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	Ein cyf / Our ref: 439/22/FOI 


	Dyddiad / Date: 11th January 2023


Please accept my sincere apologies for the delay. Further to your request for information dated 5th December 2022, I am pleased to provide the following response. 
Your request and our response: 
Please provide the following information in relation to the Flintshire community mental health team eligibility criteria and pathway. 
You further clarified that you require this information for adults only. 
1. I would like to request information pertaining to local secondary care mental health service (community mental health team) eligibility criteria and pathway into the service. 
Please refer to the embedded operational protocol document below in relation to delivering community mental health services. 
Please note that any information that is personal has been redacted under

Section 40 – Personal Information of the Freedom of Information Act.
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2. I would also like any information pertaining to the appeal or dispute process regarding for patients declined access to secondary mental health care. 

Anyone who has been in receipt of secondary mental health care (i.e. open to a care coordinator) can request a reassessment within 3 years of the date of discharge under part 3 of the Mental Health Measure. The patient may contact the team directly to request this. 

Patients can ask to be re-referred to the service, by the original referrer, in most cases this is the GP. 

If anyone is unhappy with decisions made about their care and treatment, they can raise a concern using the Putting Things Right process.

We welcome correspondence through the medium of Welsh

Rydym yn croesawu gohebiaeth drwy gyfrwng y Gymraeg
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1. Introduction & Guiding Principles

The Welsh Government has undertaken an extensive review of the community mental
health care being delivered across Wales. In particular, the application of the Care
Programme Approach (CPA) and the management of Community Mental Health Team’s
(CMHT’s), came under considerable scrutiny, to the extent that Interim CMHT Guidance
documents were issued in 2010 to underline practice expectations.

The Mental Health (Wales) Measure 2010 is a statutory instrument to turn those
expectations into reality, with clear responsibilities being laid upon both the responsible
health and social care bodies and the care-coordinators and other staff they employ to
deliver services.

Within the initial guidance on CPA, three essential guiding principles for planning and
delivering secondary mental health services were set out:

Care and treatment will be holistic; that is, addressing the medical, psychological,
social, physical and spiritual needs of people accessing mental health services

Care and treatment will be coordinated and integrated; that is Primary and Secondary
health care, local authority, third sector and any other appropriate bodies working
together in a co-ordinated way

Individuals will be involved and engaged: that is adopting a personalised approach
that involves and engages with people who access mental health services to identify,
plan, develop, deliver and evaluate a range of services to meet their needs.

Additionally, the Code of Practice for parts 2 and 3 of the Measure state that:

Patients and their carers should be involved in the planning, development and
delivery of the patient’s care and treatment to the fullest extent possible

Clear communication in terms of language and culture is essential to ensure patients
and carers are truly involved, and receive the best possible care and treatment. In
Wales, this means bilingual (Welsh and English) services should, where possible, be
available

Care and treatment should be comprehensive, holistic and person-focussed

Care and treatment planning should be proportionate to need and risk

Care and treatment should be integrated and coordinated
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These basic principles are shown in more detail in the Mental Health Measure Code of
Practice

Against these basic principles the service should provide a range of individual, family and
group interventions designed to assist recovery, restore functional skills and abilities and
enable social inclusion. Such interventions essentially fall into three main categories:

Category 1: Interventions that facilitate the step-down from an acute episode or experience
(ie Crisis or Inpatient Care), back to the support of the Care Co-ordinator.

Category 2: Interventions that are part of care planning and delivery of secondary care, to
enable full participation in community life.

Category 3: Interventions that facilitate the step-down from secondary care back to the care
of the primary care team and to life in the community.

By utilising these interventions, the Primary and Secondary care elements of the County
Mental Health Services aim to maximise the independence and citizenship of service users
whilst promoting their individual life choices.

With the emphasis on recovery focussed outcomes, the overall goal should be a stepped
return to Primary Care for most clients with severe and enduring mental health needs. In turn
this places an increased expectation on Primary Care Services and Social Services to
manage clients with fairly complex needs but who have well managed clinical symptoms and
social care needs.

To consistently deliver the Measure, with clear clinical leadership and governance, the former
Primary Mental Health Care and Community Mental Health Teams have been brought
together into County Mental Health Services.

This document is an Operational Protocol and sets out sets out the operational framework
for County Mental Health Services to deliver community mental health care across North
Wales.
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2. Community Mental Health Service

2.1 Aims of the Service

The service offers appropriate community and recovery focused mental health and social
care to adults with mental health needs. Principally within primary care, with additional,
secondary and specialist care provision to meet severe and/or complex needs when
required.

The service provides care which is evidence-based and in line with the requirements of the
National Service Framework for Wales — ‘Together for Mental Health’ and the Mental Health
Measure.

The service as a whole provides a multidisciplinary approach which is flexible and prompt
in its response to individuals. It includes assessment of mental health needs and provision
of effective, evidence-based treatments/ interventions which put the individual at the centre
of the process.

Services will be accessible and relevant, non-discriminatory, will respect cultural values,
and will be user friendly for clients and carers.

The service will aim to help reduce the stigma attached to mental health care and ensure
that care is delivered in the least restrictive and disruptive manner possible

The service aims to promote health and well being, promote individual recovery and
meaningful social inclusion

2.2 Service Localities

The County Mental Health Service provides community-based care and treatment to adults
living in the respective county catchment areas. The service is multi-disciplinary and is
provided as a partnership between Betsi Cadwaladr University Health Board and their Local
Authority partners.

The service operates across the county areas of North Wales. Whilst there are some areas
of high deprivation, these are spread across the region, falling mainly along the A55
corridor. As a whole the area presents different logistical challenges with ‘mixed urbanicity’
constituencies predominating, alongside some truly rural and sparsely populated areas.

Most clients are registered with a local GP but any client without a GP will be seen if they
live within the service catchment area. If the client is homeless a GP will be allocated by the
Health Board.

The regulations allow for individuals not registered with a GP to be referred to prevent any
delay in assessment and treatment.
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2.3 Boundary Issues

Primary Mental Health Care services should be GP attached or linked to a practice if this is
not practicable. There may be clients registered whom are resident in England or in
neighbouring areas.

Assessments by Primary Mental Health Care that are undertaken within the practice should
not discriminate on address and if the GP practice is within the county wide territory, Primary
Mental Health Care services will support as necessary.

Referrals that require Secondary Mental Health Care services will be managed according
to county of residence which is co-terminus with Local Authority boundaries.

However, there may be occasions when it is not appropriate for the secondary care patient
to receive a service from the CMHT in their county of residence. In these circumstances,
the adjacent CMHT will provide a needs-based service to that patient.

Teams transferring clients between counties based on the need for either Primary or
Secondary mental health care, must undertake a clear transfer handover.

The handover should include an agreement between the teams on the level of service
required ie. Part 1Primary (allocation based on the registered GP) or Part 2 Secondary
(allocation based on the clients address).

The handover discussion should take place between the relevant County or Deputy
Managers to ensure that a clear decision regarding responsibility for allocation is made.
Until a clear decision is agreed then the responsibility of care remains with the referring
team.

Within the county, County Teams must have clear local arrangements, agreed by the MDT,
for the allocation of MDT members based on either GP or residential address.

2.4 Hours of Operation

Services are provided on weekdays during the core hours of 9am to 5pm. All referrals to
the service should be made between these hours. There will be a member of the service
available to take calls at all times.

Some flexibility outside of the core hours will be available to meet individual need if required
(for example early evening appointments for clients who work).

Outside office hours, emergency Social Work cover and emergency Mental Health Act
assessments are organised by the local Emergency Duty Team.
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3. Service Structure

3.1 Integration of Health and Social Care within Community Mental Health Services

Some services have traditionally been organised through separate agencies with different
accountability structures, funding sources and cultures. However, to deliver effective,
holistic services that address the medical, psychological, social, physical and spiritual
needs of people accessing mental health services, a more integrated approach has proved
successful in some areas.

The provision of health and social care under an integrated management framework
enables the sharing of expertise and resource. To meet the changing and demanding nature
of complex mental health needs then County Mental Health Services must provide access
to both NHS and Social Care services to improve service delivery, quality and outcomes to
the service user and their family.

Managers of mental health and social care services must ensure that County Mental Health
Services:

e Are co-located with health and social care staff working in and from the same
premises, with integrated working practices and shared objectives

e Are jointly managed under a single line of management with appropriate supervision
for the individual professions

e Have a joint organisation development plan that embraces all aspects of the health
and social care interface, and has shared information management and data
collection protocols and processes

e Have regular team meetings with designated input for part of the meeting from other
teams e.g. crisis/inpatient/assertive outreach etc.

e Have effective working arrangements agreed with local criminal justice agencies and
forensic services

e Have a core staff base that comes from the following areas

Social Care

Nursing

Psychiatry

Psychology

Occupational Therapy

Administration

O O O O O O

It is important for services to have in place the right support and supervision for care
coordinators and staff to enable the most effective use of expertise. Having a skilled,
competent workforce, with effective management, is an important aspect of a functional
team.

The service is delivered in the established ‘Tier’ system and works closely with Primary
Health Care Services, Social Care Services and other key care providers (particularly third
organisations) to provide effective mental health care within the least restrictive
environment, tailored to an individual's needs and aspirations.
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3.2 The tiered model of adult mental health services

Figure 1 — Mental Health Whole System

Tier Four
Services

Highly
Specialist
Inpatient, High
Secure and
Residential Services

Tier  Three
Services Specialist Inpatient Services
e.g. low and medium secure care

specialist community teams

Tier Two
Services

Community Mental Health, including CRHT,
CRT, Early Intervention functions,
acute inpatient care,
supported accommodation services, Social Services.

Tier One
Services .
The Primary Mental Health Care Team
Low support and mainstream accommodation services, statutory sectors
Social care support, mainstream leisure, education and recreational services
Tier 0
Services Generic and Sub Speciality Counselling i.e. bereavement, relatal, sexual abuse,

alcohol dependency, health and wellbeing promotion, social inclusion

The County Mental Health Service works within the wider care system by managing the
majority of referrals, assessments and brief interventions within the Primary Care
environment. More substantial Secondary Care services are accessed to care co-ordinate
more complex care under the Mental Health Measure Care Programme Approach, where
client needs dictate.
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The service takes place within a more integrated care system that also includes Community
Rehabilitation (CRT), Home Treatment Teams (HHT) & Liaison services, as well as the
established in-patient care and community support worker services.

The County Mental Health Service is effectively delivered in two parts (Primary & Secondary
Mental Health) but managed as a whole service to deliver a better service user experience.

To ensure cohesive clinical teams, it may be appropriate to split county based operational
services into locality based sub-teams. This would allow for county based operational
management of resources whilst retaining the strengths of good multi-disciplinary working.

The service unites specialist medical, nursing, psychology, occupational therapy, social
work and care co-ordination skills in a team with a substantial skill mix and an integrated
management structure.

The service includes:

County Team Manager (Senior Nurse / Social Care Manager)
Deputy Manager(s)

Consultant Psychiatrists

Approved Mental Health Practitioners

Community Psychiatric Nurses

Senior 1 Occupational Therapists

Community Mental Health Nurses

Community Support Workers

Social Workers

Clinical Psychologists

Medical Staff

Office Manager / Team Administrators / Social Care Administrator
Carer Support (Hafal)

4. Roles and Responsibilities

All disciplines contribute both professional and generic skills to their team. Each team
member is professionally responsible for clients under their care under the Mental Health
Measure (see below), acting as care-coordinators for their client group.

Each clinician is also responsible for recognising the limits of their own training, job
description, competency and current workload capacity. This includes the responsibility to
seek appropriate professional supervision both within the team and their professional
structure. Non-registered staff will work under the clinical guidance and direction of
appropriate practitioners.

The County Team Manager has responsibility for the clinical and operational day-to-day
management of the service and is responsible for ensuring that: -

e Effective financial management, a comprehensive skill mix and an equitable
deployment of resources is in place.
¢ Professional and management Supervision and appraisal systems are in place.
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e Practice governance and performance targets are met (eg CTP compliance,
Measure timelines plus training and supervision metrics)

e Assessment, planning and delivery of care are timely and evidence-based and
providing valued outcomes for service users and their families.

e Development of more flexible responses utilising direct Payments and Citizen
Directed Support

e Accurate, regular team Performance Reports are produced and discussed with the
team and Senior Managers.

e Clinical / Managerial data is entered promptly and appropriately.

e To oversee primary care demand and activity.

e Ensure arrangements are in place for appropriate staffing of the Single Point of
Assessment and Allocation on a daily basis.

e Ensure that a minimum of 2 members of clinical staff are available across the county
to undertake crisis assessments during office hours.

The Deputy Manager supports the manager in their role but also takes a particular lead in
the clinical governance and leadership within the service especially in the clinical
supervision of practitioners of the same discipline and the locality centred Multi-Disciplinary
Teams.

Consultant Psychiatrists, Psychologists, Community Psychiatric Nurses, Occupational
Therapists and Social Workers will be responsible for a care co-ordinated approach to
individual and group interventions designed to assist recovery, restore function and achieve
social inclusion. As well as working with an allocated caseload these practitioners will also
participate in the service’s intake and assessment of clients.

The Consultant Psychiatrist has a clear responsibility to provide guidance within the MDT
for complex care delivery and service challenges.

As a pivotal member of the MDT they work closely with the service leads in ensuring sound
clinical practice and risk management. They share medical responsibility with GPs for
clients under the care of the service in the community. Such responsibility transfers wholly
to the Consultant Psychiatrist when a client is in hospital.

As well as the more generic psychological and cognitive treatment approaches, the
service’s Community Psychiatric Nurses also have responsibilities under the administration
and monitoring of psychotropic medicines.

As some practitioners become more adept then they will set up and run ‘nurse-led clinics’
to provide focussed interventions and to support client recovery/independence from the
service. Within the service some CPN’s will become Advanced Nurse Practitioners and it is
envisaged that in time they will complement several of the roles currently undertaken by
members of the medical team.

Some of the team may also have Approved Mental Health Professional (AMHP)
responsibilities under the mental health act in addition to their generic CMHT role.

The role of the Community Mental Health Nurse and Social Worker is to manage a group
of clients with severe and enduring mental health problems, working with them towards
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either discharge from specialist mental health services or in maintaining a good quality of
life through an outcome focussed care package.

Occupational Therapists within the service have a particular skill set regarding the activation
of clients within their communities in terms of daily living skills, occupation and meaningful
activity alongside the more generic management of a whole care approach. This clearly fits
within the recovery model and is a key aspect of enabling independent living.

The Care Coordinating role will ensure that Care & Treatment plans actively promote
recovery and social inclusion

Within the team, Clinical Psychologists take a key role in delivering evidenced based
therapy, particularly with individuals who present highly complex and potentially high risk
symptoms.

The Community Support Workers within the team take a very proactive role with clients by
enabling them to increase their self confidence, develop social networks, gain meaningful
occupation and engage in social and leisure activities within a recovery approach. They will
actively help clients to engage in community activities

The CSW role may also include phlebotomy or sign posting to self help initiatives.

The Administrative Staff are responsible for ensuring that the clinical processes within the
service are supported by a robust and logistical system so that client information is held
accurately and securely. Administrative staff are also responsible for recording, inputting
and disseminating clinical information (ie the administration of the Mental Health Measure
assurance data) as well as the updating of clinical documents during the Assessment and
Allocation daily meeting.

4.1 The Role of the Care Coordinator

Whilst all members of the MDT have responsibilities in delivering direct care, treatment and
therapy, they also have a role in co-ordinating the care around the client.

The care coordinator is central to the individual’s journey through secondary mental health
services; the Measure requires a care coordinator to be appointed as soon as reasonably
practicable for each person upon becoming a ‘relevant patient’.

The role of the care coordinator is a distinct one within the care and treatment planning
process, not exactly separate from the professional functions that practitioners have but
nevertheless with its own responsibilities. There may be many people involved in a patient’s
care in secondary mental health services but there will be only one care coordinator acting
at any one time.

In every case the relevant mental health service provider may only appoint a care
coordinator who is eligible to be appointed; eligibility criteria are set out in the Regulations
made under Part 2 of the Measure.

Under the Regulations a person is only eligible to be appointed if that person meets one or
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more of the professional requirements and demonstrates to the satisfaction of the
appointing organisation that he or she has appropriate experience, skills or training, or
appropriate combination of experience, skills and training to undertake the functions of a
care co-ordinator.

The care coordinator role applies to all clinical practitioners who provide care and treatment
for relevant patients. Where there is only one practitioner involved with the client then they
are automatically the co-ordinator (for example a Consultant Psychiatrist in an out-patients
clinic), whereas if other members of the MDT are providing care then the co-ordinator will
be nominated by the manager.

A care and treatment plan should be developed within a minimum of six weeks from the
client being allocated to a co-ordinator (but usually this can be progressed sooner).

It is important that care coordinators have the necessary authority to undertake their
functions. Service providers who appoint care coordinators should ensure that such
individuals have the necessary authority to perform their functions under the Measure and
to:

a) coordinate service provision on behalf of the service providers, including
accessing resources such as Direct Payments;

b) monitor service provision;

c) call and hold reviews;

d) access other members of the client’s care team.

e) Ensure Carers assessments are offered and carers are supported in their caring
role

The care coordinator is responsible for keeping in touch with the client. They are the
principle source of information for the person and are responsible for seeking their active
involvement and engagement in the care planning process.

The care coordinator must seek to ensure that a care and treatment plan is developed in
partnership with the client, is written with focussed outcomes and reviewed and revised.
They are also responsible for providing advice to service providers and the effective
coordination of the care which is delivered.

They also have a significant role in managing relationships with a wider range of partners
in the care and treatment process. The care coordinator may also deliver certain
components of the care and treatment plan themselves.

A more detailed description of the care coordinators role is described within the Mental
Health (Wales) Measure 2010 Code of Practice for Parts 2 & 3 (WG 2011).

5. Accessing the Service

5.1 Eligibility & Access Principles
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As the County Mental Health Service provides both Primary and Secondary mental health
care within a stepped model, then access to the relevant part of the service needs to be
managed effectively.

Within primary mental health care provision, it is expected that common & moderate mental
health needs can be treated within a brief intervention approach whilst longer term and more
severe conditions may require secondary care.

Priority for such specialist, secondary care and treatment is focused on people with severe
and enduring mental health problems in the first instance, associated with significant
disability or risk, reflecting the standing Eligibility Criteria adopted by BCUHB & it's Local
Authority partners.

This means consideration of the impact of mental health needs within a social disability
model. This will include level of vulnerability, risks and social exclusion. The priority is to
meet the needs of individuals and their carers whose mental health needs impact most
severely on their ability to maintain their place in the community

In particular this needs to reflect the critical or substantial elements of social care needs
within the Fair Access to Care provisions (see Appendix 1 Eligibility Criteria).

Severe mental health needs are defined as complex and often long term i.e. where there is
co-morbid need, such as substance misuse, or where a client's care plan involves more
than two disciplines/agencies and where the client is likely to need regular and constant
specialist support for two years or more (a number of clients may need varying levels of
support for most of their lives).
These may include:
e Severe and persistent mental disorders, such as schizophrenia and bipolar disorder.
e Any disorder where there is significant risk of self-harm or harm to others.
e Disorders requiring skilled, prolonged or intensive treatments (e.g. vocational
rehabilitation, medication maintenance requiring blood tests).
e Disorders which seriously affect the ability to live an independent life (e.g.
Obsessional Compulsive Disorder, treatment resistant depression or anxiety)
e Management of clients requiring interventions under the Mental Health Act (2007),
e Severe disorders of personality where these can be shown to benefit from continued
contact and support.

Professional clinical judgement may dictate that clients seemingly outside of the eligibility
criteria be considered but there should be clear recorded rationales evident for their being
provided enhanced interventions (ie multiple needs and vulnerability).

It is essential that where people are referred to services, but do not fall within these eligibility
criteria and access principles, or it is more appropriate to be referred to another provider,
they are actively signposted to appropriate alternative services.

5.2 Single Point of Assessment and Allocation — referral management
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Operating as a County Mental Health Service requires a clear referral pathway to ensure
the appropriate and timely assessment of needs matched by a consistent allocation and
signposting process. See Appendix 2.

The key to this pathway is the use of a brief, Single Point of Assessment and Allocation
(SPoAA) process to minimise delay for the client in being seen by the most appropriate
element of the service.

The majority of referrals to the service will be from GPs but the teams need to accommodate
referrals from out of hours services, the police (CID16’s) and partner agencies. In the case
of CID16’s there is already a requirement that they are screened by County/Deputy
Managers for action — this may take place in the SPoAA or, if volumes are large, before the
SPOAA takes place so that only relevant referrals are discussed with the team.

All referrals received are initially screened by team administrators and where necessary any
missing information deemed essential for Assessment such as name or date of birth
requested from the GP. This should not delay the referral, but the referral should be
accompanied with details confirming where additional information has been requested.

On a daily basis this would entail the Manager and/or their deputy reviewing direct
assessment requests and any completed assessments returned by the PMHC workers. In
the majority of cases the managers should be able to direct the referrals for assessment
and the completed assessments for allocation or signposting out of the service.

The Assessment and Allocation meeting should last for approximately one hour and where
possible should chronologically take place after the Acute services 'Acute Care Meeting’ to
allow for a daily update regarding admissions, discharges etc to be considered.

Where possible this process should be supported by relevant clinicians where particular
Issues arise ie

The Manager and/or their Deputy
Consultant Psychiatrist

Team Psychologist

Primary Mental Health Care worker
Secondary Mental Health Care worker
Administrator

A team administrator is also required to attend daily and holds responsibility for ensuring all
relevant documentation is present, clinical notes are updated as agreed and that a bring
forward review system is followed including an automatic update to the GP should an
assessment have not taken place within 20 calendar days. In addition there is a
responsibility for maintaining the information systems supporting compliance with the
Mental Health Measure.

All routine referrals are discussed and then put forward for either assessment within primary
care, signposted out of the service or put forward for a more specialist assessment
depending on the perceived need.

Those referrals not requiring an assessment from the service will not be accepted by the
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team and the care episode within the case notes closed. The referrer will be informed in
writing of the decision and the rationale for it within 48 hours of the meeting.

The service will process its referrals depending upon the degree of urgency and level of risk
indicated and agreed with the referrer (typically the GP).

Processing referrals (including response times)

All documentation, including written referrals, must be date stamped upon receipt — this is
the date that response times will be audited against. Where available, GP referrers should
be encouraged to use electronic referrals via the Welsh Clinical Communication Gateway
(WCCG).

The WCCG is a live electronic system so needs to be checked frequently for new referrals.
Local administration teams need to establish robust local processes so that:

e The system is checked throughout the working day on a regular basis.

e All referrals are downloaded and ready for the next SPOAA meeting and

e All Urgent & Crisis referrals are passed immediately to a team manger or nominated
deputy

In order to process the referral, the service requires enough accurate and current clinical
information. If this information is absent it is the responsibility of the service to gather further
information prior to any assessment taking place.

All referrals to the service will have a brief case record commenced (or where a record
exists, continued) upon receipt of the referral. The initial record will be developed, usually
by administrative staff and_consist of the minimum documents required to process the
referral, Address, GP and Referral Letter / Pro-forma — the referral will then become the
responsibility of the ‘clinical’ team. All members of the team are responsible for improving
the data quality of service users’ records.

Response Standards for referral to the service are to be prioritised under the following three
categories; Routine, Urgent and Crisis in keeping with the Welsh Government guidelines.

Routine referrals are those requiring an assessment by a mental health professional. In
an established service, with a well developed Primary Mental Health Care element then
these referrals should be discussed at source prior to referral to enable early signposting to
alternative services if appropriate.

Receipt of the referral into the service will be acknowledged in writing to the referring agent,
taken to the SPOAA meeting and if accepted for assessment by the service, the service
user will be contacted within 10 working days by letter, telephone or visit.

It is a Mental Health Measure requirement that a client referred routinely will be seen for
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assessment within 28 days of receipt of referral.

If no response is received from the referred individual, a further contact will be made
requesting them to contact the service within the next 7 days. If there is still no response
the MDT will discuss and decide the appropriate action — this may include making a
home visit or informing/discharging back to the referrer.

Urgent referrals are those requiring a_prompt assessment and may have associated risk
factors. It is expected that the referring agent would contact the service via telephone, fax
or the WCCG portal to avoid unnecessary delays. Receipt of the referral into the service
will be acknowledged in writing and faxed to the referring agent.

The Team Manager or a nominated other member of the team will ensure that all necessary
information including risk factors, are gathered from the referring agent and others who may
be involved in the service users care. The Team Manager or other nominated member of
the team will clarify with the referring agent the reasons why the referral is classed as urgent,
as opposed to routine or crisis.

Any decision taken between the referrer, client and the team to then alter the level (and
subsequent response time) of the referral should then be recorded in the clients notes with
an accompanying rationale.

There is an expectation that the GP or referring agent will have had face to face contact
with the service user within the previous 24 hours, prior to allocating to a Primary Mental
Health Care worker for assessment. Face to face contact will be made with the service user
within 48 hours. Where a joint approach (ie SMS and Mental Health) is indicated then this
should be negotiated between the respective Deputies/Duty representatives.

Crisis referrals_are those requiring an_immediate response for a Medical / Mental Health
Act assessment from the service, usually associated with high level of risk factors. It is
expected that the referring agent would contact the team via telephone and fax to avoid
unnecessary delays. Receipt of crisis referrals will be acknowledged in writing and faxed to
the referring agent.

The Team Manager or a nominated other secondary care member of the team will ensure
that all relevant information including risk factors are gathered from the referring agent and
others involved in the service users care.

The Team Manager or other nominated (duty) member of the team will clarify with the
referring agent the reasons why the referral is classed as a crisis, as opposed to routine or
urgent. There is an expectation that the GP or referring agent will have had face to face
contact with the service user within the previous 24 hours.

The information will then be passed to the secondary care medical staff, duty worker and /
or Approved Mental Health Professional for assessment. The service user and the referring
agent will be notified of the time of the face to face assessment. Response time for crisis
referrals will be within 4 hours on receipt of referral.
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All urgent and crisis referrals will be reviewed within the formal weekly MDT meeting.

To manage complex, potentially multiple needs-multiple agency clients, a Link Meeting
should take place (either face to face or tele/video conference) whereby representatives
from other services/agencies can try to resolve a clear pathway for clients needing a multi
agency approach.

This meeting would also be appropriate to manage inter-service transfers and clients who
appear to fall outside of services eligibility criteria (due to diagnostic disagreement for
example) but who present with obvious vulnerability issue

Response to a Adult/Child Protection Alert:

When an alert has been raised with a statutory agency, there must be an immediate
response to refer the matter to the designated lead manager as well as notifying Social
Services or to the Police if a crime is suspected. Staff within teams must not delay reporting
an alert, if the line manager is unavailable they must contact another manager in their
organisation or contact Social Services or the Police themselves. A manager receiving an
alert must follow the Wales Interim Policy and Procedures for the Protection of Vulnerable
Adults from Abuse or in the case of a child, the All Wales Child Protection Procedures with
a key focus of ensuring action is taken to ensure the individual vulnerable adult or child is
safe from significant harm.

Response to Adult Protection Alert

When an alert has been raised, a risk assessment must be undertaken to check if the
vulnerable adult, other vulnerable adults and/or children may be at risk. If this is the case,
steps must be taken to safeguard them. Alerts should be referred to Social Services or to
the Police if a crime is suspected. If the line manager is unavailable, staff within teams must
not delay reporting an alert. They must contact another manager in their organisation or
contact Social Services or the Police themselves. All staff must refer to the CPG POVA
Pathway for guidance on making a referral and to BCUHB Policy & Procedures for the
Protection of Vulnerable Adults. The Wales Interim Policy & Procedures for the Protection
of Vulnerable Adults from Abuse (2012) can be used as guidance.

Referral to Children’s Services

All staff should complete the Holistic Assessment Tool where the service user has
responsibility for their own children or other’s children. If the staff know, or have concerns
or suspicions that a child is suffering, has suffered or is likely to be at risk of harm, it is their
responsibility to ensure that the concerns are referred to social services or the police, who
have statutory duties and powers to make enquiries and intervene when necessary. All
referrals must be made in line with the All Wales Child Protection Procedures (2008)

6. Client Assessment

All clients accepted for assessment are offered either a comprehensive interview to explore
their current situation and presenting mental health needs or, where the clinician feels
appropriate, a brief mental health screen. Carers or advocates are welcome to attend the
appointment as it can be challenging for individuals to relay all the information that they
want to get across in unfamiliar circumstances.
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A standard approach to documenting assessment, planning care and review is used within
the service to encourage consistency and equity in the service’s decision making.

The assessment concentrates on clients’ needs, strengths, goals and aspirations to
promote recovery and minimise dependency. Assessments will be culturally competent,
particularly with regard to the choice of language, presence of chaperone or being gender
specific.

During the assessment process the views of appropriate carers will be taken into
consideration. Any child care issues will be identified and if appropriate a referral will be
made to the local Children’s Services dept. (Staff are to use the North Wales Supporting
Children, Supporting Parents Protocol).

Details of individual client care are confidential and client confidentiality will be maintained
by all the disciplines within the service.

However, there is an assumption of disclosure on a ‘need to know’ basis, for example when
Serious Untoward Incidents or issues of Child Protection or Adult Protection are under
investigation or when information sharing is critical to the well being of an individual such
as within a team multidisciplinary discussion (GPs are routinely kept informed of referrals
of their patients, assessment outcomes and progress of treatment).

All new assessments are then reviewed at the SPOAA meetings, supported by the locality
Psychiatrist, where a decision is made to either retain in Primary Mental Health Care, put
forward for Secondary Care allocation, divert to another statutory service or signpost to a
third sector provider.

The meeting agrees the eligibility for service and the preferred worker(s) based on needs
and respective interventions needed. The decisions reached should be recorded in the
clients notes along with the subsequent actions required.

The outcome of all assessments and immediate plan of care are communicated to client
and referrer promptly. Letters should be sent within a week to each client and GP. The client
should be actively involved in the assessment and care planning so that they have a full
understanding of the situation and the care being proposed.

Assessment letters include: - Overview of presenting needs, recommendation of treatment,
management plans by the team (including no further action, advice or referral on) - Urgent
information should also be conveyed by telephone or fax.

7. Working with Clients

7.1 Primary Mental Health Care — Tier 1

For clients whose needs can be met by the Primary Mental Health Care workers, then they
will be seen for a range of evidence based treatments to include group or individual brief
psychological therapy and/or short term case management for social care purposes (up to
or between 6-10 sessions).
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The service will provide individualised, effective, evidence-based care and treatments to
reduce and shorten distress and suffering, these should include:

e Psychological/solution focussed therapies

Medication management and concordance

Relapse prevention therapy

Care and Treatment to enable Recovery, and Social Inclusion

Psycho-education and health promotion

Coping strategies and other life skills

Support with housing and finance

Valued occupational activity (including education and employment)

Valued social,leisure and spiritual activity)

Monitoring physical health

¢ Information, support and advice to families and carers, particularly information about
the mental illness, and to help in the prevention and management of acute care
crises.

Clients may also be offered access to group work or group therapy which may be provided
by statutory or third sector providers. These may offer a range of approaches for example,
psycho-educational, therapeutic, counselling, volunteering and mentoring, social networks
and befriending.

Staff will also be able to provide advice and signpost clients to appropriate support services.
Primary Mental Health Care workers will also be able to refer onto Secondary Mental Health
Care services for a more in depth, specialist assessment and care package.

Primary Mental Health Care staff also work proactively and collaboratively with other
elements of the mental health system, which includes acting as a step down from more
specialist care.

The Primary Mental Health Care staff will work alongside GPs, delivering services within
GP practices where practicable, acting as a source of advice and consultation for GPs and
Primary care teams.

In areas where accommodation is inaccessible, practices will have allocated Primary Mental
Health Care staff who will aim to deliver a service in or near the practice boundaries.

Such services will be provided in line with the Welsh Government National Model Primary
Care Guidance (August 2011). The service will be based around a core framework of quality
standards ensuring fair access and appropriate treatments delivered by appropriately
trained and supervised staff, delivering benchmarked clinical outcomes to optimum levels
of client and primary care staff satisfaction.

7.2 Secondary Mental Health Care — Tier 2

Part 2 of the Measure does not prescribe a particular assessment process, nor place duties
on mental health service providers to undertake assessments. Duties under Part 2 only
have effect once an individual is a ‘relevant patient’.

A relevant patient is defined in the Measure as an individual for whom a mental health
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service provider is responsible for providing a secondary mental health service. This is
irrespective of whether the individual is cooperating with the provision of such services.

For individuals deemed to have needs that should be addressed by secondary mental
health services, the assessment process for agreeing the outcomes to be achieved will
identify needs and risks (including vulnerability), alongside the personal strengths and
goals of individuals.

Such an approach maximises the opportunity for recovery, independence and social
inclusion. Recognising, reinforcing and promoting strengths at an individual, family and
social level should be a key aspect of the assessment process.

On allocation of a new client team members arrange an introductory appointment where
the client and care-coordinator can meet and discuss the range of needs to be met and the
practicalities of working together. Consideration should be give to any WRAP or Recovery
Support Plan which the individual has already designed

When people do not attend, attempts to arrange mutually convenient appointments will be
made.

Where a client does not attend on two consecutive appointments or two out of four
appointments, the Care Co-ordinator will discuss at the weekly MDT meeting and liaise with
the GP to agree further action.

When a client does not attend who is considered to be at risk of self-harm, harming others,
self-neglect or relapse of a serious mental health problem, strenuous attempts to resume
contact will be made. These will include impromptu home visits and/or contact through the
family. All professionals involved are informed and kept involved with the situation.

7.3 MDT Clinical Review

Fundamental to good quality mental health care is the holistic support of an individual.
Whilst an individual practitioner may be knowledgeable and experienced in providing care,
the MDT has the ability to objectively review the interventions being provided against
progress made.

In addition the MDT provides additional surety and governance with regard to the
management of complex care, clinical risk and the safeguarding domains of client care.

To this end every client’s care should be subject to MDT review at agreed stages of their
care.

Six weeks after allocation the care co-ordinator should discuss the progress made within
the weekly MDT Clinical Review Meeting. This allows for a multi-disciplinary review of
engagement and care planning, with the care co-ordinator being supported with any
dilemmas or risk issues.

An Annual MDT Review should be seen as a minimum requirement for each client. This
may take the form of a Care and Treatment Plan review with the client and the involved
MDT colleagues including the GP.
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However, where the client only receives care from one member of staff then the client’s
care and treatment plan should also be reviewed on an at least an annual basis within
managerial supervision by the line manager.

Ad-hoc MDT clinical review of a client’s care can be requested by the care-co-ordinator at
any point in the client’s care pathway and would be viewed as essential where new risks or
safeguarding issues have arisen.

MDT review is also an opportunity for determining just who out of the team needs to be
involved. In particular the decision to access Consultant Psychiatrists should be discussed
at each opportunity as this often gives a good indication of the need to either ‘step-up’ or
‘step-down’ the level of care provided.

Clear records of all these MDT discussions must be made and filed in the client’s case
notes. In addition a copy of the review should be forwarded to the GP as soon as practically
possible to promote continuity of care.

7.4 Care Coordination

The framework for the care of people with mental health needs focuses on delivering clear,
outcome driven interventions from both the care-coordinator and the associated support
services.

Clients (and their relatives and carers as appropriate) will be actively involved in the
development of their care plan as much as possible

The practical application of care coordination is described within “Guidance for Best
Practice in Care Planning: Utilising the Care Programme Approach”.

Essentially, all clients considered as a ‘relevant patient’ will have an identified Tier 2 Care
Co-ordinator from within the service who is responsible for:

e Writing and updating the Care and Treatment Plan in consultation with the client's
relevant carers and the multidisciplinary team.

e Co-ordinating the successful, continuous delivery of care.

e Ensuring all clinicians involved keep the client's records up to date and in order with
records kept of all contacts with the user or significant others.

e Communicating with the other agencies and carers involved, on a regular basis and

when significant developments or changes occur.

Ensuring key changes are notified to the MDT.

Ensuring that carers are offered a Carer's Assessment.

Organising regular reviews by the multidisciplinary team.

Promoting good physical health care in collaboration with the GP and primary care.

Where applicable, managing the transfer of care from one mental health service to

another.

e Ensuring cover arrangements, normally from within the secondary care team, are in
place when on leave.

¢ All clients will have a contemporaneous Risk Assessment, which will be appropriately
updated to reflect significant changes in risk.
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7.5 Risk Management

Whilst the co-ordination of a client's risk assessment and management is a responsibility of
the client’s Care Co-ordinator, a service approach to actual risk management decisions and
interventions should be taken. In practice this means that each member of the team should
be expected to discuss their assessment and risk management plans with the MDT in order
to ensure that:

e The fullest support of the team in decision-making, basing decisions on the clinicians’
collective skills and experience, not just an individual worker.

e Mental health workers and other clinicians have an awareness of potential hazards
and clients' early warning signs.

e A supportive approach if members of the team have to engage with a potentially
hazardous situation, rather than team members working in isolation.

e Client’s individualized early warning signs are identified and are on file. Effort should
be made to identify and reduce conditions that leave each client vulnerable to
relapse.

e Crisis/relapse plans to be agreed

All risk management plans are shared with GP and others as appropriate and are accessible
to any member of the mental health service as required in a period of crisis.

All risk management plans should be agreed with each client and shared with their
family/carers (if permitted by the client).

This also means that any risk management actions or interventions, whilst co-ordinated by
each client's Care Co-ordinator, should be supported by the whole service, rather than
leaving team members in isolation to work with a client in a state of crisis or significant risk.

Practitioners should escalate concerns regarding clients risk presentation at the first
opportunity to the County Managers / Deputies via either ad hoc supervision, daily SPoAA
or the MDT meeting. The concerns and subsequent discussion should be recorded in the
clients notes.

In order to enable the team to manage “positive risks” with clients — without which a normal
life and recovery would not be possible - all risk assessments should ideally identify each
client's coping strategies and personal “risk management techniques” as a basis for helping
clients manage their own risks.

Such ‘safety plans’ should be recorded in the crisis and contingency section of the
individuals Care & Treatment Plan.

An ‘Aide Memoire’ is available to clinicians to prompt continued holistic assessment of risk,
focussing on common themes and risk triggers noted in serious untoward incidents and
published inquiries.

7.6 Guidelines for CMHT Discharge.
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CMHTs need to maintain a balance between having the capacity to engage new, high need
service users and the safe ‘step down’ of service users back to the local Primary Care
Teams.

Working within an ethos of Recovery then discharge planning is an integral part of a good
Care & Treatment Plan and should be developed early in the care pathway to promote client
led recovery.

From allocation a good, cohesive plan of care needs to be established with clear goals
intended to achieve independence and social inclusion. This is Care Coordination and is an
intrinsic part of the client —worker relationship, alongside evidence based mental health
interventions.

The MDT clinical review meeting is also the forum for agreeing potential discharge of clients
from services for all members of the MDT. This ensures consistency within the MDT and
clarity to the client with regard to the support being given to them.

Discharge from the CMHT should be considered when:
e Service Users have straightforward needs requiring only minimal intervention and:

e They require to be seen at less than three monthly intervals. The diagnosis and
treatment plan are clearly established so that they can attend their GP for follow-up.

e Service Users with a major mental health need (e..g. schizophrenia / bi-polar
disorder / personality disorder / recurrent depression) and:

e There is evidence of no relapse requiring significant intervention for a period of at
least 1 year. There are no significant risk factors and they no longer require
specialist intervention, are believed to be treatment compliant and will be able to
attend their GP for review and:

e The Key Stakeholders (Service User / Carer / GP) have agreed to the discharge as
part of the CTP process.

It is recognised that some service users, because of the nature and complexity of their
mental health needs, may require on-going care and treatment for many years and long
term assistance will be offered if this is the case.

At all times practitioners should recognise that for some clients, discharge from the service
can be a time of increased anxiety and concern. The process should be one of clear
collaboration between all parties to promote a positive sense of achievement and readiness
for taking the next steps.

Prior to any discharge from the CMHT a revised Care & Treatment plan will be agreed with
the service user, including a crisis and contingency plan based on a relapse signature and
the actions to take in the event of any difficulties. The plan should also detail the client’s
rights under Part 3 of the Measure to directly request reassessment of needs from
secondary services.

Document: MHLD ACo001 Version: 1.3 Page 24 of 33
Paper copies of this document should be kept to a minimum and checks made with the electronic version to
ensure the version to hand is the most recent.





8. Links with the Home Treatment Team

The HTT aims to provide a service for adults who appear to have severe and enduring
mental illness who are experiencing an acute psychiatric mental health crisis that would
otherwise require admission. The HTT will provide an alternative to admission where safe
and appropriate, in a flexible and responsive manner, in the most appropriate setting.

The HTT will promote continuity and consistency of care and intervention for service users
and carers, offering a range of approaches and skills for usually no more than 8 weeks. If
HTT input is indicated beyond this, weekly meetings between HTT, client and CMHT/GP
should take place to ensure the right focus of care.

A service user would be referred to the HTT if it is clear that admission is required to
continue to safely manage risks. Any individual referrals passed to the HTT must have
been assessed face-to-face by a mental health professional during the previous 24 hour
period.

The CMHT will provide sufficient information for the HTT to plan appropriate intervention
with particular consideration to issues relating to risk assessment, gender preference and
specific clinical information. If a full assessment has been undertaken it is imperative that
this be made available at the time of referral. The HTT will make a decision on the
appropriateness of the referral based on the information given. They may request further
information before proceeding, or they may suggest signposting to other services, or they
may accept the referral as appropriate for their service.

The outcome of the assessment will be fully discussed with the referrer and the Responsible
Clinician, if available, and a plan agreed upon with shared responsibility. Where ambiguity
exists around the outcome of an assessment, a discussion between the HTT, the referrer
and the client would be indicated to ascertain the best course of action.

Service users receiving home treatment also need the full support of community staff during
the home treatment episode. The Care Co-ordinator retains responsibility throughout the
home treatment spell and will undertake to liaise weekly with a HTT member regarding the
plan of care, preferably undertaking joint visits to review the service user in their care
setting. The Care Co-ordinator will also facilitate CTP reviews for their clients whilst under
the care of the Home Treatment Team.

If a service user known to the CMHT is assessed and taken on for home treatment out-of-
hours, the HTT will contact the care co-ordinator the next working day to agree a plan of
care. Alternatively, an out-of-hours assessment may not require home treatment, but is
suitable for further assessment at the CMHT. In this instance, the HTT will inform and pass
the details on to the CMHT as soon as practicable and ask the service user to make contact
with the CMHT Care Co-ordinator to arrange a mutually agreeable appointment.

If a service user not currently subject to CTP (not in the care of the mental health services)
is assessed and taken on for home treatment out-of-hours, the HTT will assume care co-
ordination responsibilities whilst actively seeking the appointment of a care co-ordinator
from the CMHT. The County Team Manager of the CMHT will ensure that a care co-
ordinator is allocated at the earliest opportunity.
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9. Multiple needs clients, Transfers and Transitional Working
9.1Transfers of Care

There should be formal and agreed transfer of care arrangements between and across
services at all points of transition. Where these are not possible (for example, with areas
outside of the locality) the absence of such agreements should not delay, or adversely
impact on the transfer of care for an individual.

Where an individual is moving between services, they will remain linked to the original
service, for example, on transfer to specialist eating disorder services, there should be an
identified person in the health and or social care team acting as a link for the service. This
remains the case even when the care coordinator function is handed over to the specialist
services. All individuals with severe and enduring mental health needs who are accepted
within Tiers 2, 3 and 4 of the mental health system should always be known to the County
Team wherever they may be within the system (e.g. high secure care or receiving treatment
out of area).

Those who remain with the service for ongoing interventions and monitoring should have
regular reviews as part of the care coordination process. Local protocols should identify
and clearly map out the referral pathways between elements of the service in order to
enhance and strengthen the whole system approach.

Such protocols should include information on transition between service areas.

10. Key Relationships

Liaison and Links with Services within Secondary Care Services

Mutually agreed and documented responsibilities, liaison procedures and in particular
transfer procedures need to be in place where discrete teams are established to deliver
crisis resolution/nome treatment services, assertive outreach services and early
intervention services. These arrangements must be subject to regular review and revision.

Liaison and Links with more Specialist Services

In order for county teams to work effectively, links will need to be established with other
services outside the realm of the team to provide a holistic package of care. This includes
links with:

e Child and Adolescent Mental Health Services (CAMHS)
It is important that county teams act on the joint protocols established within the NSF Key
Action 37 for engagement with CAMHS. The protocols must ensure planned and effective
transitions between services, and clarify current service provision to reduce uncertainty and
ensure potential gaps within local provision are minimised. Some service flexibility will need
to be ensured as services must be delivered that are based on the needs of each young
person whatever formal arrangements are in place. With respect to the Mental Health
Measure guidance, Tier 1 workers will provide a source of advice for signposting to CAMHS
in order to improve access to ensure services for young people.
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e Learning Disability Services
A learning disability should not be a barrier to accessing services if the mental health service
is best placed to meet the presenting mental health need. Individuals whose main
presenting need is related to a learning disability should be referred to specialist learning
disability services, and services should collaborate to manage those who have co-morbid
conditions effectively.

e Substance Misuse Services
For those individuals with a dual diagnosis of substance misuse and mental disorder, where
the primary issue is the mental disorder, mental health services will take the lead, but work
closely with the substance misuse team who should continue to provide support.
The management of clients presenting with Dual Diagnosis substance misuse needs is
described fully in the Health Boards Dual Diagnosis policy.

e Community Adult Eating Disorder Services
An eating disorder is not a barrier to accessing mental health services if the service is best
placed to meet the presenting need. Individuals, whose clinical problems are complex and
where more specialist advice would assist their management, should be referred to
specialist eating disorder services, where the teams will work collaboratively as identified in
the Eating Disorders Framework.

e Personality Disorder
A personality disorder should not be a barrier to accessing county mental health services
where the person is likely to benefit from generic mental health team support or treatment.
Most individuals with a personality disorder are likely to be seen within Tier 2 services, and
where Tier 3 or 4 services are required, close liaison with the CMHT must be maintained.
Advice may be provided by the Personality Disorder Specialist if the resource is locally
available.

e Older Persons Mental Health
In general the principles iterated above apply across all adult services. It is accepted that
there are generally discrete Older Persons Mental Health Teams which cover both
functional illnesses such as depression and organic conditions such as Dementia.
Individuals should be cared for by the team that can most effectively meet the person’s
needs, rather than having arbitrary age boundaries. In particular, transfers from working
age adults to older persons’ services should be due to a change in needs rather than an
age based criteria, and wherever possible agreed with the individual and their carer. Mental
Health Managers should set up Link Meetings to arbitrate where there are disagreements.

Advocacy

The Welsh Assembly Governments ‘Revised Adult Mental Health Services National Service
Framework’ (2005) recognised the need for a range of independent, trained and dedicated
advocacy services to be made available and promoted across Wales. Links should be
made with advocacy services to ensure that appropriate information and support is
available.

Third Sector
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County Mental Health Services function within local communities and as such are
dependent on close working relationships with the non-statutory sector. Strong links and
partnerships should be developed with the Third Sector to ensure that Tier 2 service
provision is socially, culturally and economically relevant for all service users.

The Managers will actively engage with Third Sector providers and ascertain waiting time,
demand and capacity of local services within the Foundation tier in order to provide an
integrative model. Providers should develop close working relationships in order to promote
seamless services and best of resources across all sectors.

Housing, employment and leisure services should also be engaged and the views of users
and carers highlighted. County Mental Health Services should highlight deficits in provision
and showcase service developments that have improved standards in care.

11. Service Capacity & Workload Management

Capacity will be monitored by the Team and Service Managers to ensure the appropriate
management of caseload allocation and use of skills.

This allows team and individual caseloads to be regularly monitored and reviewed to ensure
team members are able to provide immediate effective care (without the use of waiting lists)
for high priority clients with severe mental health problems, and a flexible capacity to
increase contact during crisis.

12. Supervision

A range of supervision is required to meet the needs of staff in a multidisciplinary
Community Mental Health Service. Supervision should be provided and recorded in line
with approved Organisational Protocols across Partner Organisations. The MHLD CPG
Supervision Procedure identifies minimum standards for the managerial and clinical
supervision of staff working within the CPG and should be referenced alongside this
document.

All staff should have managerial supervision at least monthly with their line manager; this
should provide ongoing guidance on the management of cases, Caseload /Workload
Management and monitoring of training attendance etc Joint supervision policies are being
developed between the Health Boards CPG’s and the Local Authorities.

In addition, specialised supervision should be readily available for staff who use specific
psychosocial interventions, such as cognitive behavioural therapy, behavioural family
therapy and approaches to working with substance misuse, to ensure services are
developing and maintaining these skills appropriately.

All staff will have access to clinical supervision each month as agreed with the County
Manager and accounted for within workload management.
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Staff who are managed by a member of a discipline other than their own, should have
professional supervision provided by an appropriate manager or senior member of their
own discipline

Senior clinical staff will be responsible for supervision of junior clinical staff, offering support,
knowledge and guidance, particularly at times of clients’ relapse or crisis in order to enable
the successful management by junior clinical staff of such events. Senior clinical staff will
also offer guidance and support in decision-making to junior clinical staff on situations
beyond their experience and skills, advising on timely handover to a senior clinician if
required.

13. Training and Development

Training and development will reflect the needs of the team and of the individual, as
described in their personal development plan to include their profession-specific needs. The
team recognises that Continuing Professional Development is a key element of ensuring
the delivery of the highest possible quality of service. Role development and scope of
practice is also increasingly relevant to the provision of staff training and supervision.

All staff will be appraised annually via the personal development process, with a six-month
review. Where there is only one member of a discipline in a team, professional support and
supervision must be provided. All new staff will attend an induction programme. Induction
programmes will be prepared for all locum staff to include reference to the appropriate
policies and procedures such as Care Coordination and Risk Management.

Staff will attend statutory/mandatory training sessions appropriate to their individual
professional status and including Fire, Health and Safety, Assessment and Management of
Risk, Child Protection and Breakaway. Training will also focus on the development of
psychotherapeutic competences integral to the care delivery of all staff

14. Reporting processes

The service will have regular business meetings for the purpose of reviewing activities,
policies and team building.

Training necessitates the absence from normal duties of team members. Cover
arrangements will apply wherever possible and should be discussed in advance with the
team.

Data Collection and Performance Management

Welsh Government require qualitative and quantitative information, which includes time to
contact (set at ten days) and time to assessment (up to 28 days) and both the Health Board
and Local Authority partners have a number of performance measures and key performance
indicators that require the capture and reporting of data.

The responsibility for collection and reporting will sit within the remit of the County Manager
or their delegate. The information will be shared as required by Partner agencies and Welsh
Government.
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This Protocol will be reviewed annually by service managers in collaboration with team
members, service user representatives and carer groups.
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Appendix 1
Eligibility Criteria

Tier 2 (SMHC)

Tier 1 (PMHC)

Third Sector/G.P.

Critical Need Substantial Need Moderate Need Low Need

- Severe MH problem resulting in:- Significant MH problem has | Significant MH problem, | Some difficulties due to intermittent MH
= occurred or re-occurred, | intermittent or transient, but | problems, which may be result of a life crisis,
2 " e Major risk to life resulting in:- seriously affecting:- with mild-moderate impact on:-

O and/or ¢ Emotional/psychological well-being

= ¢ MHA intervention needed ¢ MHA intervention needed ¢ Emotional/psychological and/or

g immediately and/or well-being and/or | e Ability to perform some daily routines/roles

a ¢ Issues relating to capacity | e Ability to cope
_E independently e.g. relationship difficulties/grief
s % e.g. severe mood reaction/adjustment reaction
oS e.g. schizophrenia/bi-polar affective | disorders/severe personality | e.g. common mental health
=0 disorder disorder problems
s Immediate very high risk to self | Significant risk to self/others | Some but not immediate | Minimal or no risk to self/others due to MH
_ /others due to MH problem. Serious | due to MH problem risk to self/others due to MH | problem
% < abuse or neglect has or will occur problem
e

Ability to Function Effectively

Severe difficulty in

independently:-

e Little or no choice/control over vital
aspects of immediate environment

¢ Inability to carry out or sustain
vital:-

coping

- personal care/domestic
routines

- work/education learning roles

- social support systems and

relationships
- family and other social roles and
responsibilities

Severe difficulty in coping

independently:-

¢ Partial choice/control over
immediate environment

¢ Inability to carry out or
sustain the majority of:-

- personal care/domestic
routines

- work/education learning
roles

- social support systems and
relationships

- family and other social roles
and responsibilities

Significantly reduced

ability to cope independently

e Partial choice/control over
immediate environment

¢ Inability to carry out or
sustain several:-

- personal care/domestic
routines

- work/education
roles

- social support systems and

relationships
- family and other social
roles and responsibilities

learning

Some reduction in ability to carry out a

small number of daily/social routines

¢ Inability to carry out or sustain one or
two:-

- personal care/domestic

- work/education learning roles

- social support systems and relationships

- family and other social roles and

responsibilities.

routines
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