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Psychiatry of Old Age
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Documentation–Possibly 3 assessment are carried out by different health professional in a short space of time. (duplication)
– Patient notes not available for other Mental Health Services to access
Some areas keep own notes
Different documentation used throughout service – paper trail..?

O/T – not allowed to keep own notes, in practice this is not viable

I.T. – Various IT software used, systems do not link in together. 



Communication: Content of letter is variable. May have to contact referrer for more information (chase-up)

Links in with Social Work, not always at beginning of assessment process when SW input should be considered.



Resources -O.T. – not always available across Dundee areas

Skill mix of staff, is this being used effectively..?
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MDT meeting held at end of stay, not feasible at beginning when should be completed-
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Transition from Child to Adult to Elderly – (Psychiatry)
Different policy for 3 areas covering Tayside – Need NHSTayside- wide
Criteria for OT referrals – Boundary issue with the Day Hospital, Ashludie
Social Work – Patients with service longer then required. 
Patients must have a break in service (Older Peoples Services). 
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Shredding of notes once discharged from Service  (Chaplaincy)
SW- Notes are kept locked at Council Offices





General Comments at end of session

Lack of comprehension – roles/disciplines dependant on patient and their needs and expectations
Matching of resources for OT – Dundonald Centre not open to over 65yrs. 
Exit Strategies – Under 65's – enhanced package of care being maintained acutely when it’s not required. 
SW – Suitable accommodation for the above group of people offering support.
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	Delayed Discharge
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	Blocked beds
	Discharge planning
	Referrals form acute
	Delays in receiving medical records
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	Sharing documentation with social work
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If patient needs to come into hospital and no beds are available patient may be placed out of area – this can have an impact on patient, relatives and carers.
If no paperwork available duplication of assessment is time consuming.
Standardised assessment tools and documentation would cut down duplication and time wastage.





ISSUES FROM REFERRAL ON

Duplication of referrals made to services
Patient may be stuck in system due to there being no place to move them on to
Services may be unaware that leaving notification of referral to late in the day will impact on time taken to provide notes
If referrals are not done through ERS then these will not be processed until passed on from team and this will result in delays and not having up to date information on the patient available.


ISSUES FROM DISCHARGE

Constraints due to timing of planning can cause anxiety for staff and patients
Patients who would benefit from follow-up may refuse and this can cause anxiety fro staff.  This may be due to the perceived stigma for the patient of having mental health problems.
Transport for out of locality patients can be difficult to arrange and can impact financially and emotionally on both patients and carers.
Delays will occur if discharge information not finalised – this can lead to delays in follow up and wasted appointments.


GENERAL ISSUES
Confidentiality issues with paper records – easy for info jotted down on post it etc to be lost.
I.C.P. documentation is not being completed
Difficult to move patients who are over 65 from the Adult Service to relevant Psychiatry of Old Age service.
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	Electronic referrals are turned back into paper and then it takes three weeks to arrive back with the consultant
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Pharmacy will use ward file for medicines review


MITRE updated on ongoing basis
Info logged in same or next day
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Send to Medical Records
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Assessment Clinic/NHS 24, Police referrals


Before 5pm


After 5pm


SHO completes ICP documentation. Standard assessment completed  upon admittance


Admitting nurse completes ICP documentation. Standard assessment completed upon admittance


O/T will go into wards


Comprehensive Nursing assessment carried out 72 hours after admission


Occupational Therapy for In-patients


At present no set standard  for referral. Assessment is functional based and completed if/when patient is well enough


Social Work 


Specific referral used. Patient seen within 4 wks


CMHT


Assessment/Care Plan completed within 3 days of patient referral with MDT input


Psychiatry of Old Age


Consultant  led MDT. Pt must be seen by consultant first. 


Documentation–Possibly 3 assessment are carried out by different health professional in a short space of time. (duplication)
– Patient notes not available for other Mental Health Services to access
Some areas keep own notes
Different documentation used throughout service – paper trail..?

O/T – not allowed to keep own notes, in practice this is not viable

I.T. – Various IT software used, systems do not link in together. 



Communication: Content of letter is variable. May have to contact referrer for more information (chase-up)

Links in with Social Work, not always at beginning of assessment process when SW input should be considered.



Resources -O.T. – not always available across Dundee areas

Skill mix of staff, is this being used effectively..?

Refer onto other services..? Staff don’t refer on 

MDT meeting held at end of stay, not feasible at beginning when should be completed-




ASSESSMENT ISSUES 


TREATMENT/CARE PLAN


Individual treatment plan reflecting patient needs completed. This is in- line with own professional standards


If patient well enough will contribute to care/treatment plan


Plan should be shared across all disciplines


Care Programme Approach - CPA


CPA is currently completed with patients with complex needs


Formulised plan within patient notes


REVIEWS


In-patient


Nursing


Reviews are determined by patient with reasons documented in patient notes. Goals/outcomes agreed. 


Psychology


Reviews are held 12-16 weeks and recorded in patient notes


Social Work


Review are held on a 3 month basis


OT


On- going


Plan based on Outcome of Assessment and input from areas identified


TREATMENT/CARE PLAN ISSUES


Communication: Referral Information, details not always completed
Keeping up-to-date with change of circumstances
Transfer of information across teams
Patient consent given paper or verbal format – formulise one


Exit Strategies
Cannot access patient record again once forwarded to Medical Records, NW
Transition from Child to Adult to Elderly – (Psychiatry)
Different policy for 3 areas covering Tayside – Need NHSTayside- wide
Criteria for OT referrals – Boundary issue with the Day Hospital, Ashludie
Social Work – Patients with service longer then required. 
Patients must have a break in service (Older Peoples Services). 
In-patients must wait 6 weeks before the CMHT can refer to Elderly Service
Shredding of notes once discharged from Service  (Chaplaincy)
SW- Notes are kept locked at Council Offices





General Comments at end of session

Lack of comprehension – roles/disciplines dependant on patient and their needs and expectations
Matching of resources for OT – Dundonald Centre not open to over 65yrs. 
Exit Strategies – Under 65's – enhanced package of care being maintained acutely when it’s not required. 
SW – Suitable accommodation for the above group of people offering support.




ISSUES WITH ASSESSMENT AND DISCHARGE

	Delayed Discharge
	Transfers
	Blocked beds
	Discharge planning
	Referrals form acute
	Delays in receiving medical records
	Discharge letters – time delays going to secretaries
	Sharing documentation with social work
	All services have their own notes
	OOH nurses have no access to K2


ISSUES FROM CARE PLANNING

Communication – referral letters can take 2-3 weeks to be typed and sent out
Getting medical records can take 5-6 days to get – this can be longer depending on where the are
If short admission and then re-admitted completing paperwork again is time consuming and causes duplication of work.
If patient needs to come into hospital and no beds are available patient may be placed out of area – this can have an impact on patient, relatives and carers.
If no paperwork available duplication of assessment is time consuming.
Standardised assessment tools and documentation would cut down duplication and time wastage.





ISSUES FROM REFERRAL ON

Duplication of referrals made to services
Patient may be stuck in system due to there being no place to move them on to
Services may be unaware that leaving notification of referral to late in the day will impact on time taken to provide notes
If referrals are not done through ERS then these will not be processed until passed on from team and this will result in delays and not having up to date information on the patient available.


ISSUES FROM DISCHARGE

Constraints due to timing of planning can cause anxiety for staff and patients
Patients who would benefit from follow-up may refuse and this can cause anxiety fro staff.  This may be due to the perceived stigma for the patient of having mental health problems.
Transport for out of locality patients can be difficult to arrange and can impact financially and emotionally on both patients and carers.
Delays will occur if discharge information not finalised – this can lead to delays in follow up and wasted appointments.


GENERAL ISSUES
Confidentiality issues with paper records – easy for info jotted down on post it etc to be lost.
I.C.P. documentation is not being completed
Difficult to move patients who are over 65 from the Adult Service to relevant Psychiatry of Old Age service.






Referral Issues:

	All admissions expect police admissions come via teams
	Is it 72 hours from referral or when we receive it
	Referrals come from medical records to CMHT
	Referrals need to get to team quicker but government guidelines dictate that 90% of referrals should be going to 	medical records
	Teams are not meeting the 72 hour deadline
	There is a potential for referrals to sit in the medical records department longer than they should
	Electronic referrals are turned back into paper and then it takes three weeks to arrive back with the consultant
	Can referrals be emailed to duty workers?
	Transit of medical records can be erratic and unreliable. 
	Seeing patients without records is a problem and a risk
	Medical records being split (volumes) is a problem
	Inappropriate referrals
	Inappropriate referrals – not appropriate for one service, not appropriate for another, falls in gap in service
	Clarity in referrals/spotting the inappropriate referrals can be difficult/confusing
	Bouncing referrals 
	Lack of clarity on referral criteria
	No single point of referral
	No opportunity for face-to-face discussions on referral
	Insufficient data
	Urgent electronic referrals going to medical records
	Poor interface between children and adult services
	Poor interface with drugs/alcohol service
	Issues with the forensic service


Referral in from various sources:  General Practitioner, Consultants, Social Work, Police and Voluntary Organisations. General Practitioner is highest referrer. Police only refer by phone to I.P.C.U.


Medical Records Dept.



P.O.A.
 (post refs sent to med records first and CMHT)



CMHT Adult Service (post refs sent to med records first)



Referral by Post 



Police Telephone Referral


I.P.C.U.
Assessment (within two to three hours)



Telephone referral


Electronic referrals (30%) 


Referral Letters (70%)


Match referral with patient’s records


If not prioritised, send to consultant


Update details and process on database



Update details and process on database



Match referral with patient’s records


Appoint to relevant service


Appoint to relevant service


Telephone referrals 


Referral Letters (70%)


Send, SMR00, referral and notes to relevant service 


Generate SMR00


Routine 


Urgent


Duty worker


Discussed at MDT


Patient seen by medic


Admin Process


Duty Worker


Discuss and allocate at MDT Meeting


Routine (within 18 weeks)


Emergency 
(within 4 hours)


Urgent 
(within 72 hours)


Telephone referrals 


Referral Letters 


Patient seen by medic


Routine Folder


Consultant Psychiatrist


Match referral with patient’s records


Match referral with patient’s records



Referral to adult service




Admitted or discharged to police care



Liaison Service


Wards


Review patient usually at A&E Ninewells and carry out assessment


Care plan for first 72 hours put in place to assess risks and treatment needs


Ongoing individual assessment involving MDT to assess and monitor progress and changing needs


4 week assessments routinely carried out 


During this period enhancements to existing support identified


Liaise with CPNs,CMHTeams and services such as Advocacy as required 


outcomes reviewed on ongoing basis using problem specific tools


Decide on
 urgency for CMHT



Emergency


Urgent


Waiting List


TREATMENT/CARE PLANNING


Ongoing assessments using standard tool


All patients have 6 monthly review and careplan updates


Information recorded on hand held system and downloaded at base


Acute Inpatients risks reviewed continuously and careplans agreed


Referral on


Care Management
CMHT
District Nurse
G.P.
C.P.N.
Day Hospital
Community O.T.



Counselling – see 1:1 basis for CBT


Standard Referral using SSA documentation


2 days-weeks


Letter to G.P.or phone call and follow up with letter


Copies sent to Medical records and any other agency involved


If first admission make up folder with info from CPNs for background etc, named nurse files info in folder and medical staff update file


Get notes from Medical Records. May require General medical notes as well


Pharmacy will use ward file for medicines review


MITRE updated on ongoing basis
Info logged in same or next day



CENTRAL VISION 


Discharge


Referred on


Discharge planning carried out at MDT meetings


Appropriate agencies contacted as per referral on


Named nurse completes checklist for records


Patient given sheet with follow up information, contact numbers and appointment times


Notes put in Filing Tray


Sent to Medical Records


Wards


Pharmacy


Advance notice needed to allow for vena link management


May visit patient before discharge to discuss medication


Will contact GP, Community Pharmacy etc as necessary


Update MDT Care Plan


Liaison team


Contact any relevant agencies with update


Give patient contact details  - often leave as semi open case


Put record in Filing Tray


Send to Medical Records
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Consultant Psychiatrist


In-patient
Assessment


Assessment Clinic/NHS 24, Police referrals


Before 5pm


After 5pm


SHO completes ICP documentation. Standard assessment completed  upon admittance


Admitting nurse completes ICP documentation. Standard assessment completed upon admittance


O/T will go into wards


Comprehensive Nursing assessment carried out 72 hours after admission


Occupational Therapy for In-patients


At present no set standard  for referral. Assessment is functional based and completed if/when patient is well enough


Social Work 


Specific referral used. Patient seen within 4 wks


CMHT


Assessment/Care Plan completed within 3 days of patient referral with MDT input


Psychiatry of Old Age


Consultant  led MDT. Pt must be seen by consultant first. 


Documentation–Possibly 3 assessment are carried out by different health professional in a short space of time. (duplication)
– Patient notes not available for other Mental Health Services to access
Some areas keep own notes
Different documentation used throughout service – paper trail..?

O/T – not allowed to keep own notes, in practice this is not viable

I.T. – Various IT software used, systems do not link in together. 



Communication: Content of letter is variable. May have to contact referrer for more information (chase-up)

Links in with Social Work, not always at beginning of assessment process when SW input should be considered.



Resources -O.T. – not always available across Dundee areas

Skill mix of staff, is this being used effectively..?

Refer onto other services..? Staff don’t refer on 

MDT meeting held at end of stay, not feasible at beginning when should be completed-




ASSESSMENT ISSUES 


TREATMENT/CARE PLAN


Individual treatment plan reflecting patient needs completed. This is in- line with own professional standards


If patient well enough will contribute to care/treatment plan


Plan should be shared across all disciplines


Care Programme Approach - CPA


CPA is currently completed with patients with complex needs


Formulised plan within patient notes


REVIEWS


In-patient


Nursing


Reviews are determined by patient with reasons documented in patient notes. Goals/outcomes agreed. 


Psychology


Reviews are held 12-16 weeks and recorded in patient notes


Social Work


Review are held on a 3 month basis


OT


On- going


Plan based on Outcome of Assessment and input from areas identified


TREATMENT/CARE PLAN ISSUES


Communication: Referral Information, details not always completed
Keeping up-to-date with change of circumstances
Transfer of information across teams
Patient consent given paper or verbal format – formulise one


Exit Strategies
Cannot access patient record again once forwarded to Medical Records, NW
Transition from Child to Adult to Elderly – (Psychiatry)
Different policy for 3 areas covering Tayside – Need NHSTayside- wide
Criteria for OT referrals – Boundary issue with the Day Hospital, Ashludie
Social Work – Patients with service longer then required. 
Patients must have a break in service (Older Peoples Services). 
In-patients must wait 6 weeks before the CMHT can refer to Elderly Service
Shredding of notes once discharged from Service  (Chaplaincy)
SW- Notes are kept locked at Council Offices





General Comments at end of session

Lack of comprehension – roles/disciplines dependant on patient and their needs and expectations
Matching of resources for OT – Dundonald Centre not open to over 65yrs. 
Exit Strategies – Under 65's – enhanced package of care being maintained acutely when it’s not required. 
SW – Suitable accommodation for the above group of people offering support.




ISSUES WITH ASSESSMENT AND DISCHARGE

	Delayed Discharge
	Transfers
	Blocked beds
	Discharge planning
	Referrals form acute
	Delays in receiving medical records
	Discharge letters – time delays going to secretaries
	Sharing documentation with social work
	All services have their own notes
	OOH nurses have no access to K2


ISSUES FROM CARE PLANNING

Communication – referral letters can take 2-3 weeks to be typed and sent out
Getting medical records can take 5-6 days to get – this can be longer depending on where the are
If short admission and then re-admitted completing paperwork again is time consuming and causes duplication of work.
If patient needs to come into hospital and no beds are available patient may be placed out of area – this can have an impact on patient, relatives and carers.
If no paperwork available duplication of assessment is time consuming.
Standardised assessment tools and documentation would cut down duplication and time wastage.





ISSUES FROM REFERRAL ON

Duplication of referrals made to services
Patient may be stuck in system due to there being no place to move them on to
Services may be unaware that leaving notification of referral to late in the day will impact on time taken to provide notes
If referrals are not done through ERS then these will not be processed until passed on from team and this will result in delays and not having up to date information on the patient available.


ISSUES FROM DISCHARGE

Constraints due to timing of planning can cause anxiety for staff and patients
Patients who would benefit from follow-up may refuse and this can cause anxiety fro staff.  This may be due to the perceived stigma for the patient of having mental health problems.
Transport for out of locality patients can be difficult to arrange and can impact financially and emotionally on both patients and carers.
Delays will occur if discharge information not finalised – this can lead to delays in follow up and wasted appointments.


GENERAL ISSUES
Confidentiality issues with paper records – easy for info jotted down on post it etc to be lost.
I.C.P. documentation is not being completed
Difficult to move patients who are over 65 from the Adult Service to relevant Psychiatry of Old Age service.






Referral Issues:

	All admissions expect police admissions come via teams
	Is it 72 hours from referral or when we receive it
	Referrals come from medical records to CMHT
	Referrals need to get to team quicker but government guidelines dictate that 90% of referrals should be going to 	medical records
	Teams are not meeting the 72 hour deadline
	There is a potential for referrals to sit in the medical records department longer than they should
	Electronic referrals are turned back into paper and then it takes three weeks to arrive back with the consultant
	Can referrals be emailed to duty workers?
	Transit of medical records can be erratic and unreliable. 
	Seeing patients without records is a problem and a risk
	Medical records being split (volumes) is a problem
	Inappropriate referrals
	Inappropriate referrals – not appropriate for one service, not appropriate for another, falls in gap in service
	Clarity in referrals/spotting the inappropriate referrals can be difficult/confusing
	Bouncing referrals 
	Lack of clarity on referral criteria
	No single point of referral
	No opportunity for face-to-face discussions on referral
	Insufficient data
	Urgent electronic referrals going to medical records
	Poor interface between children and adult services
	Poor interface with drugs/alcohol service
	Issues with the forensic service


Referral in from various sources:  General Practitioner, Consultants, Social Work, Police and Voluntary Organisations. General Practitioner is highest referrer. Police only refer by phone to I.P.C.U.


Medical Records Dept.



P.O.A.
 (post refs sent to med records first and CMHT)



CMHT Adult Service (post refs sent to med records first)



Referral by Post 



Police Telephone Referral


I.P.C.U.
Assessment (within two to three hours)



Telephone referral


Electronic referrals (30%) 


Referral Letters (70%)


Match referral with patient’s records


If not prioritised, send to consultant


Update details and process on database



Update details and process on database



Match referral with patient’s records


Appoint to relevant service


Appoint to relevant service


Telephone referrals 


Referral Letters (70%)


Send, SMR00, referral and notes to relevant service 


Generate SMR00


Routine 


Urgent


Duty worker


Discussed at MDT


Patient seen by medic


Admin Process


Duty Worker


Discuss and allocate at MDT Meeting


Routine (within 18 weeks)


Emergency 
(within 4 hours)


Urgent 
(within 72 hours)


Telephone referrals 


Referral Letters 


Patient seen by medic


Routine Folder


Consultant Psychiatrist


Match referral with patient’s records


Match referral with patient’s records



Referral to adult service




Admitted or discharged to police care



Liaison Service


Wards


Review patient usually at A&E Ninewells and carry out assessment


Care plan for first 72 hours put in place to assess risks and treatment needs


Ongoing individual assessment involving MDT to assess and monitor progress and changing needs


4 week assessments routinely carried out 


During this period enhancements to existing support identified


Liaise with CPNs,CMHTeams and services such as Advocacy as required 


outcomes reviewed on ongoing basis using problem specific tools


Decide on
 urgency for CMHT



Emergency


Urgent


Waiting List


TREATMENT/CARE PLANNING


Ongoing assessments using standard tool


All patients have 6 monthly review and careplan updates


Information recorded on hand held system and downloaded at base


Acute Inpatients risks reviewed continuously and careplans agreed


Referral on


Care Management
CMHT
District Nurse
G.P.
C.P.N.
Day Hospital
Community O.T.



Counselling – see 1:1 basis for CBT


Standard Referral using SSA documentation


2 days-weeks


Letter to G.P.or phone call and follow up with letter


Copies sent to Medical records and any other agency involved


If first admission make up folder with info from CPNs for background etc, named nurse files info in folder and medical staff update file


Get notes from Medical Records. May require General medical notes as well


Pharmacy will use ward file for medicines review


MITRE updated on ongoing basis
Info logged in same or next day



CENTRAL VISION 


Discharge


Referred on


Discharge planning carried out at MDT meetings


Appropriate agencies contacted as per referral on


Named nurse completes checklist for records


Patient given sheet with follow up information, contact numbers and appointment times


Notes put in Filing Tray


Sent to Medical Records


Wards


Pharmacy


Advance notice needed to allow for vena link management


May visit patient before discharge to discuss medication


Will contact GP, Community Pharmacy etc as necessary


Update MDT Care Plan


Liaison team


Contact any relevant agencies with update


Give patient contact details  - often leave as semi open case


Put record in Filing Tray


Send to Medical Records
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Consultant Psychiatrist


In-patient
Assessment


Assessment Clinic/NHS 24, Police referrals


Before 5pm


After 5pm


SHO completes ICP documentation. Standard assessment completed  upon admittance


Admitting nurse completes ICP documentation. Standard assessment completed upon admittance


O/T will go into wards


Comprehensive Nursing assessment carried out 72 hours after admission


Occupational Therapy for In-patients


At present no set standard  for referral. Assessment is functional based and completed if/when patient is well enough


Social Work 


Specific referral used. Patient seen within 4 wks


CMHT


Assessment/Care Plan completed within 3 days of patient referral with MDT input


Psychiatry of Old Age


Consultant  led MDT. Pt must be seen by consultant first. 


Documentation–Possibly 3 assessment are carried out by different health professional in a short space of time. (duplication)
– Patient notes not available for other Mental Health Services to access
Some areas keep own notes
Different documentation used throughout service – paper trail..?

O/T – not allowed to keep own notes, in practice this is not viable

I.T. – Various IT software used, systems do not link in together. 



Communication: Content of letter is variable. May have to contact referrer for more information (chase-up)

Links in with Social Work, not always at beginning of assessment process when SW input should be considered.



Resources -O.T. – not always available across Dundee areas

Skill mix of staff, is this being used effectively..?

Refer onto other services..? Staff don’t refer on 

MDT meeting held at end of stay, not feasible at beginning when should be completed-




ASSESSMENT ISSUES 


TREATMENT/CARE PLAN


Individual treatment plan reflecting patient needs completed. This is in- line with own professional standards


If patient well enough will contribute to care/treatment plan


Plan should be shared across all disciplines


Care Programme Approach - CPA


CPA is currently completed with patients with complex needs


Formulised plan within patient notes


REVIEWS


In-patient


Nursing


Reviews are determined by patient with reasons documented in patient notes. Goals/outcomes agreed. 


Psychology


Reviews are held 12-16 weeks and recorded in patient notes


Social Work


Review are held on a 3 month basis


OT


On- going


Plan based on Outcome of Assessment and input from areas identified


TREATMENT/CARE PLAN ISSUES


Communication: Referral Information, details not always completed
Keeping up-to-date with change of circumstances
Transfer of information across teams
Patient consent given paper or verbal format – formulise one


Exit Strategies
Cannot access patient record again once forwarded to Medical Records, NW
Transition from Child to Adult to Elderly – (Psychiatry)
Different policy for 3 areas covering Tayside – Need NHSTayside- wide
Criteria for OT referrals – Boundary issue with the Day Hospital, Ashludie
Social Work – Patients with service longer then required. 
Patients must have a break in service (Older Peoples Services). 
In-patients must wait 6 weeks before the CMHT can refer to Elderly Service
Shredding of notes once discharged from Service  (Chaplaincy)
SW- Notes are kept locked at Council Offices





General Comments at end of session

Lack of comprehension – roles/disciplines dependant on patient and their needs and expectations
Matching of resources for OT – Dundonald Centre not open to over 65yrs. 
Exit Strategies – Under 65's – enhanced package of care being maintained acutely when it’s not required. 
SW – Suitable accommodation for the above group of people offering support.




ISSUES WITH ASSESSMENT AND DISCHARGE

	Delayed Discharge
	Transfers
	Blocked beds
	Discharge planning
	Referrals form acute
	Delays in receiving medical records
	Discharge letters – time delays going to secretaries
	Sharing documentation with social work
	All services have their own notes
	OOH nurses have no access to K2


ISSUES FROM CARE PLANNING

Communication – referral letters can take 2-3 weeks to be typed and sent out
Getting medical records can take 5-6 days to get – this can be longer depending on where the are
If short admission and then re-admitted completing paperwork again is time consuming and causes duplication of work.
If patient needs to come into hospital and no beds are available patient may be placed out of area – this can have an impact on patient, relatives and carers.
If no paperwork available duplication of assessment is time consuming.
Standardised assessment tools and documentation would cut down duplication and time wastage.





ISSUES FROM REFERRAL ON

Duplication of referrals made to services
Patient may be stuck in system due to there being no place to move them on to
Services may be unaware that leaving notification of referral to late in the day will impact on time taken to provide notes
If referrals are not done through ERS then these will not be processed until passed on from team and this will result in delays and not having up to date information on the patient available.


ISSUES FROM DISCHARGE

Constraints due to timing of planning can cause anxiety for staff and patients
Patients who would benefit from follow-up may refuse and this can cause anxiety fro staff.  This may be due to the perceived stigma for the patient of having mental health problems.
Transport for out of locality patients can be difficult to arrange and can impact financially and emotionally on both patients and carers.
Delays will occur if discharge information not finalised – this can lead to delays in follow up and wasted appointments.


GENERAL ISSUES
Confidentiality issues with paper records – easy for info jotted down on post it etc to be lost.
I.C.P. documentation is not being completed
Difficult to move patients who are over 65 from the Adult Service to relevant Psychiatry of Old Age service.






Referral Issues:

	All admissions expect police admissions come via teams
	Is it 72 hours from referral or when we receive it
	Referrals come from medical records to CMHT
	Referrals need to get to team quicker but government guidelines dictate that 90% of referrals should be going to 	medical records
	Teams are not meeting the 72 hour deadline
	There is a potential for referrals to sit in the medical records department longer than they should
	Electronic referrals are turned back into paper and then it takes three weeks to arrive back with the consultant
	Can referrals be emailed to duty workers?
	Transit of medical records can be erratic and unreliable. 
	Seeing patients without records is a problem and a risk
	Medical records being split (volumes) is a problem
	Inappropriate referrals
	Inappropriate referrals – not appropriate for one service, not appropriate for another, falls in gap in service
	Clarity in referrals/spotting the inappropriate referrals can be difficult/confusing
	Bouncing referrals 
	Lack of clarity on referral criteria
	No single point of referral
	No opportunity for face-to-face discussions on referral
	Insufficient data
	Urgent electronic referrals going to medical records
	Poor interface between children and adult services
	Poor interface with drugs/alcohol service
	Issues with the forensic service


Referral in from various sources:  General Practitioner, Consultants, Social Work, Police and Voluntary Organisations. General Practitioner is highest referrer. Police only refer by phone to I.P.C.U.


Medical Records Dept.



P.O.A.
 (post refs sent to med records first and CMHT)



CMHT Adult Service (post refs sent to med records first)



Referral by Post 



Police Telephone Referral


I.P.C.U.
Assessment (within two to three hours)



Telephone referral


Electronic referrals (30%) 


Referral Letters (70%)


Match referral with patient’s records


If not prioritised, send to consultant


Update details and process on database



Update details and process on database



Match referral with patient’s records


Appoint to relevant service


Appoint to relevant service


Telephone referrals 


Referral Letters (70%)


Send, SMR00, referral and notes to relevant service 


Generate SMR00


Routine 


Urgent


Duty worker


Discussed at MDT


Patient seen by medic


Admin Process


Duty Worker


Discuss and allocate at MDT Meeting


Routine (within 18 weeks)


Emergency 
(within 4 hours)


Urgent 
(within 72 hours)


Telephone referrals 


Referral Letters 


Patient seen by medic


Routine Folder


Consultant Psychiatrist


Match referral with patient’s records


Match referral with patient’s records



Referral to adult service




Admitted or discharged to police care



Liaison Service


Wards


Review patient usually at A&E Ninewells and carry out assessment


Care plan for first 72 hours put in place to assess risks and treatment needs


Ongoing individual assessment involving MDT to assess and monitor progress and changing needs


4 week assessments routinely carried out 


During this period enhancements to existing support identified


Liaise with CPNs,CMHTeams and services such as Advocacy as required 


outcomes reviewed on ongoing basis using problem specific tools


Decide on
 urgency for CMHT



Emergency


Urgent


Waiting List


TREATMENT/CARE PLANNING


Ongoing assessments using standard tool


All patients have 6 monthly review and careplan updates


Information recorded on hand held system and downloaded at base


Acute Inpatients risks reviewed continuously and careplans agreed


Referral on


Care Management
CMHT
District Nurse
G.P.
C.P.N.
Day Hospital
Community O.T.



Counselling – see 1:1 basis for CBT


Standard Referral using SSA documentation


2 days-weeks


Letter to G.P.or phone call and follow up with letter


Copies sent to Medical records and any other agency involved


If first admission make up folder with info from CPNs for background etc, named nurse files info in folder and medical staff update file


Get notes from Medical Records. May require General medical notes as well


Pharmacy will use ward file for medicines review


MITRE updated on ongoing basis
Info logged in same or next day



CENTRAL VISION 


Discharge


Referred on


Discharge planning carried out at MDT meetings


Appropriate agencies contacted as per referral on


Named nurse completes checklist for records


Patient given sheet with follow up information, contact numbers and appointment times


Notes put in Filing Tray


Sent to Medical Records


Wards


Pharmacy


Advance notice needed to allow for vena link management


May visit patient before discharge to discuss medication


Will contact GP, Community Pharmacy etc as necessary


Update MDT Care Plan


Liaison team


Contact any relevant agencies with update


Give patient contact details  - often leave as semi open case


Put record in Filing Tray


Send to Medical Records
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Consultant Psychiatrist


In-patient
Assessment


Assessment Clinic/NHS 24, Police referrals


Before 5pm


After 5pm


SHO completes ICP documentation. Standard assessment completed  upon admittance


Admitting nurse completes ICP documentation. Standard assessment completed upon admittance


O/T will go into wards


Comprehensive Nursing assessment carried out 72 hours after admission


Occupational Therapy for In-patients


At present no set standard  for referral. Assessment is functional based and completed if/when patient is well enough


Social Work 


Specific referral used. Patient seen within 4 wks


CMHT


Assessment/Care Plan completed within 3 days of patient referral with MDT input


Psychiatry of Old Age


Consultant  led MDT. Pt must be seen by consultant first. 


Documentation–Possibly 3 assessment are carried out by different health professional in a short space of time. (duplication)
– Patient notes not available for other Mental Health Services to access
Some areas keep own notes
Different documentation used throughout service – paper trail..?

O/T – not allowed to keep own notes, in practice this is not viable

I.T. – Various IT software used, systems do not link in together. 



Communication: Content of letter is variable. May have to contact referrer for more information (chase-up)

Links in with Social Work, not always at beginning of assessment process when SW input should be considered.



Resources -O.T. – not always available across Dundee areas

Skill mix of staff, is this being used effectively..?

Refer onto other services..? Staff don’t refer on 

MDT meeting held at end of stay, not feasible at beginning when should be completed-




ASSESSMENT ISSUES 


TREATMENT/CARE PLAN


Individual treatment plan reflecting patient needs completed. This is in- line with own professional standards


If patient well enough will contribute to care/treatment plan


Plan should be shared across all disciplines


Care Programme Approach - CPA


CPA is currently completed with patients with complex needs


Formulised plan within patient notes


REVIEWS


In-patient


Nursing


Reviews are determined by patient with reasons documented in patient notes. Goals/outcomes agreed. 


Psychology


Reviews are held 12-16 weeks and recorded in patient notes


Social Work


Review are held on a 3 month basis


OT


On- going


Plan based on Outcome of Assessment and input from areas identified


TREATMENT/CARE PLAN ISSUES


Communication: Referral Information, details not always completed
Keeping up-to-date with change of circumstances
Transfer of information across teams
Patient consent given paper or verbal format – formulise one


Exit Strategies
Cannot access patient record again once forwarded to Medical Records, NW
Transition from Child to Adult to Elderly – (Psychiatry)
Different policy for 3 areas covering Tayside – Need NHSTayside- wide
Criteria for OT referrals – Boundary issue with the Day Hospital, Ashludie
Social Work – Patients with service longer then required. 
Patients must have a break in service (Older Peoples Services). 
In-patients must wait 6 weeks before the CMHT can refer to Elderly Service
Shredding of notes once discharged from Service  (Chaplaincy)
SW- Notes are kept locked at Council Offices





General Comments at end of session

Lack of comprehension – roles/disciplines dependant on patient and their needs and expectations
Matching of resources for OT – Dundonald Centre not open to over 65yrs. 
Exit Strategies – Under 65's – enhanced package of care being maintained acutely when it’s not required. 
SW – Suitable accommodation for the above group of people offering support.




ISSUES WITH ASSESSMENT AND DISCHARGE

	Delayed Discharge
	Transfers
	Blocked beds
	Discharge planning
	Referrals form acute
	Delays in receiving medical records
	Discharge letters – time delays going to secretaries
	Sharing documentation with social work
	All services have their own notes
	OOH nurses have no access to K2


ISSUES FROM CARE PLANNING

Communication – referral letters can take 2-3 weeks to be typed and sent out
Getting medical records can take 5-6 days to get – this can be longer depending on where the are
If short admission and then re-admitted completing paperwork again is time consuming and causes duplication of work.
If patient needs to come into hospital and no beds are available patient may be placed out of area – this can have an impact on patient, relatives and carers.
If no paperwork available duplication of assessment is time consuming.
Standardised assessment tools and documentation would cut down duplication and time wastage.





ISSUES FROM REFERRAL ON

Duplication of referrals made to services
Patient may be stuck in system due to there being no place to move them on to
Services may be unaware that leaving notification of referral to late in the day will impact on time taken to provide notes
If referrals are not done through ERS then these will not be processed until passed on from team and this will result in delays and not having up to date information on the patient available.


ISSUES FROM DISCHARGE

Constraints due to timing of planning can cause anxiety for staff and patients
Patients who would benefit from follow-up may refuse and this can cause anxiety fro staff.  This may be due to the perceived stigma for the patient of having mental health problems.
Transport for out of locality patients can be difficult to arrange and can impact financially and emotionally on both patients and carers.
Delays will occur if discharge information not finalised – this can lead to delays in follow up and wasted appointments.


GENERAL ISSUES
Confidentiality issues with paper records – easy for info jotted down on post it etc to be lost.
I.C.P. documentation is not being completed
Difficult to move patients who are over 65 from the Adult Service to relevant Psychiatry of Old Age service.






Referral Issues:

	All admissions expect police admissions come via teams
	Is it 72 hours from referral or when we receive it
	Referrals come from medical records to CMHT
	Referrals need to get to team quicker but government guidelines dictate that 90% of referrals should be going to 	medical records
	Teams are not meeting the 72 hour deadline
	There is a potential for referrals to sit in the medical records department longer than they should
	Electronic referrals are turned back into paper and then it takes three weeks to arrive back with the consultant
	Can referrals be emailed to duty workers?
	Transit of medical records can be erratic and unreliable. 
	Seeing patients without records is a problem and a risk
	Medical records being split (volumes) is a problem
	Inappropriate referrals
	Inappropriate referrals – not appropriate for one service, not appropriate for another, falls in gap in service
	Clarity in referrals/spotting the inappropriate referrals can be difficult/confusing
	Bouncing referrals 
	Lack of clarity on referral criteria
	No single point of referral
	No opportunity for face-to-face discussions on referral
	Insufficient data
	Urgent electronic referrals going to medical records
	Poor interface between children and adult services
	Poor interface with drugs/alcohol service
	Issues with the forensic service


Referral in from various sources:  General Practitioner, Consultants, Social Work, Police and Voluntary Organisations. General Practitioner is highest referrer. Police only refer by phone to I.P.C.U.


Medical Records Dept.



P.O.A.
 (post refs sent to med records first and CMHT)



CMHT Adult Service (post refs sent to med records first)



Referral by Post 



Police Telephone Referral


I.P.C.U.
Assessment (within two to three hours)



Telephone referral


Electronic referrals (30%) 


Referral Letters (70%)


Match referral with patient’s records


If not prioritised, send to consultant


Update details and process on database



Update details and process on database



Match referral with patient’s records


Appoint to relevant service


Appoint to relevant service


Telephone referrals 


Referral Letters (70%)


Send, SMR00, referral and notes to relevant service 


Generate SMR00


Routine 


Urgent


Duty worker


Discussed at MDT


Patient seen by medic


Admin Process


Duty Worker


Discuss and allocate at MDT Meeting


Routine (within 18 weeks)


Emergency 
(within 4 hours)


Urgent 
(within 72 hours)


Telephone referrals 


Referral Letters 


Patient seen by medic


Routine Folder


Consultant Psychiatrist


Match referral with patient’s records


Match referral with patient’s records



Referral to adult service




Admitted or discharged to police care



Liaison Service


Wards


Review patient usually at A&E Ninewells and carry out assessment


Care plan for first 72 hours put in place to assess risks and treatment needs


Ongoing individual assessment involving MDT to assess and monitor progress and changing needs


4 week assessments routinely carried out 


During this period enhancements to existing support identified


Liaise with CPNs,CMHTeams and services such as Advocacy as required 


outcomes reviewed on ongoing basis using problem specific tools


Decide on
 urgency for CMHT



Emergency


Urgent


Waiting List


TREATMENT/CARE PLANNING


Ongoing assessments using standard tool


All patients have 6 monthly review and careplan updates


Information recorded on hand held system and downloaded at base


Acute Inpatients risks reviewed continuously and careplans agreed


Referral on


Care Management
CMHT
District Nurse
G.P.
C.P.N.
Day Hospital
Community O.T.



Counselling – see 1:1 basis for CBT


Standard Referral using SSA documentation


2 days-weeks


Letter to G.P.or phone call and follow up with letter


Copies sent to Medical records and any other agency involved


If first admission make up folder with info from CPNs for background etc, named nurse files info in folder and medical staff update file


Get notes from Medical Records. May require General medical notes as well


Pharmacy will use ward file for medicines review


MITRE updated on ongoing basis
Info logged in same or next day



CENTRAL VISION 


Discharge


Referred on


Discharge planning carried out at MDT meetings


Appropriate agencies contacted as per referral on


Named nurse completes checklist for records


Patient given sheet with follow up information, contact numbers and appointment times


Notes put in Filing Tray


Sent to Medical Records


Wards


Pharmacy


Advance notice needed to allow for vena link management


May visit patient before discharge to discuss medication


Will contact GP, Community Pharmacy etc as necessary


Update MDT Care Plan


Liaison team


Contact any relevant agencies with update


Give patient contact details  - often leave as semi open case


Put record in Filing Tray


Send to Medical Records
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Consultant Psychiatrist


In-patient
Assessment


Assessment Clinic/NHS 24, Police referrals


Before 5pm


After 5pm


SHO completes ICP documentation. Standard assessment completed  upon admittance


Admitting nurse completes ICP documentation. Standard assessment completed upon admittance


O/T will go into wards


Comprehensive Nursing assessment carried out 72 hours after admission


Occupational Therapy for In-patients


At present no set standard  for referral. Assessment is functional based and completed if/when patient is well enough


Social Work 


Specific referral used. Patient seen within 4 wks


CMHT


Assessment/Care Plan completed within 3 days of patient referral with MDT input


Psychiatry of Old Age


Consultant  led MDT. Pt must be seen by consultant first. 


Documentation–Possibly 3 assessment are carried out by different health professional in a short space of time. (duplication)
– Patient notes not available for other Mental Health Services to access
Some areas keep own notes
Different documentation used throughout service – paper trail..?

O/T – not allowed to keep own notes, in practice this is not viable

I.T. – Various IT software used, systems do not link in together. 



Communication: Content of letter is variable. May have to contact referrer for more information (chase-up)

Links in with Social Work, not always at beginning of assessment process when SW input should be considered.



Resources -O.T. – not always available across Dundee areas

Skill mix of staff, is this being used effectively..?

Refer onto other services..? Staff don’t refer on 

MDT meeting held at end of stay, not feasible at beginning when should be completed-




ASSESSMENT ISSUES 


TREATMENT/CARE PLAN


Individual treatment plan reflecting patient needs completed. This is in- line with own professional standards


If patient well enough will contribute to care/treatment plan


Plan should be shared across all disciplines


Care Programme Approach - CPA


CPA is currently completed with patients with complex needs


Formulised plan within patient notes


REVIEWS


In-patient


Nursing


Reviews are determined by patient with reasons documented in patient notes. Goals/outcomes agreed. 


Psychology


Reviews are held 12-16 weeks and recorded in patient notes


Social Work


Review are held on a 3 month basis


OT


On- going


Plan based on Outcome of Assessment and input from areas identified


TREATMENT/CARE PLAN ISSUES


Communication: Referral Information, details not always completed
Keeping up-to-date with change of circumstances
Transfer of information across teams
Patient consent given paper or verbal format – formulise one


Exit Strategies
Cannot access patient record again once forwarded to Medical Records, NW
Transition from Child to Adult to Elderly – (Psychiatry)
Different policy for 3 areas covering Tayside – Need NHSTayside- wide
Criteria for OT referrals – Boundary issue with the Day Hospital, Ashludie
Social Work – Patients with service longer then required. 
Patients must have a break in service (Older Peoples Services). 
In-patients must wait 6 weeks before the CMHT can refer to Elderly Service
Shredding of notes once discharged from Service  (Chaplaincy)
SW- Notes are kept locked at Council Offices





General Comments at end of session

Lack of comprehension – roles/disciplines dependant on patient and their needs and expectations
Matching of resources for OT – Dundonald Centre not open to over 65yrs. 
Exit Strategies – Under 65's – enhanced package of care being maintained acutely when it’s not required. 
SW – Suitable accommodation for the above group of people offering support.




ISSUES WITH ASSESSMENT AND DISCHARGE

	Delayed Discharge
	Transfers
	Blocked beds
	Discharge planning
	Referrals form acute
	Delays in receiving medical records
	Discharge letters – time delays going to secretaries
	Sharing documentation with social work
	All services have their own notes
	OOH nurses have no access to K2


ISSUES FROM CARE PLANNING

Communication – referral letters can take 2-3 weeks to be typed and sent out
Getting medical records can take 5-6 days to get – this can be longer depending on where the are
If short admission and then re-admitted completing paperwork again is time consuming and causes duplication of work.
If patient needs to come into hospital and no beds are available patient may be placed out of area – this can have an impact on patient, relatives and carers.
If no paperwork available duplication of assessment is time consuming.
Standardised assessment tools and documentation would cut down duplication and time wastage.





ISSUES FROM REFERRAL ON

Duplication of referrals made to services
Patient may be stuck in system due to there being no place to move them on to
Services may be unaware that leaving notification of referral to late in the day will impact on time taken to provide notes
If referrals are not done through ERS then these will not be processed until passed on from team and this will result in delays and not having up to date information on the patient available.


ISSUES FROM DISCHARGE

Constraints due to timing of planning can cause anxiety for staff and patients
Patients who would benefit from follow-up may refuse and this can cause anxiety fro staff.  This may be due to the perceived stigma for the patient of having mental health problems.
Transport for out of locality patients can be difficult to arrange and can impact financially and emotionally on both patients and carers.
Delays will occur if discharge information not finalised – this can lead to delays in follow up and wasted appointments.


GENERAL ISSUES
Confidentiality issues with paper records – easy for info jotted down on post it etc to be lost.
I.C.P. documentation is not being completed
Difficult to move patients who are over 65 from the Adult Service to relevant Psychiatry of Old Age service.






Referral Issues:

	All admissions expect police admissions come via teams
	Is it 72 hours from referral or when we receive it
	Referrals come from medical records to CMHT
	Referrals need to get to team quicker but government guidelines dictate that 90% of referrals should be going to 	medical records
	Teams are not meeting the 72 hour deadline
	There is a potential for referrals to sit in the medical records department longer than they should
	Electronic referrals are turned back into paper and then it takes three weeks to arrive back with the consultant
	Can referrals be emailed to duty workers?
	Transit of medical records can be erratic and unreliable. 
	Seeing patients without records is a problem and a risk
	Medical records being split (volumes) is a problem
	Inappropriate referrals
	Inappropriate referrals – not appropriate for one service, not appropriate for another, falls in gap in service
	Clarity in referrals/spotting the inappropriate referrals can be difficult/confusing
	Bouncing referrals 
	Lack of clarity on referral criteria
	No single point of referral
	No opportunity for face-to-face discussions on referral
	Insufficient data
	Urgent electronic referrals going to medical records
	Poor interface between children and adult services
	Poor interface with drugs/alcohol service
	Issues with the forensic service


Referral in from various sources:  General Practitioner, Consultants, Social Work, Police and Voluntary Organisations. General Practitioner is highest referrer. Police only refer by phone to I.P.C.U.


Medical Records Dept.



P.O.A.
 (post refs sent to med records first and CMHT)



CMHT Adult Service (post refs sent to med records first)



Referral by Post 



Police Telephone Referral


I.P.C.U.
Assessment (within two to three hours)



Telephone referral


Electronic referrals (30%) 


Referral Letters (70%)


Match referral with patient’s records


If not prioritised, send to consultant


Update details and process on database



Update details and process on database



Match referral with patient’s records


Appoint to relevant service


Appoint to relevant service


Telephone referrals 


Referral Letters (70%)


Send, SMR00, referral and notes to relevant service 


Generate SMR00


Routine 


Urgent


Duty worker


Discussed at MDT


Patient seen by medic


Admin Process


Duty Worker


Discuss and allocate at MDT Meeting


Routine (within 18 weeks)


Emergency 
(within 4 hours)


Urgent 
(within 72 hours)


Telephone referrals 


Referral Letters 


Patient seen by medic


Routine Folder


Consultant Psychiatrist


Match referral with patient’s records


Match referral with patient’s records



Referral to adult service




Admitted or discharged to police care



Liaison Service


Wards


Review patient usually at A&E Ninewells and carry out assessment


Care plan for first 72 hours put in place to assess risks and treatment needs


Ongoing individual assessment involving MDT to assess and monitor progress and changing needs


4 week assessments routinely carried out 


During this period enhancements to existing support identified


Liaise with CPNs,CMHTeams and services such as Advocacy as required 


outcomes reviewed on ongoing basis using problem specific tools


Decide on
 urgency for CMHT



Emergency


Urgent


Waiting List


TREATMENT/CARE PLANNING


Ongoing assessments using standard tool


All patients have 6 monthly review and careplan updates


Information recorded on hand held system and downloaded at base


Acute Inpatients risks reviewed continuously and careplans agreed


Referral on


Care Management
CMHT
District Nurse
G.P.
C.P.N.
Day Hospital
Community O.T.



Counselling – see 1:1 basis for CBT


Standard Referral using SSA documentation


2 days-weeks


Letter to G.P.or phone call and follow up with letter


Copies sent to Medical records and any other agency involved


If first admission make up folder with info from CPNs for background etc, named nurse files info in folder and medical staff update file


Get notes from Medical Records. May require General medical notes as well


Pharmacy will use ward file for medicines review


MITRE updated on ongoing basis
Info logged in same or next day



CENTRAL VISION 


Discharge


Referred on


Discharge planning carried out at MDT meetings


Appropriate agencies contacted as per referral on


Named nurse completes checklist for records


Patient given sheet with follow up information, contact numbers and appointment times


Notes put in Filing Tray


Sent to Medical Records


Wards


Pharmacy


Advance notice needed to allow for vena link management


May visit patient before discharge to discuss medication


Will contact GP, Community Pharmacy etc as necessary


Update MDT Care Plan


Liaison team


Contact any relevant agencies with update


Give patient contact details  - often leave as semi open case


Put record in Filing Tray


Send to Medical Records
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Consultant Psychiatrist


In-patient
Assessment


Assessment Clinic/NHS 24, Police referrals


Before 5pm


After 5pm


SHO completes ICP documentation. Standard assessment completed  upon admittance


Admitting nurse completes ICP documentation. Standard assessment completed upon admittance


O/T will go into wards


Comprehensive Nursing assessment carried out 72 hours after admission


Occupational Therapy for In-patients


At present no set standard  for referral. Assessment is functional based and completed if/when patient is well enough


Social Work 


Specific referral used. Patient seen within 4 wks


CMHT


Assessment/Care Plan completed within 3 days of patient referral with MDT input


Psychiatry of Old Age


Consultant  led MDT. Pt must be seen by consultant first. 


Documentation–Possibly 3 assessment are carried out by different health professional in a short space of time. (duplication)
– Patient notes not available for other Mental Health Services to access
Some areas keep own notes
Different documentation used throughout service – paper trail..?

O/T – not allowed to keep own notes, in practice this is not viable

I.T. – Various IT software used, systems do not link in together. 



Communication: Content of letter is variable. May have to contact referrer for more information (chase-up)

Links in with Social Work, not always at beginning of assessment process when SW input should be considered.



Resources -O.T. – not always available across Dundee areas

Skill mix of staff, is this being used effectively..?

Refer onto other services..? Staff don’t refer on 

MDT meeting held at end of stay, not feasible at beginning when should be completed-




ASSESSMENT ISSUES 


TREATMENT/CARE PLAN


Individual treatment plan reflecting patient needs completed. This is in- line with own professional standards


If patient well enough will contribute to care/treatment plan


Plan should be shared across all disciplines


Care Programme Approach - CPA


CPA is currently completed with patients with complex needs


Formulised plan within patient notes


REVIEWS


In-patient


Nursing


Reviews are determined by patient with reasons documented in patient notes. Goals/outcomes agreed. 


Psychology


Reviews are held 12-16 weeks and recorded in patient notes


Social Work


Review are held on a 3 month basis


OT


On- going


Plan based on Outcome of Assessment and input from areas identified


TREATMENT/CARE PLAN ISSUES


Communication: Referral Information, details not always completed
Keeping up-to-date with change of circumstances
Transfer of information across teams
Patient consent given paper or verbal format – formulise one


Exit Strategies
Cannot access patient record again once forwarded to Medical Records, NW
Transition from Child to Adult to Elderly – (Psychiatry)
Different policy for 3 areas covering Tayside – Need NHSTayside- wide
Criteria for OT referrals – Boundary issue with the Day Hospital, Ashludie
Social Work – Patients with service longer then required. 
Patients must have a break in service (Older Peoples Services). 
In-patients must wait 6 weeks before the CMHT can refer to Elderly Service
Shredding of notes once discharged from Service  (Chaplaincy)
SW- Notes are kept locked at Council Offices





General Comments at end of session

Lack of comprehension – roles/disciplines dependant on patient and their needs and expectations
Matching of resources for OT – Dundonald Centre not open to over 65yrs. 
Exit Strategies – Under 65's – enhanced package of care being maintained acutely when it’s not required. 
SW – Suitable accommodation for the above group of people offering support.




ISSUES WITH ASSESSMENT AND DISCHARGE

	Delayed Discharge
	Transfers
	Blocked beds
	Discharge planning
	Referrals form acute
	Delays in receiving medical records
	Discharge letters – time delays going to secretaries
	Sharing documentation with social work
	All services have their own notes
	OOH nurses have no access to K2


ISSUES FROM CARE PLANNING

Communication – referral letters can take 2-3 weeks to be typed and sent out
Getting medical records can take 5-6 days to get – this can be longer depending on where the are
If short admission and then re-admitted completing paperwork again is time consuming and causes duplication of work.
If patient needs to come into hospital and no beds are available patient may be placed out of area – this can have an impact on patient, relatives and carers.
If no paperwork available duplication of assessment is time consuming.
Standardised assessment tools and documentation would cut down duplication and time wastage.





ISSUES FROM REFERRAL ON

Duplication of referrals made to services
Patient may be stuck in system due to there being no place to move them on to
Services may be unaware that leaving notification of referral to late in the day will impact on time taken to provide notes
If referrals are not done through ERS then these will not be processed until passed on from team and this will result in delays and not having up to date information on the patient available.


ISSUES FROM DISCHARGE

Constraints due to timing of planning can cause anxiety for staff and patients
Patients who would benefit from follow-up may refuse and this can cause anxiety fro staff.  This may be due to the perceived stigma for the patient of having mental health problems.
Transport for out of locality patients can be difficult to arrange and can impact financially and emotionally on both patients and carers.
Delays will occur if discharge information not finalised – this can lead to delays in follow up and wasted appointments.


GENERAL ISSUES
Confidentiality issues with paper records – easy for info jotted down on post it etc to be lost.
I.C.P. documentation is not being completed
Difficult to move patients who are over 65 from the Adult Service to relevant Psychiatry of Old Age service.






Referral Issues:

	All admissions expect police admissions come via teams
	Is it 72 hours from referral or when we receive it
	Referrals come from medical records to CMHT
	Referrals need to get to team quicker but government guidelines dictate that 90% of referrals should be going to 	medical records
	Teams are not meeting the 72 hour deadline
	There is a potential for referrals to sit in the medical records department longer than they should
	Electronic referrals are turned back into paper and then it takes three weeks to arrive back with the consultant
	Can referrals be emailed to duty workers?
	Transit of medical records can be erratic and unreliable. 
	Seeing patients without records is a problem and a risk
	Medical records being split (volumes) is a problem
	Inappropriate referrals
	Inappropriate referrals – not appropriate for one service, not appropriate for another, falls in gap in service
	Clarity in referrals/spotting the inappropriate referrals can be difficult/confusing
	Bouncing referrals 
	Lack of clarity on referral criteria
	No single point of referral
	No opportunity for face-to-face discussions on referral
	Insufficient data
	Urgent electronic referrals going to medical records
	Poor interface between children and adult services
	Poor interface with drugs/alcohol service
	Issues with the forensic service


Referral in from various sources:  General Practitioner, Consultants, Social Work, Police and Voluntary Organisations. General Practitioner is highest referrer. Police only refer by phone to I.P.C.U.


Medical Records Dept.



P.O.A.
 (post refs sent to med records first and CMHT)



CMHT Adult Service (post refs sent to med records first)



Referral by Post 



Police Telephone Referral


I.P.C.U.
Assessment (within two to three hours)



Telephone referral


Electronic referrals (30%) 


Referral Letters (70%)


Match referral with patient’s records


If not prioritised, send to consultant


Update details and process on database



Update details and process on database



Match referral with patient’s records


Appoint to relevant service


Appoint to relevant service


Telephone referrals 


Referral Letters (70%)


Send, SMR00, referral and notes to relevant service 


Generate SMR00


Routine 


Urgent


Duty worker


Discussed at MDT


Patient seen by medic


Admin Process


Duty Worker


Discuss and allocate at MDT Meeting


Routine (within 18 weeks)


Emergency 
(within 4 hours)


Urgent 
(within 72 hours)


Telephone referrals 


Referral Letters 


Patient seen by medic


Routine Folder


Consultant Psychiatrist


Match referral with patient’s records


Match referral with patient’s records



Referral to adult service




Admitted or discharged to police care



Liaison Service


Wards


Review patient usually at A&E Ninewells and carry out assessment


Care plan for first 72 hours put in place to assess risks and treatment needs


Ongoing individual assessment involving MDT to assess and monitor progress and changing needs


4 week assessments routinely carried out 


During this period enhancements to existing support identified


Liaise with CPNs,CMHTeams and services such as Advocacy as required 


outcomes reviewed on ongoing basis using problem specific tools


Decide on
 urgency for CMHT



Emergency


Urgent


Waiting List


TREATMENT/CARE PLANNING


Ongoing assessments using standard tool


All patients have 6 monthly review and careplan updates


Information recorded on hand held system and downloaded at base


Acute Inpatients risks reviewed continuously and careplans agreed


Referral on


Care Management
CMHT
District Nurse
G.P.
C.P.N.
Day Hospital
Community O.T.



Counselling – see 1:1 basis for CBT


Standard Referral using SSA documentation


2 days-weeks


Letter to G.P.or phone call and follow up with letter


Copies sent to Medical records and any other agency involved


If first admission make up folder with info from CPNs for background etc, named nurse files info in folder and medical staff update file


Get notes from Medical Records. May require General medical notes as well


Pharmacy will use ward file for medicines review


MITRE updated on ongoing basis
Info logged in same or next day



CENTRAL VISION 


Discharge


Referred on


Discharge planning carried out at MDT meetings


Appropriate agencies contacted as per referral on


Named nurse completes checklist for records


Patient given sheet with follow up information, contact numbers and appointment times


Notes put in Filing Tray


Sent to Medical Records


Wards


Pharmacy


Advance notice needed to allow for vena link management


May visit patient before discharge to discuss medication


Will contact GP, Community Pharmacy etc as necessary


Update MDT Care Plan


Liaison team


Contact any relevant agencies with update


Give patient contact details  - often leave as semi open case


Put record in Filing Tray


Send to Medical Records
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Consultant Psychiatrist


In-patient
Assessment


Assessment Clinic/NHS 24, Police referrals


Before 5pm


After 5pm


SHO completes ICP documentation. Standard assessment completed  upon admittance


Admitting nurse completes ICP documentation. Standard assessment completed upon admittance


O/T will go into wards


Comprehensive Nursing assessment carried out 72 hours after admission


Occupational Therapy for In-patients


At present no set standard  for referral. Assessment is functional based and completed if/when patient is well enough


Social Work 


Specific referral used. Patient seen within 4 wks


CMHT


Assessment/Care Plan completed within 3 days of patient referral with MDT input


Psychiatry of Old Age


Consultant  led MDT. Pt must be seen by consultant first. 


Documentation–Possibly 3 assessment are carried out by different health professional in a short space of time. (duplication)
– Patient notes not available for other Mental Health Services to access
Some areas keep own notes
Different documentation used throughout service – paper trail..?

O/T – not allowed to keep own notes, in practice this is not viable

I.T. – Various IT software used, systems do not link in together. 



Communication: Content of letter is variable. May have to contact referrer for more information (chase-up)

Links in with Social Work, not always at beginning of assessment process when SW input should be considered.



Resources -O.T. – not always available across Dundee areas

Skill mix of staff, is this being used effectively..?

Refer onto other services..? Staff don’t refer on 

MDT meeting held at end of stay, not feasible at beginning when should be completed-




ASSESSMENT ISSUES 


TREATMENT/CARE PLAN


Individual treatment plan reflecting patient needs completed. This is in- line with own professional standards


If patient well enough will contribute to care/treatment plan


Plan should be shared across all disciplines


Care Programme Approach - CPA


CPA is currently completed with patients with complex needs


Formulised plan within patient notes


REVIEWS


In-patient


Nursing


Reviews are determined by patient with reasons documented in patient notes. Goals/outcomes agreed. 


Psychology


Reviews are held 12-16 weeks and recorded in patient notes


Social Work


Review are held on a 3 month basis


OT


On- going


Plan based on Outcome of Assessment and input from areas identified


TREATMENT/CARE PLAN ISSUES


Communication: Referral Information, details not always completed
Keeping up-to-date with change of circumstances
Transfer of information across teams
Patient consent given paper or verbal format – formulise one


Exit Strategies
Cannot access patient record again once forwarded to Medical Records, NW
Transition from Child to Adult to Elderly – (Psychiatry)
Different policy for 3 areas covering Tayside – Need NHSTayside- wide
Criteria for OT referrals – Boundary issue with the Day Hospital, Ashludie
Social Work – Patients with service longer then required. 
Patients must have a break in service (Older Peoples Services). 
In-patients must wait 6 weeks before the CMHT can refer to Elderly Service
Shredding of notes once discharged from Service  (Chaplaincy)
SW- Notes are kept locked at Council Offices





General Comments at end of session

Lack of comprehension – roles/disciplines dependant on patient and their needs and expectations
Matching of resources for OT – Dundonald Centre not open to over 65yrs. 
Exit Strategies – Under 65's – enhanced package of care being maintained acutely when it’s not required. 
SW – Suitable accommodation for the above group of people offering support.




ISSUES WITH ASSESSMENT AND DISCHARGE

	Delayed Discharge
	Transfers
	Blocked beds
	Discharge planning
	Referrals form acute
	Delays in receiving medical records
	Discharge letters – time delays going to secretaries
	Sharing documentation with social work
	All services have their own notes
	OOH nurses have no access to K2


ISSUES FROM CARE PLANNING

Communication – referral letters can take 2-3 weeks to be typed and sent out
Getting medical records can take 5-6 days to get – this can be longer depending on where the are
If short admission and then re-admitted completing paperwork again is time consuming and causes duplication of work.
If patient needs to come into hospital and no beds are available patient may be placed out of area – this can have an impact on patient, relatives and carers.
If no paperwork available duplication of assessment is time consuming.
Standardised assessment tools and documentation would cut down duplication and time wastage.





ISSUES FROM REFERRAL ON

Duplication of referrals made to services
Patient may be stuck in system due to there being no place to move them on to
Services may be unaware that leaving notification of referral to late in the day will impact on time taken to provide notes
If referrals are not done through ERS then these will not be processed until passed on from team and this will result in delays and not having up to date information on the patient available.


ISSUES FROM DISCHARGE

Constraints due to timing of planning can cause anxiety for staff and patients
Patients who would benefit from follow-up may refuse and this can cause anxiety fro staff.  This may be due to the perceived stigma for the patient of having mental health problems.
Transport for out of locality patients can be difficult to arrange and can impact financially and emotionally on both patients and carers.
Delays will occur if discharge information not finalised – this can lead to delays in follow up and wasted appointments.


GENERAL ISSUES
Confidentiality issues with paper records – easy for info jotted down on post it etc to be lost.
I.C.P. documentation is not being completed
Difficult to move patients who are over 65 from the Adult Service to relevant Psychiatry of Old Age service.






Referral Issues:

	All admissions expect police admissions come via teams
	Is it 72 hours from referral or when we receive it
	Referrals come from medical records to CMHT
	Referrals need to get to team quicker but government guidelines dictate that 90% of referrals should be going to 	medical records
	Teams are not meeting the 72 hour deadline
	There is a potential for referrals to sit in the medical records department longer than they should
	Electronic referrals are turned back into paper and then it takes three weeks to arrive back with the consultant
	Can referrals be emailed to duty workers?
	Transit of medical records can be erratic and unreliable. 
	Seeing patients without records is a problem and a risk
	Medical records being split (volumes) is a problem
	Inappropriate referrals
	Inappropriate referrals – not appropriate for one service, not appropriate for another, falls in gap in service
	Clarity in referrals/spotting the inappropriate referrals can be difficult/confusing
	Bouncing referrals 
	Lack of clarity on referral criteria
	No single point of referral
	No opportunity for face-to-face discussions on referral
	Insufficient data
	Urgent electronic referrals going to medical records
	Poor interface between children and adult services
	Poor interface with drugs/alcohol service
	Issues with the forensic service


Referral in from various sources:  General Practitioner, Consultants, Social Work, Police and Voluntary Organisations. General Practitioner is highest referrer. Police only refer by phone to I.P.C.U.


Medical Records Dept.



P.O.A.
 (post refs sent to med records first and CMHT)



CMHT Adult Service (post refs sent to med records first)



Referral by Post 



Police Telephone Referral


I.P.C.U.
Assessment (within two to three hours)



Telephone referral


Electronic referrals (30%) 


Referral Letters (70%)


Match referral with patient’s records


If not prioritised, send to consultant


Update details and process on database



Update details and process on database



Match referral with patient’s records


Appoint to relevant service


Appoint to relevant service


Telephone referrals 


Referral Letters (70%)


Send, SMR00, referral and notes to relevant service 


Generate SMR00


Routine 


Urgent


Duty worker


Discussed at MDT


Patient seen by medic


Admin Process


Duty Worker


Discuss and allocate at MDT Meeting


Routine (within 18 weeks)


Emergency 
(within 4 hours)


Urgent 
(within 72 hours)


Telephone referrals 


Referral Letters 


Patient seen by medic


Routine Folder


Consultant Psychiatrist


Match referral with patient’s records


Match referral with patient’s records



Referral to adult service




Admitted or discharged to police care



Liaison Service


Wards


Review patient usually at A&E Ninewells and carry out assessment


Care plan for first 72 hours put in place to assess risks and treatment needs


Ongoing individual assessment involving MDT to assess and monitor progress and changing needs


4 week assessments routinely carried out 


During this period enhancements to existing support identified


Liaise with CPNs,CMHTeams and services such as Advocacy as required 


outcomes reviewed on ongoing basis using problem specific tools


Decide on
 urgency for CMHT



Emergency


Urgent


Waiting List


TREATMENT/CARE PLANNING


Ongoing assessments using standard tool


All patients have 6 monthly review and careplan updates


Information recorded on hand held system and downloaded at base


Acute Inpatients risks reviewed continuously and careplans agreed


Referral on


Care Management
CMHT
District Nurse
G.P.
C.P.N.
Day Hospital
Community O.T.



Counselling – see 1:1 basis for CBT


Standard Referral using SSA documentation


2 days-weeks


Letter to G.P.or phone call and follow up with letter


Copies sent to Medical records and any other agency involved


If first admission make up folder with info from CPNs for background etc, named nurse files info in folder and medical staff update file


Get notes from Medical Records. May require General medical notes as well


Pharmacy will use ward file for medicines review


MITRE updated on ongoing basis
Info logged in same or next day



CENTRAL VISION 


Discharge


Referred on


Discharge planning carried out at MDT meetings


Appropriate agencies contacted as per referral on


Named nurse completes checklist for records


Patient given sheet with follow up information, contact numbers and appointment times


Notes put in Filing Tray


Sent to Medical Records


Wards


Pharmacy


Advance notice needed to allow for vena link management


May visit patient before discharge to discuss medication


Will contact GP, Community Pharmacy etc as necessary


Update MDT Care Plan


Liaison team


Contact any relevant agencies with update


Give patient contact details  - often leave as semi open case


Put record in Filing Tray


Send to Medical Records
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Consultant Psychiatrist


In-patient
Assessment


Assessment Clinic/NHS 24, Police referrals


Before 5pm


After 5pm


SHO completes ICP documentation. Standard assessment completed  upon admittance


Admitting nurse completes ICP documentation. Standard assessment completed upon admittance


O/T will go into wards


Comprehensive Nursing assessment carried out 72 hours after admission


Occupational Therapy for In-patients


At present no set standard  for referral. Assessment is functional based and completed if/when patient is well enough


Social Work 


Specific referral used. Patient seen within 4 wks


CMHT


Assessment/Care Plan completed within 3 days of patient referral with MDT input


Psychiatry of Old Age


Consultant  led MDT. Pt must be seen by consultant first. 


Documentation–Possibly 3 assessment are carried out by different health professional in a short space of time. (duplication)
– Patient notes not available for other Mental Health Services to access
Some areas keep own notes
Different documentation used throughout service – paper trail..?

O/T – not allowed to keep own notes, in practice this is not viable

I.T. – Various IT software used, systems do not link in together. 



Communication: Content of letter is variable. May have to contact referrer for more information (chase-up)

Links in with Social Work, not always at beginning of assessment process when SW input should be considered.



Resources -O.T. – not always available across Dundee areas

Skill mix of staff, is this being used effectively..?

Refer onto other services..? Staff don’t refer on 

MDT meeting held at end of stay, not feasible at beginning when should be completed-




ASSESSMENT ISSUES 


TREATMENT/CARE PLAN


Individual treatment plan reflecting patient needs completed. This is in- line with own professional standards


If patient well enough will contribute to care/treatment plan


Plan should be shared across all disciplines


Care Programme Approach - CPA


CPA is currently completed with patients with complex needs


Formulised plan within patient notes


REVIEWS


In-patient


Nursing


Reviews are determined by patient with reasons documented in patient notes. Goals/outcomes agreed. 


Psychology


Reviews are held 12-16 weeks and recorded in patient notes


Social Work


Review are held on a 3 month basis


OT


On- going


Plan based on Outcome of Assessment and input from areas identified


TREATMENT/CARE PLAN ISSUES


Communication: Referral Information, details not always completed
Keeping up-to-date with change of circumstances
Transfer of information across teams
Patient consent given paper or verbal format – formulise one


Exit Strategies
Cannot access patient record again once forwarded to Medical Records, NW
Transition from Child to Adult to Elderly – (Psychiatry)
Different policy for 3 areas covering Tayside – Need NHSTayside- wide
Criteria for OT referrals – Boundary issue with the Day Hospital, Ashludie
Social Work – Patients with service longer then required. 
Patients must have a break in service (Older Peoples Services). 
In-patients must wait 6 weeks before the CMHT can refer to Elderly Service
Shredding of notes once discharged from Service  (Chaplaincy)
SW- Notes are kept locked at Council Offices





General Comments at end of session

Lack of comprehension – roles/disciplines dependant on patient and their needs and expectations
Matching of resources for OT – Dundonald Centre not open to over 65yrs. 
Exit Strategies – Under 65's – enhanced package of care being maintained acutely when it’s not required. 
SW – Suitable accommodation for the above group of people offering support.




ISSUES WITH ASSESSMENT AND DISCHARGE

	Delayed Discharge
	Transfers
	Blocked beds
	Discharge planning
	Referrals form acute
	Delays in receiving medical records
	Discharge letters – time delays going to secretaries
	Sharing documentation with social work
	All services have their own notes
	OOH nurses have no access to K2


ISSUES FROM CARE PLANNING

Communication – referral letters can take 2-3 weeks to be typed and sent out
Getting medical records can take 5-6 days to get – this can be longer depending on where the are
If short admission and then re-admitted completing paperwork again is time consuming and causes duplication of work.
If patient needs to come into hospital and no beds are available patient may be placed out of area – this can have an impact on patient, relatives and carers.
If no paperwork available duplication of assessment is time consuming.
Standardised assessment tools and documentation would cut down duplication and time wastage.





ISSUES FROM REFERRAL ON

Duplication of referrals made to services
Patient may be stuck in system due to there being no place to move them on to
Services may be unaware that leaving notification of referral to late in the day will impact on time taken to provide notes
If referrals are not done through ERS then these will not be processed until passed on from team and this will result in delays and not having up to date information on the patient available.


ISSUES FROM DISCHARGE

Constraints due to timing of planning can cause anxiety for staff and patients
Patients who would benefit from follow-up may refuse and this can cause anxiety fro staff.  This may be due to the perceived stigma for the patient of having mental health problems.
Transport for out of locality patients can be difficult to arrange and can impact financially and emotionally on both patients and carers.
Delays will occur if discharge information not finalised – this can lead to delays in follow up and wasted appointments.


GENERAL ISSUES
Confidentiality issues with paper records – easy for info jotted down on post it etc to be lost.
I.C.P. documentation is not being completed
Difficult to move patients who are over 65 from the Adult Service to relevant Psychiatry of Old Age service.






Referral Issues:

	All admissions expect police admissions come via teams
	Is it 72 hours from referral or when we receive it
	Referrals come from medical records to CMHT
	Referrals need to get to team quicker but government guidelines dictate that 90% of referrals should be going to 	medical records
	Teams are not meeting the 72 hour deadline
	There is a potential for referrals to sit in the medical records department longer than they should
	Electronic referrals are turned back into paper and then it takes three weeks to arrive back with the consultant
	Can referrals be emailed to duty workers?
	Transit of medical records can be erratic and unreliable. 
	Seeing patients without records is a problem and a risk
	Medical records being split (volumes) is a problem
	Inappropriate referrals
	Inappropriate referrals – not appropriate for one service, not appropriate for another, falls in gap in service
	Clarity in referrals/spotting the inappropriate referrals can be difficult/confusing
	Bouncing referrals 
	Lack of clarity on referral criteria
	No single point of referral
	No opportunity for face-to-face discussions on referral
	Insufficient data
	Urgent electronic referrals going to medical records
	Poor interface between children and adult services
	Poor interface with drugs/alcohol service
	Issues with the forensic service


Referral in from various sources:  General Practitioner, Consultants, Social Work, Police and Voluntary Organisations. General Practitioner is highest referrer. Police only refer by phone to I.P.C.U.


Medical Records Dept.



P.O.A.
 (post refs sent to med records first and CMHT)



CMHT Adult Service (post refs sent to med records first)



Referral by Post 



Police Telephone Referral


I.P.C.U.
Assessment (within two to three hours)



Telephone referral


Electronic referrals (30%) 


Referral Letters (70%)


Match referral with patient’s records


If not prioritised, send to consultant


Update details and process on database



Update details and process on database



Match referral with patient’s records


Appoint to relevant service


Appoint to relevant service


Telephone referrals 


Referral Letters (70%)


Send, SMR00, referral and notes to relevant service 


Generate SMR00


Routine 


Urgent


Duty worker


Discussed at MDT


Patient seen by medic


Admin Process


Duty Worker


Discuss and allocate at MDT Meeting


Routine (within 18 weeks)


Emergency 
(within 4 hours)


Urgent 
(within 72 hours)


Telephone referrals 


Referral Letters 


Patient seen by medic


Routine Folder


Consultant Psychiatrist


Match referral with patient’s records


Match referral with patient’s records



Referral to adult service




Admitted or discharged to police care



Liaison Service


Wards


Review patient usually at A&E Ninewells and carry out assessment


Care plan for first 72 hours put in place to assess risks and treatment needs


Ongoing individual assessment involving MDT to assess and monitor progress and changing needs


4 week assessments routinely carried out 


During this period enhancements to existing support identified


Liaise with CPNs,CMHTeams and services such as Advocacy as required 


outcomes reviewed on ongoing basis using problem specific tools


Decide on
 urgency for CMHT



Emergency


Urgent


Waiting List


TREATMENT/CARE PLANNING


Ongoing assessments using standard tool


All patients have 6 monthly review and careplan updates


Information recorded on hand held system and downloaded at base


Acute Inpatients risks reviewed continuously and careplans agreed


Referral on


Care Management
CMHT
District Nurse
G.P.
C.P.N.
Day Hospital
Community O.T.



Counselling – see 1:1 basis for CBT


Standard Referral using SSA documentation


2 days-weeks


Letter to G.P.or phone call and follow up with letter


Copies sent to Medical records and any other agency involved


If first admission make up folder with info from CPNs for background etc, named nurse files info in folder and medical staff update file


Get notes from Medical Records. May require General medical notes as well


Pharmacy will use ward file for medicines review


MITRE updated on ongoing basis
Info logged in same or next day



CENTRAL VISION 


Discharge


Referred on


Discharge planning carried out at MDT meetings


Appropriate agencies contacted as per referral on


Named nurse completes checklist for records


Patient given sheet with follow up information, contact numbers and appointment times


Notes put in Filing Tray


Sent to Medical Records


Wards


Pharmacy


Advance notice needed to allow for vena link management


May visit patient before discharge to discuss medication


Will contact GP, Community Pharmacy etc as necessary


Update MDT Care Plan


Liaison team


Contact any relevant agencies with update


Give patient contact details  - often leave as semi open case


Put record in Filing Tray


Send to Medical Records
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Consultant Psychiatrist


In-patient
Assessment


Assessment Clinic/NHS 24, Police referrals


Before 5pm


After 5pm


SHO completes ICP documentation. Standard assessment completed  upon admittance


Admitting nurse completes ICP documentation. Standard assessment completed upon admittance


O/T will go into wards


Comprehensive Nursing assessment carried out 72 hours after admission


Occupational Therapy for In-patients


At present no set standard  for referral. Assessment is functional based and completed if/when patient is well enough


Social Work 


Specific referral used. Patient seen within 4 wks


CMHT


Assessment/Care Plan completed within 3 days of patient referral with MDT input


Psychiatry of Old Age


Consultant  led MDT. Pt must be seen by consultant first. 


Documentation–Possibly 3 assessment are carried out by different health professional in a short space of time. (duplication)
– Patient notes not available for other Mental Health Services to access
Some areas keep own notes
Different documentation used throughout service – paper trail..?

O/T – not allowed to keep own notes, in practice this is not viable

I.T. – Various IT software used, systems do not link in together. 



Communication: Content of letter is variable. May have to contact referrer for more information (chase-up)

Links in with Social Work, not always at beginning of assessment process when SW input should be considered.



Resources -O.T. – not always available across Dundee areas

Skill mix of staff, is this being used effectively..?

Refer onto other services..? Staff don’t refer on 

MDT meeting held at end of stay, not feasible at beginning when should be completed-




ASSESSMENT ISSUES 


TREATMENT/CARE PLAN


Individual treatment plan reflecting patient needs completed. This is in- line with own professional standards


If patient well enough will contribute to care/treatment plan


Plan should be shared across all disciplines


Care Programme Approach - CPA


CPA is currently completed with patients with complex needs


Formulised plan within patient notes


REVIEWS


In-patient


Nursing


Reviews are determined by patient with reasons documented in patient notes. Goals/outcomes agreed. 


Psychology


Reviews are held 12-16 weeks and recorded in patient notes


Social Work


Review are held on a 3 month basis


OT


On- going


Plan based on Outcome of Assessment and input from areas identified


TREATMENT/CARE PLAN ISSUES


Communication: Referral Information, details not always completed
Keeping up-to-date with change of circumstances
Transfer of information across teams
Patient consent given paper or verbal format – formulise one


Exit Strategies
Cannot access patient record again once forwarded to Medical Records, NW
Transition from Child to Adult to Elderly – (Psychiatry)
Different policy for 3 areas covering Tayside – Need NHSTayside- wide
Criteria for OT referrals – Boundary issue with the Day Hospital, Ashludie
Social Work – Patients with service longer then required. 
Patients must have a break in service (Older Peoples Services). 
In-patients must wait 6 weeks before the CMHT can refer to Elderly Service
Shredding of notes once discharged from Service  (Chaplaincy)
SW- Notes are kept locked at Council Offices





General Comments at end of session

Lack of comprehension – roles/disciplines dependant on patient and their needs and expectations
Matching of resources for OT – Dundonald Centre not open to over 65yrs. 
Exit Strategies – Under 65's – enhanced package of care being maintained acutely when it’s not required. 
SW – Suitable accommodation for the above group of people offering support.




ISSUES WITH ASSESSMENT AND DISCHARGE

	Delayed Discharge
	Transfers
	Blocked beds
	Discharge planning
	Referrals form acute
	Delays in receiving medical records
	Discharge letters – time delays going to secretaries
	Sharing documentation with social work
	All services have their own notes
	OOH nurses have no access to K2


ISSUES FROM CARE PLANNING

Communication – referral letters can take 2-3 weeks to be typed and sent out
Getting medical records can take 5-6 days to get – this can be longer depending on where the are
If short admission and then re-admitted completing paperwork again is time consuming and causes duplication of work.
If patient needs to come into hospital and no beds are available patient may be placed out of area – this can have an impact on patient, relatives and carers.
If no paperwork available duplication of assessment is time consuming.
Standardised assessment tools and documentation would cut down duplication and time wastage.





ISSUES FROM REFERRAL ON

Duplication of referrals made to services
Patient may be stuck in system due to there being no place to move them on to
Services may be unaware that leaving notification of referral to late in the day will impact on time taken to provide notes
If referrals are not done through ERS then these will not be processed until passed on from team and this will result in delays and not having up to date information on the patient available.


ISSUES FROM DISCHARGE

Constraints due to timing of planning can cause anxiety for staff and patients
Patients who would benefit from follow-up may refuse and this can cause anxiety fro staff.  This may be due to the perceived stigma for the patient of having mental health problems.
Transport for out of locality patients can be difficult to arrange and can impact financially and emotionally on both patients and carers.
Delays will occur if discharge information not finalised – this can lead to delays in follow up and wasted appointments.


GENERAL ISSUES
Confidentiality issues with paper records – easy for info jotted down on post it etc to be lost.
I.C.P. documentation is not being completed
Difficult to move patients who are over 65 from the Adult Service to relevant Psychiatry of Old Age service.






Referral Issues:

	All admissions expect police admissions come via teams
	Is it 72 hours from referral or when we receive it
	Referrals come from medical records to CMHT
	Referrals need to get to team quicker but government guidelines dictate that 90% of referrals should be going to 	medical records
	Teams are not meeting the 72 hour deadline
	There is a potential for referrals to sit in the medical records department longer than they should
	Electronic referrals are turned back into paper and then it takes three weeks to arrive back with the consultant
	Can referrals be emailed to duty workers?
	Transit of medical records can be erratic and unreliable. 
	Seeing patients without records is a problem and a risk
	Medical records being split (volumes) is a problem
	Inappropriate referrals
	Inappropriate referrals – not appropriate for one service, not appropriate for another, falls in gap in service
	Clarity in referrals/spotting the inappropriate referrals can be difficult/confusing
	Bouncing referrals 
	Lack of clarity on referral criteria
	No single point of referral
	No opportunity for face-to-face discussions on referral
	Insufficient data
	Urgent electronic referrals going to medical records
	Poor interface between children and adult services
	Poor interface with drugs/alcohol service
	Issues with the forensic service


Referral in from various sources:  General Practitioner, Consultants, Social Work, Police and Voluntary Organisations. General Practitioner is highest referrer. Police only refer by phone to I.P.C.U.


Medical Records Dept.



P.O.A.
 (post refs sent to med records first and CMHT)



CMHT Adult Service (post refs sent to med records first)



Referral by Post 



Police Telephone Referral


I.P.C.U.
Assessment (within two to three hours)



Telephone referral


Electronic referrals (30%) 


Referral Letters (70%)


Match referral with patient’s records


If not prioritised, send to consultant


Update details and process on database



Update details and process on database



Match referral with patient’s records


Appoint to relevant service


Appoint to relevant service


Telephone referrals 


Referral Letters (70%)


Send, SMR00, referral and notes to relevant service 


Generate SMR00


Routine 


Urgent


Duty worker


Discussed at MDT


Patient seen by medic


Admin Process


Duty Worker


Discuss and allocate at MDT Meeting


Routine (within 18 weeks)


Emergency 
(within 4 hours)


Urgent 
(within 72 hours)


Telephone referrals 


Referral Letters 


Patient seen by medic


Routine Folder


Consultant Psychiatrist


Match referral with patient’s records


Match referral with patient’s records



Referral to adult service




Admitted or discharged to police care



Liaison Service


Wards


Review patient usually at A&E Ninewells and carry out assessment


Care plan for first 72 hours put in place to assess risks and treatment needs


Ongoing individual assessment involving MDT to assess and monitor progress and changing needs


4 week assessments routinely carried out 


During this period enhancements to existing support identified


Liaise with CPNs,CMHTeams and services such as Advocacy as required 


outcomes reviewed on ongoing basis using problem specific tools


Decide on
 urgency for CMHT



Emergency


Urgent


Waiting List


TREATMENT/CARE PLANNING


Ongoing assessments using standard tool


All patients have 6 monthly review and careplan updates


Information recorded on hand held system and downloaded at base


Acute Inpatients risks reviewed continuously and careplans agreed


Referral on


Care Management
CMHT
District Nurse
G.P.
C.P.N.
Day Hospital
Community O.T.



Counselling – see 1:1 basis for CBT


Standard Referral using SSA documentation


2 days-weeks


Letter to G.P.or phone call and follow up with letter


Copies sent to Medical records and any other agency involved


If first admission make up folder with info from CPNs for background etc, named nurse files info in folder and medical staff update file


Get notes from Medical Records. May require General medical notes as well


Pharmacy will use ward file for medicines review


MITRE updated on ongoing basis
Info logged in same or next day



CENTRAL VISION 


Discharge


Referred on


Discharge planning carried out at MDT meetings


Appropriate agencies contacted as per referral on


Named nurse completes checklist for records


Patient given sheet with follow up information, contact numbers and appointment times


Notes put in Filing Tray


Sent to Medical Records


Wards


Pharmacy


Advance notice needed to allow for vena link management


May visit patient before discharge to discuss medication


Will contact GP, Community Pharmacy etc as necessary


Update MDT Care Plan


Liaison team


Contact any relevant agencies with update


Give patient contact details  - often leave as semi open case


Put record in Filing Tray


Send to Medical Records



