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Referral in can be from a variety of sources: GP, Voluntary Sector, Social work, Relatives, Secondary Care at PRI, Police, Dentists, CPN’s,

Self Referral, OHSAS, Care/Residential Homes, A & E,  Liaison Psychiatry, NHS 24, Advocacy, PAMH, Other Service Managers
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Referral Issues

· 
Inter-disciplinary referrals

· Need to be able to meet the needs of patients quickly.

· Referrals go to Carseview and there is no sight of them until they come to service – could be 4 months.

· Referrals being sent to specific staff/  individuals.

· Individuals may bounce around services due to age e.g. poor memory

· Not equity across services in relation to response times. Lots of variance.

· Transfers between teams leads to patients having to go back through GP – causes delays.

· Single Shared Assessment / MITER  - Multidisciplinary work – duplication.

· Interface issues between CAMHS – GAP – POA. 

· Issues of referral levels between 1-4 being allocated to inappropriate levels.  

· In POA there is not one single referral form used.

· Electronic referrals written by the same team can get clumsy. Sometimes it is about statistics. OT’s use a separate system to the wards.

· Sometimes referrals are made to specific staff members rather than teams if on leave. Sometimes GP sends to a specific person.

· Referrals can be dealt with from 1 week to 4 months by CMHT.

· Maurice Winton- all referrals to department are screened by a doctor or Deputy, if not urgent causes more waiting lists than patient care.

· OT’s have a weekly meeting. If referrals received by the Tuesday they are allocated. Late referrals can be received from Garry, Tummell as they go via admin. They can arrive one week later.

· Mental Health Officers indicated that assessment of person should be within one day for detention not more than a few days.

· < 65 with poor memory may be sent to CMHT.

· Maurice – looking at implementing referral standards

· CMHT about to look at referral standards with a 4 hour response for emergency cases, 72hours for urgent, 18 week routine

· Variable quality of referral information.
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Assessment Issues

· Level 3-time take to do assessment is different between CMHT teams. Waiting list in North & South 50% of capacity and 3-4 months. North no psychology. 

· Should diagnosis be shared with the patient? Not knowing is frightening. Need weigh up with the balance of knowing and not knowing.

· Variation across teams in terms of assessment times.

· Questions need to be asked abut the timescales for medics.
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Diagnosis is not always made by a medic. Sometimes there can be a provisional diagnosis or no diagnosis.
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Diagnosis issues

· If service user / carer told about their diagnosis they can at least obtain further support / help and knowledge.

· Focus too much on diagnosis and not enough on assessment of patients needs.

· When there is a diagnosis this needs to be shared with the patients.

· Consistency  of diagnosis

· Consistency of information given to patient

· Not everyone is open to pshcyaitrist or psychologist for diagnosis.

· Variance on whether diagnosis is shared with patient and how do we impart that information.
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Care Plans / Treatment Plans Issues

· Carers need to be involved in care plans.

· Every discipline has different care plans. Needs to be multidisciplinary.

· Iss ue of risk assessments being shared.

· Different definitions of care plans across services.

· Variantions in care plans – how they are done.

· The patient should have a care plan – not the service.

· Consistnecy of language  / terminology used
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The service user may be referred onto a variety of services including housing, social work, OT, voluntary organizations etc
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Discharge Issues

· Advocacy indicated that the discharge process can be truncated and happens very quickly therefore not providing much time for advocacy and support networks to prepare.

· Recovery/wellness action plan – language needs to be looked at.

· PAMH can be forgotten when discharging a patient. The service user may often be unaware they can attend PAMH.

· The Admission & Discharge ICP will help with discharge of patients.

· Discharge can be against medical advice. Patient just leaves.

· Carer may not necessarily be informed of service users discharge.

· If service user discharges themselves the patient should be asked a number of questions first.

· OT – some professions have standards of practice to fulfil and questions to ask why a patient is being discharged. Discharge criteria but not all professions have this.

· From the carer / CMHT perspective don’t always get communicated with when they leave.

· Care plan? – When should it be given to the service user? Sometimes it is not. Should they get a copy? Should it be shared with other bodies?

· There is variation on the wellness plan given to the patient.

· Discharge planning process is shortened due to bed pressures and key individuals are often left out e.g. PAMH, Advocacy

· Coomunication – need to have mediations ready before planned time of discharge

· How do patient’s know what other services patients can be referred on to e.g. voluntary services

Information Provided

On discharge patients can receive a variety of information including leaflets. These include:

· Referrals to employment units.

· Local authorities have information also and be utilised when people are in the community.

· Some input for teams to pick up referrals to four ways, move ahead, employment unit and carers support.

· Move Ahead is part of GAP day services.

· PAMH offer support and information as do the walled garden and move ahead.

· Sometimes people in the community that can help are missed. Need to be aware who all these people are at ward level.

· Service users can also access everything other members of the public can access.

· Perth College receive referrals from AHPs including exercise activities.

· Patient information has no continuity. CMHT sends information leaflets out at every referral.

· Moodjuice website is also available as are community pharmacist leaflets about medications.

· Some individuals may look up the Internet.

· Advance statement is built into ICP assessment.

· Relapse plan is part of the ICP

· Information upon North & South CMHTs depends if people read it. More about sitting down with people to find out what they want to know.  

· Information can be provided by CD, leaflet or verbally.

· Multimedia for anger management tool is being developed.

· Consistency issues of information provided can vary in Moredun A & B.

· Individual medicine leaflets - unawareness of staff regarding this information. They are unaware some information exists so people look to alternatives.

· Information not all people can read – literacy issues to be considered.

· People have different levels of ability to read, sign language – should be picked up during assessment.

· Information in Moredun wards – each has information booklets including a wide variety of information such as carer’s info, all are written.

· Medication videos such as clozapine exist.

· Lcak of continuity in patient information being distributed.

· Information resource in canteen but was not accessed – how do we get that information to the patient.

· Staff don’t know that information is available.

· Lack of formats that information comes in.

· Staff induction and how you keep information up to date.

· Have information in one place and use moodjuice.

· Are people’s literacy skills and level of understanding of information being taken into account.

· Clarity required around discharge between ward and teams and carers etc.

· What information can be shared with patients amd how do we do it.
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