8 beds. Total of 24 beds.  


These include: 


 


 Mesen Fach- Assessment and Treatment Unit. 


 Tan-y-Coed – a four unit rehabilitation provision. 


 Foelas- assessment and treatment unit for people with PMLD and also has 


intermediate care beds. 


 


Additional Services: 


 Therapeutic Support Service have been suspended at this time to support 


redeployment of staff 


 All current patients will have a risk formulation aligned to COVID 19 and implement 


safe discharges when feasible. 


 MDT discussions will assist with safe discharge plans. 


Medical Cover: 


 Will continue to be from the Community psychiatrist. 


 There is daily cover from psychiatry and on call for out of hours 7 days a week. 


 


Admissions: 


 Admissions pathway will be fully implemented. 
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 Referrals will continue to be via the Inpatient clinical team processes. 


 Appropriate screening guidance will be followed aligned to any new identified 


admission (eg patient being nursed in isolation area for appropriate timeframe aligned 


to PHW advice at that time ) 


 New guidance will be followed at all times and reflected in the plan. 


 


6. Management of suspected cases of Coronavirus in inpatient setting: 


 


Patient presenting with Primary Symptomology: 


 A high temperature, where you feel hot to touch on your chest or back;  


 And a new, continuous cough. This means coughing a lot for more than an hour, or 


three or more coughing bouts in 24 hours. If you usually have a cough, it may be 


worse than usual. 


 


NHS Direct Wales Online Symptom Checker will be referred to for reference: 


https://www.nhsdirect.wales.nhs.uk/SelfAssessments/symptomcheckers/?ScName=Corona


VirusCOVID19&SCTId=175 


 


The management of a suspected case of Coronavirus (COVID-19) in LD will be by adherence 


to a stage response: 


 


Stage 1: 


 


 1-3 patients: Llys Meddyg    


 A dedicated 3 bedded isolation unit. On the Bryn y Neuadd site. 


 


Stage 2: 


 4-8 patients Mesen Fach. Villa 6 side. 


 A dedicated 5 bedded isolation ward. 


 Current patients will be accommodated on site in vacated beds that are available in 


Bryn Y Neuadd Hospital at the time.  
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Stage 3: 


 9-11 Mesen Fach. Villa 5 side. 


 Additional dedicated 3 beds.  


 Current patients will be accommodated on site in vacated beds that are available in 


Bryn Y Neuadd Hospital at the time.  


 


Stage 4:  


 12-15  patients - Tan y Coed 1. Learning Disability Rehabilitation ward. 


 Additional dedicated 3 beds. 


 Current patients will be accommodated on site in vacated beds that are available in 


Bryn Y Neuadd Hospital at the time.  


 


Stage 5: 


 16-18 COVID19 patients - Tan y Coed4 Learning Disability Rehabilitation ward. 


 Additional dedicated 3 beds. 


 Current patients will be accommodated on site in vacated beds that are available in 


Bryn Y Neuadd Hospital at the time.  


 


The LD Inpatients COVID19 Isolation Plan will be reviewed on a daily basis in the LD 


Inpatients COVID19 safety huddle by the Matron; Clinical Operational Manager and 


Consultant Psychiatrist prior to the divisional COVID19 safety huddle. This will allow for 


review of changing onsite COVID19 demographic and acuity. 


Staffing and skill mix review will be undertaken within the LD Inpatients COVID19 safety 


huddle, along with review of PPE and other identified required resources. 


 


 


Shielding Inpatients   


Patients identified as requiring shielding should be discharged home if it is appropriate and 


safe to do so. Those who are not able to be discharged and remain an inpatient within learning 


disability inpatients setting must be shielded as directed by WG. There is currently 
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identified as requiring this at this time. The process flow chart developed by the 


MHLD division will be implemented at all times. (Appendix 1) 


 


A shielding care plan will be in place with the following detail:  


 


 Name/ID  


 Condition/s requiring isolation/shielding  


 Isolation plan (please refer to BCUHB Isolation Procedure IPC21)  


 PPE required for interventions - Standard Precautions outlined in procedure IPC21  


 Communication of isolation plan with patient 


 Identified barriers to isolation  


 Management of barriers   


 


7. Community Learning Disabilities Service planning during COVID-19 pandemic: 


 


Access to services: 


 All referrals will continue to be received and triaged via the local Community Learning 


Disability Teams arrangements. 


 Alternative ways will be considered (eg skype) to enable assessments s to be 


continued. 


 Where clinically indicated, discharges will be facilitated to enhance focus on people 


on team case list or in crisis prevention. 


 Service users may require additional support from the CLDT’s to enable them to 


manage their mental and physical health during this time and support to understand 


and implement guidance.  


 A clear RAG rated case list will be kept up to date in the CLDT’s and discussed into 


daily huddles. 


 Regular review between local agencies will be vital to prioritise resources.  


 Health Liaison services and acute liaison nurses will continue to work within the District 


General Hospitals and support facilitation of care delivery in these environments. 


 


Partnership working to deliver support in the community:  
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 Partnership working with Local Authorities, and other providers will be critical to 


maintaining a viable support service for service users and their families in the 


community. 


 Funding disputes should be avoided to enable right care at the right time. 


 Given the pressures on primary care, community mental health and community 


learning disability teams will need to consider how to continue to deliver critical 


aspects of care: eg blood tests for patients on clozapine, lithium or ADHD 


medication.  


 Where patients are self-isolating, or unable to attend clinics for testing, alternative 


arrangements will need to be made to ensure people access their usual medications 


and monitoring. This may include home visits to undertake mandatory testing to keep 


patients safe.  


 


Shielding of patients in the Community  


 


Service users in the community requiring shielding should have received a letter from the NHS 


informing them they have been identified as someone at risk of a severe illness if they are 


infected with COVID-19. The letter will ask the patient to stay at home, avoiding face to face 


contact with all people, outside of their household, for at least 12 weeks with the exception of 


carer’s and healthcare workers.  


 


The LD services are scoping these identified individuals.  The local MDT will further review 


the care plans and risk assessments to ensure alternative methods of care delivery are 


implemented. 


 


 The plan of care must identify the following information:  


 


 Name, Address, ID, MH Diagnosis if applicable  


 Service Required:  


o LD Care Coordinator 


o Consultant Psychiatrist review 


o Clozapine Clinic  


o Other types of review/treatment  


 Date of MDT Shielding Planning meeting   


 Outcome of MDT meeting that must identify:   
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o Method of alternative review and assessment identified to avoid/limit face to 


face consultation (Skype/Telephone) You must complete the Health and 


Safety Checklist for working with individuals during Coronavirus 


Outbreak appendix 2 


o Basic PPE required if attending Clozapine Clinic (attendance at clinic should 


be planned when the clinic is empty to ensure the patient can remain 


shielded 


o Basic PPE required if attending to collect a prescription to ensure the patient 


remains shielded  


o Method of communicating the shielding plan with the patient  


o Outcome of communication the shielding plan with the patient  


 


A central database will be held identifying the above individuals, 


8. Enhanced Community Residential Service planning during COVID-19 pandemic: 


 


The Enhanced Community Residential Service (ECRS) will continue to provide care within a 


domiciliary care service for people with learning disabilities and complex needs over a 24 


hour period delivered in their own homes across North Wales. This provision is registered 


with CIW.  All regulations will be implemented. There we no current vacancies. 


 


 


Current provision and people living in these houses: 


 


 Hafanedd 


 Y Maes – 


 Tawelfan –


 Hafan Dawel – 


 Thomas Court –


 Green Meadows –


 Berwyn –


 Lon Deg –


 Carreg hafan ( Step up  step down) 
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Service user’s identified for Shielding: 


 


There is one service user identified within ECRS who requires to be shielded.  The risk 


assessment and plan of care has been reviewed and will continue to be updated aligned to 


the latest guidance. 


o LD Care Coordinator 


o Consultant Psychiatrist review 


o Clozapine Clinic  


o Other types of review/treatment  


 Date of MDT Shielding Planning meeting   


 Outcome of MDT meeting that must identify:   


o Method of alternative review and assessment identified to avoid/limit face to 


face consultation (Skype/Telephone) You must complete the Health and 


Safety Checklist for working with individuals during Coronavirus 


Outbreak appendix 2 


o Basic PPE (aligned to BCUHB guidance) required if attending Clozapine 


Clinic (attendance at clinic should be planned when the clinic is empty to 


ensure the patient can remain shielded 


o Basic PPE required if attending to collect a prescription to ensure the patient 


remains shielded  


o Method of communicating the shielding plan with the patient  


o Outcome of communication the shielding plan with the patient  


 


 


 


 


 


 


 


Appendix 1: 


Process flow chart for shielded patients. 
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All Patients  


Patient Medical History Identifies Physical Health Conditions  


Cross reference noted physical conditions with Shielding criteria  


Meets the 


criteria for 


shielding?  


Implement Shielding  


1. Solid organ transplant recipients. 


2. People with specific cancers:  


o people with cancer who are undergoing active chemotherapy or radical 


radiotherapy for lung cancer 


o people with cancers of the blood or bone marrow such as leukaemia, lymphoma 


or myeloma who are at any stage of treatment 


o people having immunotherapy or other continuing antibody treatments for 


cancer 


o people having other targeted cancer treatments which can affect the immune 


system, such as protein kinase inhibitors or PARP inhibitors 


o people who have had bone marrow or stem cell transplants in the last 6 months, 


or who are still taking immunosuppression drugs 


3. People with severe respiratory conditions including all cystic fibrosis, severe asthma and 


severe COPD. 


4. People with rare diseases and inborn errors of metabolism that significantly increase the 


risk of infections (such as SCID, homozygous sickle cell). 


5. People on immunosuppression therapies sufficient to significantly increase risk of 


infection. 


6. Women who are pregnant with significant heart disease, congenital or acquired. 


 


No  Yes  


Implement Social Distancing  


Inpatient  Community  


Update shielded 


patient’s database  


Undertake MDT 


Shielding Care Plan 


Meeting  


Reduce face-to-face 


contact if safe to do so  


Embed Shielding Care 


Plan on Database  


Update Shielded patient’s database  


Isolate shielded patient using IPC21 Procedure  


MDT to produce Shielding Plan  


Attach shielding plan to shielded patient database  
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Appendix 2:  


Health and Safety Checklist for working with individuals during Coronavirus Outbreak 


 


 


 


 


Health and Safety Checklist for working with individuals 
during Coronavirus Outbreak  
 


Please use this checklist to make sure that you have considered 


the health and safety of the individuals you will continue to 
support during this time.  
 


Name of individual ………………………………………………………………. 
 


Name of practitioner completing………………………………………… 
 
Date completed……………………………………………………………………. 
 


  Action 


 


Details 


1 Is there a clear plan of how you will 


maintain contact with the individual 
during this time? 
Please give details. 


 


2 If you are planning to maintain 
contact with your young person via 


online video calls such as skype or 
signal etc, does the individual have 


access to these sites/aps?  


 


3 Is the parent/carer aware that you 


plan to have contact in this 
manner? 


 


4 Does the individual have the correct 
equipment/ device to be able to 
have contact by these means? 


 


 


5 Does the individual have the 


understanding of how to use these 
sites safely?  Do they need support 
from a parent/carer to do this? 


 


6 Is their appropriate privacy in the 
home of the individual to be able to 
have this form of contact and for 
the conversations to remain 


confidential?  
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COVID 19 Forensic and Rehabilitation Pathway Plan 


 


Authors:


1. Introduction and Context 


In these unprecedented times where the COVID-19 pandemic is proving to be a great 


equaliser in terms of morbidity and mortality, the MH & LD Division recognises the impact on 


the vulnerable population that requires Acute MH services in North Wales.  


Scope of the document 


Forensic and Rehabilitation Services for people who require Forensic or Rehabilitation 


services in North Wales. 


Aim of the document 


This document sets out an operational plan to define, identify and cohort inpatients to enable 


appropriate and timely care for both a person’s mental health needs and emerging COVID-19 


needs. This also takes into account the rapidity of the emerging situation and aims to provide 


some guidance and general principles to adhere to. 


Evidence base for cohorting as a viable measure 


In Italy they have opened dedicated COVID-19 wards on psychiatric units, in other areas they 


are enforcing strict measures in psychiatric hospitals: no visits, no trips out, zero or minimal 


group activities, social distancing, etc. The advice we received based on what happens in Italy 


is to (RCPSYCH): 


• adopt a range of measures (having dedicated COVID-19 wards, putting in place 


isolation measures and more testing) 


• stress the need for individual protections both for clinicians and patients 


• devote a big effort to discharge patients from hospitals and managing them in different 


settings, as staying in hospital could potentially be detrimental to a person in some cases 


• ensure our Rehabilitation and Forensic hospitals caring for COVID-19 patients have 


provisions to rapidly transfer deteriorating patients to A&E. 
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Enhanced infection control practices such as cohorting of people with COVID-19 infections 


often are required to prevent the spread of infections including expanded isolation precautions, 


closing units to new admissions, universal screening of new admissions, isolating individual 


patients, or using isolation procedures for all patients, whether infected or not. In addition, 


cohorting patients in dedicated hospital wards during infectious outbreaks reduces the 


transmission of infection. 


Underlying principles of care 


 Only admit those in greatest need for MH Rehabilitation care after all avenues for 


enhance community based care are exhausted. 


 Admission to Ty Llywelyn will be based on individual risk assessments considered 


via admissions panel. Admissions can only take place if patient is Covid-19 negative 


and does not require admission into Gwion Ward for assessment.  


 Use of surge beds will be considered if admissions is clinical indicated  


 Consider the risk to the patient and staff of exposure to COVID-19 


 Aligned to the COVID-19 rapid guideline: critical care in adult’s NICE guideline 


[NG159].  Including the CFS (Clinical Frailty Score) where clinically indicated patients 


will require a DNACPR discussed and documented 


 Maintain infection control procedures 


 Despite the challenges presented by Covid-19 the MHLD Division will maintains 


standards of care which sees all patients treated with dignity and respect and, having 


their holistic needs met.  


 The Division will undertake its duty of support for staff to address any skills or 


knowledge deficit sufficient that they can function in a reasonably competent way. All 


staff have access to the BCUHB ‘Back to the floor’ training. 


This plan should be read in the context of the overarching BCUHB plan for COVID -19 and 


the BCUHB Pandemic Flu Tactical Plan,  Forensics and Rehabilitation Business continuity 


plans, and enacted immediately and measures need to be undertaken in light of the evolve 


coronavirus outbreak.   


The plan covers the following services across North Wales:  


 


 Cynydd (Locked rehabilitation Unit Ablett Unit), Carreg Fawr (Open Rehabilitation Unit 


Bryn y Neuadd), Coed Celyn (Open Rehabilitation Unit, Gravenor Road Wrexham), 
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Tan y Castell (Open Rehabilitation Unit Ruthin) and Ty Llywelyn (Medium Secure Unit 


Bryn y Neuadd)  


 


The plan will set out the detail of a staged approach to isolating patients who are currently 


within the Rehabilitation and Forensic services inpatient wards, and will be aligned to the 


advice as released from public health wales and Public Health England.   


 


Novel Coronavirus - Public Health Wales statements are available on their website:  


https://phw.nhs.wales/news/public-health-wales-statement-on-novel-coronavirus-outbreak-


in-china/  


Service Profile:   


 


Forensic Inpatients  


Ty Llewelyn: Pwyll Ward 10 beds – full occupancy, Branwen – 10 Beds – Full occupancy - 


Gwion 5 beds, 1 Vacant bed plus seclusion room  


Rehab Inpatients  


Cynydd: 8 beds – 1 vacant bed, Carreg Fawr : 8 beds – Full Occupancy;  Coed Celyn: 8 


beds, Full Occupancy, Tan Y Castell: 8 beds – Full Occupancy  


 


1.1 Leadership  


Leadership structure for Covid-19 management in Forensic and Rehabilitation Inpatient 


services 


 Head of Operations and Service Delivery Regional Specialist Services,


  


 SRO Director of Nursing MHLD  


 Clinical Director,  


 Head of Nursing, 


 Clinical Operational Manager,  


 Clinical Site Manager Forensic 


 Clinical Site Manager Rehabilitation Services,  


 


Other key clinicians: 
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Consultant Psychiatrist


Head of Psychology,   


2. Management of suspected cases of Coronavirus  


 


Patient presenting with Primary Symptomology: 


 A high temperature, where you feel hot to touch on your chest or back;  


 And a new, continuous cough. This means coughing a lot for more than an hour, or 


three or more coughing bouts in 24 hours. If you usually have a cough, it may be 


worse than usual. 


 


NHS Direct Wales Online Symptom Checker will be referred to for reference: 


https://www.nhsdirect.wales.nhs.uk/SelfAssessments/symptomcheckers/?ScName=Corona


VirusCOVID19&SCTId=175 


 


The management of a suspected case of Coronavirus (COVID-19) in Forensic and Rehab 


services will be by phased response: 


 


3. Specialist Commissioning Services care model during COVID-19 pandemic. 


Aligned to the wider divisional COVID-19 there will be progression at pace of the 


transformational project for Rehabilitation services. This will see the realignment of 


Rehabilitation services across two sites as opposed to four sites currently in operation.  The 


reconfiguration and pathway for each unit and service will be as follows:  


 


3.1 Cynnydd  


 


 Aligned to the divisional acute care plan with the regional approach to acute care on 


the Ablett site, it is necessary to change the function of Cynnydd Unit in order to 


increase the bed and staffing capacity on the site to accommodate this reconfiguration 


of acute Adult Mental Health Services.  


 Patients transfer to clinically appropriate placements aligned to their ongoing care and 


treatment needs within the independent sector.  


 Patients will receive follow up remote review within 1 week of transfer. Care coordinator 


and RECAP team will undertake ongoing weekly monitoring.  
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 Following Transfer, the ward will then from part of the acute care model as discussed 


above.   


 Staff mapping to be completed to identify staff who will remain to support the running 


of the ward as part of its new function as the admissions assessment unit.  


 


3.2 Coed Celyn  


 


 Coed Celyn to be temporarily closed as open rehabilitation unit. This is because the 


environment does not support the safe processes regarding Infection Prevention and 


Control, (as outlined by Public Health Wales), of the virus should we have a case or 


cluster of COVID-19, and potentially placing staff and patients at increased risk. 


 Transfer 8 patients in Coed Celyn to clinically appropriate step down services aligned 


to their ongoing assessed care and treatment needs. 


 Patients will receive follow up remote review within 1 week of transfer. Care coordinator 


and RECAP team will undertake ongoing weekly monitoring.  


 Existing staffing will be redeployed to support the other 2 units and provide additional 


capacity within the CRT.  


 


3.3 Ty Llywelyn  


 


 Step down to LSU five patients assessed by the RC clinical team and WHSSC 


gatekeeper as no longer requiring MSU.  


 Where required MOJ approval sought for Step Down.   


 To enable the unit to operate red and green wards Gwion has been identified as red 


ward. Providing 5 ensuite bedrooms with the capacity to increase to 6 if required. Pwyll 


and Branwen identified as Green wards.  


 Transfer the remaining four patients currently on Giwon Ward onto Branwen and Pwyll 


respectively based on assessed need and client mix. .   


 Prior to admission, ALL patients must be COVID-19 negative and have undergone 14-


day isolation where appropriate.  


If patient exhibits COVID 19 symptoms or is tested positive with mild symptoms 


following admission then patient will be nursed on Gwion ward.  covid-19-


management-of-exposed-healthcare-workers-and-patients-in-hospital-settings.htm 


 Barrier nursing and use of appropriate PPE equipment will be in operation on Gwion 


ward in line with Public Health guidance. covid-19-personal-protective-equipment-
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ppe.s47q003.partial reducing-the-risk-of-transmission-of-covid-19-in-the-hospital-


setting.svyf5o9.partial 


 Patient who are COVID-19 positive and present with severe symptoms whose needs 


can no longer be safely managed on the Unit following discussion with DGH the patient 


will be transferred to via 999.   


 Each patient will have up to date risk assessment in place including levels of enhanced 


support requirements identified for any potential hospital admission.  


 If there are no beds available within Ty Llywelyn then the case is referred WHSSC 


gatekeeper with the view of accessing Surge beds within Independent Sector.  


 


 


 


3.4 Carreg Fawr  


 


 Admission will be agreed via Admissions panel, which as a minimum will include 


Rehab Consultant, psychology, Head of Nursing, ward manager or deputy.  


Admissions will require final sign off by Hops and/or SRO  


 Decisions will be made as to feasibility of rehabilitation being delivered in the 


community in the first instance and wherever possible admissions avoided.  


 Prior to admission, ALL patients must be COVID-19 negative and have undergone 14-


day isolation where appropriate.  


 If patient exhibits COVID 19 symptoms or is tested positive with mild symptoms 


following admission then patient will be nursed within ensuite room with controlled 


access to outside area. covid-19-management-of-exposed-healthcare-workers-and-


patients-in-hospital-settings.htm.  


 For patients exhibiting symptoms or have been tested positive for Covid-19 barrier 


Nursing will be in operation with the use of appropriate PPE equipment in line with 


Public Health Guidance. covid-19-personal-protective-equipment-ppe.s47q003.partial 


reducing-the-risk-of-transmission-of-covid-19-in-the-hospital-setting.svyf5o9.partial  


 Patient who are COVID-19 positive and present with severe symptoms whose needs 


can no longer be safely managed on the unit following advice from DGH will be 


transferred to nearest DGH via 999.  


 If there are no open rehabilitation beds available then case referred to RECAP team 


to review for Surge beds within Independent Sector.  
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3.5 Tan Y Castell  


 Admission will be agreed via Admissions panel, which as a minimum will include 


Rehab Consultant, psychology, Head of Nursing, ward manager or deputy. 


Admission will Require final sign off by Hops and SRO.  


 Decisions will be made as to feasibility of rehabilitation being delivered in the 


community the first instance and wherever possible admissions avoided.  


 Prior to admission, ALL patients must be Covid-19 negative and have undergone 14-


day isolation where appropriate.  


 If patient exhibit Covid 19 symptoms or is tested positive with mild symptoms 


following admission then patient will be nursed within Ensuite room with controlled 


access to outside area. covid-19-management-of-exposed-healthcare-workers-and-


patients-in-hospital-settings.htm 


 For patients exhibiting symptoms or have been tested positive for Covid-19 barrier 


Nursing will be in operation with the use of appropriate PPE equipment in line with 


Public Health Guidance. covid-19-personal-protective-equipment-ppe.s47q003.partial 


reducing-the-risk-of-transmission-of-covid-19-in-the-hospital-setting.svyf5o9.partial 


 Patient who are covid-19 positive and present with severe symptoms will be 


transferred to DGH via 999.  


 If there are no open rehabilitation beds available then case referred to RECAP team 


to review for the use of Surge beds within Independent Sector.  


 


3.6 RECAP Team  


 RECAP team will be responsible for gatekeeping surge beds: LSU, Locked and Open 


Rehab  


 RECAP team will receive ALL referrals for Locked Rehabilitation Service and Low 


secure Services and provide a gatekeeping and commissioning function on behalf of 


the division  


 An admissions panel including as minimal Clinical Director, Head of Operations, 


Head of Nursing, and Operational Manager RECAP will consider all referrals for LSU 


and Locked Rehabilitation  


 RECAP team will link in with NHS Wales QASIT team in relation to WG Surge beds  


 RECAP team shall be responsible for monitoring all Secure care placements aligned 


to the All Wales Framework  
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 RECAP team in conjunction with NHS Wales QASIT shall be responsible for 


monitoring and reporting COVID-19 activity within all secure care placements aligned 


to the All Wales Framework. 


 


3.7 CHC Services  


 CHC team will be responsible for supporting discharges from All MH and LDS 


inpatient services 


 CHC team will link in into areas Home first Bureau’s and provide on call support to 


MH command on weekends  


 CHC team will provide link with LA partners in any packages of care that would fall 


within a jointly funded arrangement 


 CHC team will provide ongoing monitoring of care home, residential homes and 


domiciliary care services 


 CHC team will be responsible for monitoring and reporting COVID19- activity within 


Care/Residential homes and doc care services  


 In line with the WG Guidance Covid-19 Hospital Discharge service Requirements, 


CHC team will link into the Home First Bureau. Providing on call cover from 8am to 


6pm 7 days per week.  The Hops and SRO shall provide senior support advice and 


authorisation aligned to the CHC rota. https://gov.wales/covid-19-hospital-discharge-


service-requirements 
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COVID 19- Rehabilitation pathway 


When all other options than admission ruled out 


 


 


  


 


 


 


 


 


 


 


 


 


 


 


 


If NO symptoms or risks 


Admission to Carreg Fawr or Tan y Castell 


(Green Wards)  


If patient becomes symptomatic. Patient to be 


isolated in ensuite room. (All rooms in Carreg Fawr 


and Tan y Castell are en suite) 


To be managed as per deteriorating patient policy 


Following Observation at Ablett Adult Admission 


Unit  


If NO symptoms or risks 


Follow normal discharge and referral to 


Rehabilitation Service 


Following 14 day observation/isolation 


at Low Secure 


If NO symptoms or risks 


Follow normal discharge and step down 


to Rehabilitation Service 
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COVID-19 Forensic Pathways 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Monitoring 


If deterioration presentation meets the COVID 


-19 case definition as per inpatient sop RC in 


charge of unit to liaise with Infection Diseases 


Consultant at BCUHB 


 


Admissions Panel to apply covid-19 acuity and risk 


criteria. 


Admission to Ty Llewelyn isolation unit - Gwion 


Ward for 14 day observation.  


If patient becomes symptomatic. Patient to be 


isolated on Gwion (Red Ward)) 


To be managed as per deteriorating patient 


policy 


If Patient does not satisfy covid-


19 acuity and risk criteria. Private 


secure estates to be identified. 
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Forensic and Rehabilitation services Inpatients COVID19 Isolation Plan will be reviewed on 


a daily basis by Inpatients COVID19 safety huddle by the leadership team prior to the 


divisional COVID19 safety huddle. This will allow for review of changing onsite COVID19 


demographic and acuity. 


Staffing and skill mix review will be undertaken within the Forensic and rehabilitation 


Inpatients COVID19 safety huddle, along with review of PPE and other identified required 


resources. Escalation via BCU MH Command and Control Governance Structure.   


 


 


Personal Protective Equipment (PPE)  


 


 PPE – equipment will be available to all areas.  Aligned to Infection Prevention Control 


advice  


 Adherence to the PPE SoP and linkage to the BCUHB structure, meeting currently 


chaired by (correct as of 0.04.20) 


 Hand Sanitisers  


 


Training  


 


 All staff to have the following training  


 Fit testing 


 PPE training refresher  


 Hand wash training, if required.   


 


.  
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