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Referral Issues

· Sometime the GP doesn’t send referral to the CMHT but to individual clinicians – this needs streamlined.

· Sometime carers refer to GP  / CMHT but there can be confidentiality issues in doing so.

· Carers are often the first person to recognise changes in patient’s behaviour therefore carer consultation and input is crucial.

· Sometime the GP wants a specific diagnosis but need an action by a specific group. Needs to be freedom for the GP to approach certain professionals e.g. Section 22.

· There is a central log of referrals in Arbroath. A central log in all areas is desirable but not achievable.

· In POA carers are offered treatment as part of the package of care for patients and can receive and assessment – they make have the same key worker or can be offered another.

· In GAP – carer can be seen separately dependent on the situation.

· The longer it take the patient / service user to be seen a knock on effect can develop for the carer as delays can cause stress and pressure etc.

· POA – no distinction in age of carer, GAP may not be happening at all. Young carers, what happens to them?

· Expectation that carers are identified and offered carer assessment. This may not be happening in GAPs

· POA - Sometimes the service user can be seen in the care home therefore they must be informed of a date and time or if they are an outpatient medical records sends a letter.

· Psychological Therapies – don’t have the same support therefore the client can be sent to different parts of the service.

· Medical records can be in different areas of the service. For example TAPS. They are not always available as a case of who retrieves the notes first.

· POA – sometimes it will depend on how busy the duty workers caseload is before the service user is contacted.  They may phone non-urgent cases and queue skips if the case can be dealt with quicker. This means there is not equity across for service users.

· Sometimes following screening and allocation meetings one person may have more than one duty worker allocated.

· The interface between CAMHS and GAP and POA highlights handover issues in terms of education, communication, and medical records. Medical records require referral for cross speciality transfers.
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Assessment Issues

· An initial assessment in GAP inpatient areas can take a few hours to a few weeks. An ICP is used to assess the patient.

· POA use one document and are working towards an ICP.

· Service user: - The first contact seems to be service led. There should be time to talk about what’s going on.

· Psychological therapy is a different aspect in its own right.

· What happens with young carers? If the child the primary carer. They should be offered and assessment. POA do a lot of carer assessments but don’t have an accurate method to record these. There is a variety of ongoing practice across the board and services.

· Carers need should be assessed also. There is an expectation it should happen in GAP but in reality this is not being done.

Diagnosis
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Diagnosis Issues

· Not always a diagnosis made as concentration on recovery. 

· In GAP not all patients receive a diagnosis as Social work or nursing may not make one. Not all patients are seen by a medic.

· From service users point of view if you have a diagnosis then this can help you toward recovery especially with young people. It can also help them find information and recognition of their early warning signs.

· Old people may also need a reassurance but not always a diagnosis.

· Carer can’t access carer benefits and finances without a diagnosis.

· It is not easy to diagnose in mental health.

· Critical decision is about who will provide support treatment.
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Treatment/Intervention issues

· Carers feel that service users should sometimes be kept slightly longer to allow carers respite opportunities, as immediate discharges don’t provide them enough time, to be prepared.

· Length of time treatment is delivered can vary from short to long. Service user may discharge them.

· Language issues

· Respite not treatment.. 

· Although patient should be involved in their care plan they are not always involved,

· POA - Good case management with service user should know about treatment. Occasionally carer may know.

· How do we get information to primary care. The patient and carer are key to this happening. Do advocacy play a part?

· Capacity to consent an issue that needs considered. Relapse plan/prevention utilised – detailed when well.

· Not everyone has a care manager

· If treatment changed and medication changed the GP may never know until they review the next time the patient.

· Even if care managed – if have different services involved there may not be information sharing between different services.

· Service user asked to write own care plan. Care manager then rewrote the care plan. Key issues for service user was put at the bottom of the list.


[image: image5.wmf]The service user may be referred onto a variety of services including housing, social work, OT, voluntary organizations etc

Discharged to:

GAP

POA

Referral information

documented on staying

well plan in ICP

Copy of staying well plan

provided to service user/

carer

CMHT

Discussion at review

meeting / allocation

meeting

Discharge letter / staying

well plan sent to GP &

others following consent

by service user

Letter, copy review,

summary or, specialist

assessment report

copied to GP

SW close the summary.

No expectation to write

discharge letter.

Review meeting before

close of case indicating

those who attended - all

options considered and

reports written

ICP variance analysis

sent to Clinical

Governance

Discharge planning

meetings ongoing

Discussion of discharge

at review meeting


Discharge Issues

· Referred to information may be held on file but can often be incomplete. It should be recorded directly on the discharge sheet.

· Discharge from Psychological care is different.

· Discharge from OT to CMHT – get nothing as cold go to SW. Only when CMHT discharges is the case closed.

· OT may place documents in record and not inform others. 

· Medical records might not receive information from the CMHT’s as may still need to be seen by the review team.

· Outcomes / expectations may differ regarding discharge of a patient. Needs to be balance with carers needs.

Unplanned Care Issues

· An unplanned referral can occur out of hours, by referral liaison psychiatry, self-referral, emergency referral, informal or detained, by police or courts, emergency CMHT. They can come directly to IPCU at Sunnyside if the person is known to the service already. 

· Service user - If the service user self refers them self the duty worker can decide if they should go to their GP or other crisis service for support as soon as possible.

· POA - If a service user self refers this can add a delay of 3-4 days before it is auctioned, as the same process of allocating a duty worker is not followed. A bottleneck in the system.

· GAP – self-referrals to GAP inpatient service should not occur.
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