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	Team Model and Structure

 


1. Purpose of the policy
· The City and Hackney Crisis Resolution Home Treatment Team (CRHT) aim, is to provide an alternative to hospital inpatient admission for those residents from City and Hackney who are experiencing a crisis as a result of acute mental health problems and to gate keep admissions to the City and Hackney Centre for Mental Health Acute Wards.  From the 10th October 2017, it will also contain a sub-team (i.e. the Urgent Assessment Team) which will make it possible to comply with the FYFV target to provide 24/7 crisis assessments and interventions either at home or in a preferred location. (see appendix C). The Urgent Assessment Team will be accepting referrals by telephone from service users and anyone concerned about the wellbeing of a City and Hackney resident. 

· Referrals will be triaged and those requiring an urgent assessment of their mental health needs will be seen within a maximum of 4 hours.

· For clients known to secondary Mental Health teams, the first point of contact will be their own team during office hours.  Out of hours, however, they would be able to access an urgent assessment via the HTT when this constitutes an alternative to admission (see Appendix D) 
· CRHT takes an assertive approach to engagement and actively involves the service user, family and carers. Intervention is time-limited but has sufficient flexibility to respond to differing service-user needs.
Team Mission statement: The City and Hackney Crisis Service aims to support the recovery of individuals experiencing acute mental health difficulties in our locality by offering the QUICK and EASY ACCESS to specialist support in the community: support that is tailored around their owns needs and delivered FLEXIBLY in a CARING manner that is fully inclusive of their family and carers.

 Objectives:

· To incorporate a Social System Model of care.

· To provide crisis management to the point of resolution working from a strengths rather than illness model aimed at recovery and identifying strengths.

· To encourage service users to gain strength and resilience from their crisis and to be involved in contingency planning should future crises occur.

· To be a service-user centred, needs-led service, working in partnership with the service-user, carers and other agencies where appropriate.
· To provide intensive/extensive treatment and support to those who might otherwise require in-patient admission and to facilitate early discharge from Acute Mental Health Wards.
· To provide the least restrictive and most flexible form of care and treatment.

· To provide a complementary service to mainstream Adult Mental Health Services in accordance with the Home Treatment Team referral criteria.
· To provide recovery-focussed, holistic, multi-disciplinary care to service users in their own home, or a location of their choosing providing the chosen location is deemed safe and appropriate. Service users may also be seen at the CRHT offices.
· To gate keep admissions to the City and Hackney Centre for Mental Health.
· To provide a clinically staffed Crisis Line 24 hours a day 7 days a week in order to engage with those in need before a crisis point is reached (see Appendix A).
· To provide an urgent response to a crisis within 4 hours whenever indicated. This is in line with the ‘NHS five year forward plan’ and the Crisis Care Concordat.
2. Philosophy and model of care
· In line with the National Service Framework (NSF) for Mental Health (1999) the City and Hackney CRHT was set up in 2002. It provides a responsive service that can improve service user experience. C&H CRHT offers equitable care catering to the diverse populations of the City of London and the London Borough of Hackney. The C&H CRHT provides urgent care 24 hours a day, 365 days a year, in line with the FYFV and the Crisis Care Concordat.
· ELFT’s population totals around 750,000, with that of City and Hackney being around 250,000 and is one of the most culturally diverse and deprived parts of the UK, presenting significant health challenges.
· The team provides an assertive approach to care and engagement, being flexible in its care delivery. The team encourages service users to participate fully in their care.
· Interventions include: support with medication adherence and management; psychiatric reviews and assessments; brief psychological interventions; risk assessment and management; referrals and signposting to non-statutory services; recovery based care and crisis planning.
3. Introduction to the team  
· The City and Hackney Crisis Resolution Home Treatment Team is a community mental health team based at The Junction, City and Hackney Centre for Mental Health. It also has the capacity to see service users at its offices.
· The team falls under the City and Hackney Adult Mental Health Directorate
· The team works with residents of the London Borough of Hackney and the City of London. (See Section 8 for referral criteria).
· CRHT Clinicians of Band 6 or above all staff the 24 hour Mental Health Crisis Helpline (Crisis Line). Please see separate protocol and service specification detailing this service.

4. Team composition 
· The CRHTT and Urgent Assessment Team is a multi-disciplinary team comprising the following:
· Band 8a Team Manager/Operational Lead

· Consultant psychiatrists

· Junior and middle grade Trainee Psychiatrist

· Clinical psychologist

· Band 7 Senior Practitioners (Nurses , Social worker and Occupational Therapists)

· Band 5 and Band 6 nurses

· Social Workers

· Support workers/Social Therapists

· Peer Support Workers

· Administrators
· The Urgent Assessment Team  staffing numbers are : ( these numbers are included in the overall team composition)
· 08.15-16.15 hrs:  1x Band 7, 2x Band 6s and 1x Band 4 and 1 x Band 5 Administrator.
· 14:30 – 22:30  hrs: 2x band 6s  and 1 x Band 4

· 20:00-08:30 hrs: 1x band 6 and 1x band 4.
5. Hours of operation and service provision 
· The CRHTT is a 24 hour, 7 day a week service. The HTT service operates two core shifts: 08.15-16.15 and 13.30-21.30. Urgent assessments and interventions can be carried out 24/7 by the Urgent Assessment sub-team.
· Each shift has a designated coordinator who is a qualified clinician. They are responsible for allocation of visits and other tasks; responding to queries; knowing the whereabouts of the staff on visits, ensuring adequate staff provision for the shift; ensuring the team board is updated at the end of each shift and is the central point of contact. They hold the CRHT mobile phone and should be contactable throughout the shift. They are responsible for ensuring any changes in care or continuing pieces of work are handed over to the oncoming coordinator.

·  24 hour medical cover is provided from 9-5 by the CRHTT doctors and outside of these hours by the bleep 168 with senior cover by the on-call SPR and on-call consultant. 
6. Team meetings 

· The following meetings ensure the appropriate clinical, management and governance procedures are undertaken:
· Daily handover. The purpose of the handover is to ensure all tasks for that day are allocated and understood. It also provides an opportunity to briefly discuss care given on the previous day and to highlight any areas of concerns and to plan accordingly. All service users on the caseload are to be discussed briefly, and plans documented in the clinical notes. All members of the multidisciplinary team working that day should attend. A member of the team should ensure discussions are kept brief and to the point.
· Clinical meetings: Each Consultant holds a weekly clinical meeting to discuss his/her service users in more depth. Members of the multi disciplinary team should attend, with a Band 7 
Senior Practitioner to ensure attendance and time keeping. The meeting should facilitate discussion around diagnosis, more detailed care and treatment planning, risk assessment and discharge planning. Each service user discussion should be documented in the agreed format in the clinical notes.

· Business meeting. This is to be held at least monthly and should be minuted. Governance should be a standing agenda item including discussions of complaints, incidents and audits. All actions discussed in the meeting should be minuted and reviewed.

· Teaching sessions. A programme of in-house education should be facilitated to ensure staff are updated on specific areas of practice, legislation and policy, and are kept abreast of statutory and non-statutory services in City and Hackney.
7. Supervision and Leadership

· The CRHT Team Manager is responsible for the operational management of the team, and is supervised by the Associate Clinical Director. The clinical leadership of the team is the responsibility of the Consultant Psychiatrist (s).
· The team manager supervises the Band 7 Senior Practitioners who should oversee the day to day running of the team. Their responsibilities are set by the Team Manager in accordance with job descriptions and job plans.
· All staff receives management supervision in accordance with the Trust Policy, at a minimum 10 times a year.  Supervision records should be documented and signed by both parties to acknowledge the notes are a fair representation of the meeting.
· Annual appraisals are held in accordance with Trust policy.

· Nurses, Psychologists, Social workers and Occupational therapists are also required to undertake professional supervision in accordance with Trust policy and their own governing bodies (HCPC, NMC).
· Bank/agency staff should also receive supervision from a member of the CRHT, the frequency of which will be determined by the length of time/ frequency in which they work with the team. 

· All new staff, including Bank and agency staff will receive the CRHT induction booklet and undertake the team’s local induction as set out in the Induction Protocol. This is in addition to the Trust’s Corporate Induction Programme. A named member of staff will be allocated to each new starter who will coordinate their induction. The local induction will include orientation to the Borough and local statutory and non-statutory services; referral criteria, assessment and discharge procedures; documentation; specific therapeutic interventions; governance; local risk protocols and procedures. This list is not exhaustive.
· All staff must ensure they receive Mandatory training in accordance with Trust policy. They are responsible for ensuring this is updated regularly. In addition, staffs are responsible for ensuring they meet the continuing professional development (CPD) requirements of their professional bodies.
	Clinical Processes



8. Referral
· Referrals of known patients for the Crisis Resolution Home Treatment Team (CRHT) should be made by telephone or in person and can come from a number of sources. These primarily consist of: CMHTs, Specialist Mental Health Services-TCOS,EQUIP, REHAB, the City and Hackney Adult Mental Health Referral and Assessment Service, Emergency Departments/Psychiatric Liaison services and Acute Admission Wards. Referrals to HTT are generally made by a health or social care professional, although the team accepts re-referrals directly from the public (service user or carer) up to 4 weeks post discharge from CRHT. See Inclusion and Exclusion Criteria (Appendix B).
·  However from the 10th of October, the Urgent Assessment team will be open and accept referrals by telephone via the Crisis line from service users and anyone concerned about the mental health wellbeing of a City and Hackney resident. 
· Referrals will be triaged and those requiring an urgent assessment of their mental health needs will be seen within 4 hours. Non-urgent referrals, if appropriate, will be seen within 24 hours
· For clients known to secondary Mental Health teams, the first point of contact will be their own team during office hours.  Out of hours, however, they would be able to access an urgent assessment via the HTT when this constitutes an alternative to admission (see Appendix D) 

· Referral procedures: All referrals will be made by telephone or face to face to ensure all the relevant information is known to the team. At the point of referral a decision will be made as to if it will be accepted for assessment. If accepted for assessment this will take place no longer than 24 hours following the referral, or up to 4 hours if the referral is deemed urgent. In determining whether a referral is urgent factors including imminent risk to self or others will be taken into consideration as well as the referrer’s opinion on the urgency.  If, following phone triage discussion it is felt that neither Urgent Assessment nor HTT is indicated we will endeavour to signpost to appropriate alternative services and also inform the referrer.
· Referral criteria: CRHT accepts adults from 18 years and those aged over 65 with a functional mental illness that would normally necessitate hospital admission.

· Service users must be residing in Hackney or the City of London at the time of referral; be aware of the referral and agree in principle to Home treatment visits. However homeless clients can be offered an assessment via the Urgent assessment team 
· For those-Service users open to secondary mental health services, it is expected that they would have seen a health or social care professional within 48 hours of the referral (unless the service user is self-referring within 4 weeks of discharge). Referrals that have not been seen by a health/social care professional within 48 hrs of referral should be highlighted to one of the team consultant psychiatrists or the team manager in order to decide whether the referral can be accepted and/or if a review needs to be prioritised. 
· Service users with substance misuse issues or a learning difficulty are accepted where there is a co-existing mental health problem.
· Early discharges: The CRHT accepts referrals from the adult acute in-patient Wards of the City and Hackney Centre for Mental Health if, without the intervention of the team, the service user would ordinarily need to remain on the ward. The above referral criteria also need to be met. Referrals from the wards should be made to a member of the CRHT as soon as it is identified that they would benefit from input. A named member for the CRHT is identified each day to assess for early discharge. Where the patient is on leave from the ward, CRHT will update the ward team as to the progress of the service user, informing them of any significant changes in their presentation or treatment. Wherever possible, a member of the team will attend the relevant ward/management rounds. Where a patient is on leave from the ward to CRHT, consultant responsibility will be shared between the two teams.

· Clozapine titration/initiation: The CRHT accepts referrals for clozapine initiation/titration as this is an alternative to hospital admission. Referrals for initiation should be made to the CRHT Consultant. It is the responsibility of the referrer to ensure that all the relevant medical tests and work up are completed prior to referral, and that the service user understands the commitment needed to take the treatment, has given informed consent and that there is a carer present 24/7 during the initiation period. The referrer should also ensure the service user is registered with the Clozapine Clinic prior to referral. CRHT and the referrer should follow the Trust’s ‘Community Clozapine Titration’ policy. Due to the intensity of home visits required for clozapine initiation, CRHT may only take 1-2 patients for this purpose at any one time (depending on the CRHT’s caseload). Should there be more referrals than the team can safely allow, a waiting list will be instigated.
9. Assessment 

· Initial assessments are carried out by qualified clinicians of Band 6 or above. This will be completed using the electronic template and entered into the patient’s electronic record (RIO), and should include relevant personal, social and medical history; presenting complaint and mental state examination; risk history and assessment and include and impression and plan.
· Basic physical health observations should be taken if they have not already been done, and a medical review carried out if there are concerns.(See Trust’s Physical Healthcare and Medication Policy)
· New assessments will be discussed in the daily handover. 

· Any uncertainty as to the appropriateness of the referral should be discussed with a senior member of the team. 
· Referrals that have not been seen by a Health Care Professional prior to referral will be seen by a doctor routinely within a maximum of 72 hours. If an emergency medical review is required outside of normal working hours, this will be provided by the on call psychiatry service at HPM/HUH.
· All patients under HTT will routinely have a medical review within a maximum of 1week of referral. The exceptions to this would be a) those patients who have just been stepped down from an inpatient admission and b) those patients who will continue to have planned medical reviews by their Community Team Psychiatrists during period of input from HTT.
· A crisis plan will be completed for each patient in collaboration with the service user wherever possible, and a copy given to the patient. Each patient will also be given a Welcome Pack on entry to the service.
· Frequency of visits will also be discussed daily in the team’s handover.
Gatekeeping:

· Crisis service services as Gatekeeping function for all acute beds this is done through face to face via referrals from the Urgent Assessment.
· There is local agreement that Psychiatric liaison gate keep face to face for all clients that present to A&E and a telephone conversation will be held with the Crisis service and this will be documented on RIO 

· The same applies to all other service including Community Recovery teams

· Quarterly interface meetings are help between Psychiatric liaison, Acute wards ,AMPH to discuss all gate keeping issues that may arise

· HTT Doctor provides input for all 136 assessments during the day as part of Gatekeeping measure. 

10. Allocation and co-ordination of care 
· Each service user will be given a ‘RAG rating’ (Red, Amber, Green) dependent on the level of input required by CRHT. Red represents the highest intensity of care eg daily visits and Green signifying the lowest, and that the patient is near discharge. This should be discussed in each handover and altered according to the patient’s level of need.
· All patients will be allocated a Consultant Psychiatrist depending on their location within the borough, and caries overarching responsibility for the clinical management of the patient.
· All patients are entered on the team’s electronic management system – Care Flow with the relevant demographic and clinical information. This should be updated after every intervention. It is the responsibility of the shift coordinator to ensure the board is kept up to date.

· Visits are allocated to staff by the coordinator at the start of each shift. Allocation of staff should take into consideration the specific skills of the staff member, risks, gender, cultural factors and location. 

11. Medication arrangements

· Medicines reconciliation should take place for every service user accepted to CRHT and it is the responsibility of CRHT Clinicians and Pharmacist to check Summary Care Records and ensure the reconciliation process is adhered to according to the Trust Policy. If CRHT changes a patient’s medication, the GP should be notified within 24 hours of the discharge.
· The CRHT will take over the prescribing and providing of medication whilst patients are under the care of the team

· All patients under CRHT who are on or prescribed medication require a medication chart. If a patient is on leave from the ward, the in-patient chart shall be used. In all other circumstances a community medication chart will be used. Once a patient is discharged from the ward to CRHT, the in-patient chart will be cancelled, and a community chart written.
· Staff should complete the charts according to Trust policy, on every administration, or attempted administration, of medication. Staff should ensure they undertake the ‘Safe Administrations of Medication Training’ annually. Administration of medicines should only be carried out by Doctors and Registered Nurses. Other staff groups are able to monitor patient’s medication. See Trust Community Medicines policy for further guidance.
· When transporting medicines in the community, staff should ensure they are in their possession at all times, or secured in the boot of the car. It is the responsibility of the staff member to ensure medicines are transported and stored securely, and that they are administered according to professional, clinical and Trust guidelines.

· Medication should be securely stored in the CRHT Treatment Room in accordance with Trust policy. Keys to the medication cupboard should only be accessible to those qualified to prescribe and/or administer medication.

· CRHT staff should ensure regular checks are carried out on medication stored in the team base – including levels of stock, expiry dates and storage temperature. Pharmacy should be contacted wherever there are concerns regarding the above.
· Medication should be prescribed on the chart, which pharmacy will collect from the team base. 
· Band 6 nurses who have undergone the Trust’s Psychopharmacology course and in-house training are able to issue certain medications under a Patient Group Direction (PGD). The medications which staffs are able to issue under the PGD will be decided by the CRHT Consultant, Team Manager and Chief Pharmacist following guidance from the Trust Board. Staff should ensure they are familiar with the specific PGD documents for each medication they issue, follow the local PGD protocol for recording and only issue medication within their sphere of competence.
· FP10s should be kept securely and should only be accessible to prescribers. When an FP10 is completed, an entry should be made in the log book. 

12. Discharge procedures for (i) HTT
· Discharge planning should begin at the start of an episode of care with goal-oriented, recovery focussed interventions and crisis planning.
· All services involved in the patient’s care, as well as family/carers should be notified of the discharge in advance wherever possible. If the patient has a care coordinator, wherever possible a joint visit should be held.

· During the discharge visit CRHT staff should ensure the service user has a crisis and contingency plan. The service user should be key in formulating this plan, focussing on their own strengths and resources.

· A ‘Discharge Alert’ should be completed for every service user discharged from CRHT, and should be sent to the referrer and GP in a timely manner. Other key services involved in delivering care to the serviced should also receive a copy. A copy should also be sent to the service user.
· Self-Discharge – for all clients who wish to discharge against medical advice, a decision will be made in the team with the Consultant, assessment carried out re capacity and consideration or risks whether it warrants referral for Mental health assessment and this plan will be implemented. If no risks are identified the referrer will be contacted to advice of this and the client will be provided with the crisis contact (SUN, Crisis Café, Crisis line contact).
For (ii) Urgent assessment team 

· For all urgent assessments done by the Urgent Assessment Team, client’s GP and referrer will be notified of outcome by either: telephone, email or fax.
13. Service-user and carers involvement

· On entry to CRHT service users and carers should be issued with a Welcome Pack.
· Service users and carers are expected to participate in the formulation of their care plan. CRHT staff will develop the plan in collaboration with the service user wherever possible, to develop mutually agreed goals, involving the user’s social system and building on his/her strengths. Crisis care plans will be signed by the service user and uploaded on RIO, a copy being retained by the service user. If the service user refuses or is unable to sign, this will be documented.
· When formulating care plans, assessment of the service user’s capacity should take into consideration.

· The CRHT understands the importance of carers in the delivery of home-based treatment, and should ensure that carer’s needs are clearly identified and addressed. If a carer’s assessment is indicated the CRHT will liaise with the Hackney Carer’s Centre.
· In planning care and treatment, CRHT staff should take into consideration any Advance Directives that may be in place.
14. Team documentation
· Referral form
· Permission to share

· Medicines reconciliation form

· CRHT Assessment Form template on RIO – including assessment of risk.
· CRHT care plan
· Welcome pack

· Discharge alert
15. Safeguarding Children and Vulnerable Adults 
All staff in the CRHT receives regular training with regards to Safeguarding Children and Vulnerable Adults.  They are also aware of the joint working policies and procedures in place. City and Hackney Directorate has a dedicated Children and Young Persons and Mental Health link.  This worker is accessible by phone for advice or assistance. The Trust’s Safeguarding Lead, as well as the Local Authority safeguarding team is available for advice regarding vulnerable adults. 

The CRHT has Safeguarding Adults Managers (SAM's) who ensure the principles from ' Making Safeguarding Personal' (2014) are delivered in practice within this service.

The CRHT manager and respective supervisors is responsible for ensuring all staff has received the appropriate safeguarding training and that they are kept up to date.

It is the responsibility of the Clinician who identifies risks to children or vulnerable adults to raise the appropriate safeguarding alerts and DATIX incident report.
16. Equality and Diversity 

· Staffs adhere to the Trust’s Equality and diversity policies and undertake relevant training.
· Care given is sensitive to the needs of the individual taking into consideration gender, gender identity, age, spiritual beliefs, sexual orientation, disability and language.

· Interpreters should be booked for those who do not communicate in English with the proficiency to carry out an accurate assessment, or where there is no professional available to communicate in their chosen language. Telephone interpreting is available 24/7 when a face to face interpreter cannot be booked.
17. Liaison with other teams/agencies

· The patient’s GP is informed of the outcome of assessments within 24 hours of admission to CRHT, and upon discharge. The CRHT should ensure GPs are aware of any changes to medication and of discharge plans. It is good practise to update GPs regularly as to the progress of their patient.
· Staff should attend ward/management rounds and CPA meetings for in-patients under the team wherever possible. Where this is not possible, and update should be given verbally or in writing. Similarly staff should ensure good liaison with secondary care services involved in the patients care, such as community mental health teams. Where possible staff should attend clinical meetings in the community. Where this is not possible a verbal or written update should be given. 
· If a patient is care coordinated it is expected that CRHT input is in addition to any existing care they may be receiving. Regular joint visits with the community teams should be carried out to ensure smooth coordination of care.
· Staff should also encourage collaboration with other primary care and non-statutory services to ensure smooth communication and provision of care.
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18. Information Governance
· The CRHT should adhere to the Trust’s Information Governance policies.
· Consent and Confidentiality: Service users should sign the Trust’s Permission to Share Form. If they refuse, or lack the capacity to do so, this should be clearly documented, and permission sought at a later date. The same applies if a service user does not give consent to family/carers involvement in their care.
· Staff should adhere to the Trust’s confidentiality protocols with regards information sharing. Any breaches should be recorded on DATIX and reported to the information governance team.

· Progress notes should be entered on RIO contemporaneously wherever possible and they should adhere to Trust policy and guidelines.
· Staff should enter a contact on RIO for every activity with the client or carer, either by telephone or face to face.

19. Incident management 

· All incidents should be reported on Datix and a senior member of the team informed. Whenever deemed appropriate, and in all instances involving the death of a service user or serious harm to service users and/or staff, a team debrief should be carried out as soon after the incident as possible.
· Following an incident the Team Manager is responsible for ensuring appropriate remedial action is taken.
· Where an incident is likely to cause disruption to the service, the team’s Business Continuity plan should be used. The team manager should ensure that the business continuity plan is updated regularly and disseminated to the appropriate colleagues.

· Staff should adhere to the Trust’s Serious and Untoward Incident policy.

20. Health and Safety

· The CRHT should adhere to the Trust’s Health and Safety policies. The team manager should ensure all staff is aware of the appropriate policies and that all Mandatory training is carried out at the required intervals.
· The team has designated Fire Officers, First Aiders and Risk Officers who receive regular training and updates.
· CRHT staff should be familiar with the safety procedures regarding the Junction, including evacuation and the use of the pinpoint alarm system. It is the responsibility of each staff member to ensure their safety in the building.
· Lone Working: Staff should adhere to the Trust’s Lone Working policy and the local CRHT Lone Worker protocol. All staff should ensure they have their work mobile phone on them when conducting visits in the community, and that the team administrators have an up to date contact number. Staff should ensure that the shift coordinator is aware of their movements in the community. The coordinator should ensure familiarity with the local procedure should a staff member be in difficulty.
· In relation to the Urgent Assessment Team - overnight staff will undertake a risk assessment by telephone prior to deciding on the location for face to face contact with a client. 

· If clinicians are going out in the community at night they would need to inform the Night shift coordinator and HPM staff and ensure they carry their electronic devices Sky Guard with them.

21. Governance: quality, safety and performance monitoring
· CRHT will participate in all mandatory audits. It is also expected that local audits will be carried out for issues specific to the team. All staff are expected to participate in audit.
· Quality Improvement (QI): The CRHT should participate in all aspects of the Trust’s QI initiative – both in designing projects appropriate for their service, and in participating in broader projects which would impact on CRHT.

· CRHT has an audit and QI lead who represents the team in directorate wide meetings, and who coordinates local audits and projects.

· Wherever possible, CRHT treatment and care should adhere to relevant NICE guidelines.
· Service delivery will be compliant with CQC lines of enquiry.

· CRHT carries out a regular Service User and Carer satisfaction survey, and should participate in any Trust wide performance related outcome and experience measures (PROMS and PREMS). To ensure service user and carer involvement in service delivery, a quarterly Working Party is held, coordinated by the team’s psychologist. Service users and carers should be invited to this meeting, feedback from user/carer surveys discussed and action plans for service development/improvement made. These meetings should be minuted and actions shared with the team.

· Complaints: These should be encouraged wherever a stakeholder is unhappy with any aspect of the service. When possible this should be dealt with locally. In the instances when this cannot be locally resolved, complainants should be directed towards the Trust’s Complaints Department. Complaints will be dealt with according to the Trust’s Complaints Policy. Current complaints and compliments should be raised at each CRHT Business meeting. Any actions from the complaint should also be discussed there and recorded in the minutes.
· The CRHT has a number of key performance indicators (KPIs). The team manager has overall responsibility for ensuring these are achieved. All team members have access to the Reporting Services database, and should be encouraged to view this regularly.

· The CRHT is an accredited member of the Home Treatment Team Accreditation Service (HTAS) from the Royal College of Psychiatrists. The team should endeavour to assure compliance with the HTAS standards and strive for continued accreditation.
22. Implementation and monitoring of the operational policy

· The CRHT operational policy will be approved by the Directorate Management Team and reviewed at least every three years.
23. References
· Relevant Trust policies and guidance:
· Clozapine Policy
· Community Clozapine Titration Guidelines
· Community Medicines Policy
· Medicines Reconciliation Policy
· PGD Policy
· Safe Administration Medicines Policy
· Standard Operational Procedure: Fridge and Clinical Room Monitoring Storage of Medicines
· Physical Healthcare Policy
· Safeguarding Children Policy
· Safeguarding Vulnerable Adults Policy
· Information Governance and IMT Security Policy
· Complaints Policy
· Health and Safety Policy
· Lone Worker Policy
· Home Treatment Team Accreditation Scheme (HTAS) Benchmarking Standards. RCPsych. 2014.
· 5 Year forward Implementation Guide
· Perinatal joint working pathway
· East London NHS Foundation Trust Mental Health Crisis Line Services: Tower Hamlets, Newham and City & Hackney Standard Operating Procedure including NHS 111 Warm Transfers

Appendix A

City & Hackney Crisis Line
Objective:
· The crisis line is intended to address one of the Crisis Care Concordat’s 4 key areas – Access to Support before Crisis Point.

· By providing residents of the City of London and Hackney access to a crisis professional with knowledge of local services 24 hours a day, 7 days a week.
· To assist people experiencing a crisis and their carers by providing advice, assessment and referral and signposting to other services
· In cases where it is felt that a crisis line calls should lead to an urgent assessment, this can be discussed with and facilitated by the Urgent Assessment team. 
Referral Criteria & Access

The Crisis Line is available to all residents of the City of London and Hackney. The crisis can be self defined and is not subject to a threshold of nature or degree. There is a single number which is freely available to residents in GP surgeries, Pharmacies, Libraries, Hospitals and other public sites. It is also available via the ELFT website and is searchable via the internet. The crisis line will accept calls from:

· People experiencing a crisis including both those know and those unknown to mental health services

· Carers of friends and relatives of people experiencing a crisis

· 111 transfers

· Healthcare professionals
Operational Scope

•
Provision of advice and emotional support for people experiencing crisis and to their carers

•
To assess immediate risk to the person and/or their carers

•
To refer to the CHRT for further assessment and intervention if necessary including a home visit.

•
To sign post to other community services when appropriate
Hours of Operation

24 hours per day, 7 days per week.

Governance: quality, safety and performance monitoring

Calls will be recorded for training and safety purposes. Call frequency and duration will be monitored on a monthly basis. The most frequent callers to the service will be highlighted and discussed with the teams that work with them in the community. It is expected that crisis line interventions will be considered in crisis care plans. 
PREMs will be considered for the Crisis Line specifically, either through a tailored satisfaction survey or via the Friends & Family Test.
All staff receives training in basic listening and counselling skills. All staff are supervised at least monthly in line with Trust policy.
Staffing

The line is staffed by one qualified member of the Crisis Resolution and Home Treatment at all times.

All staff are graded a minimum of Band 6 and qualified in psychiatric nursing,  social work or an allied health profession.
Clinical Recording

If a caller is happy to disclose identifying information the service should complete a RiO check to see if they are known to Mental Health Services.

If known, the service should document the content of the call and outcome in the progress note and then email the clinician involved to make them aware.

If they are not known but the service needs to refer them in to services (CHAMHRAS, HTT) then the content of the call and outcome needs to be in the email referral to CHAMHRAS/HTT so that it can be reflected in the notes once open on RiO.

Those not known and not in need of Secondary Mental Health services should be documented in the excel spreadsheet.
Those who remain anonymous – All available relevant information will be documented in the excel spreadsheet.
Possible Outcomes
Crisis line calls can be resolved in a number of ways. Telephone triage and intervention may be sufficient for a large number of callers.
For those that need ongoing support, the following may be appropriate:
1. Contacting Police or Ambulance in life threatening situations

In a life threatening situation the following procedure will be adopted for transfer to police, ambulance or fire services:

· If the service user is the caller, then Crisis Line staff should call 999 for emergency services to be dispatched. It may be necessary, wherever possible, to keep the service user on the line and to offer reassurance, whilst another member of the team calls 999.
· If a carer/friend calls about a third party and it appears to be a life-threatening situation, it may be more appropriate to ask them to call 999. This may be the case, for example, if a description of the service user is needed, or if the location of the service user is complicated. If the carer has called the emergency services, the Crisis Line staff must verify services have been called by contacting 999 themselves afterwards.

· Wherever emergency services have been called, Crisis Line staff must be satisfied that services have been dispatched before taking any further action.
2. Referral to A&E when there are significant concerns regarding physical health or when the level of risk is felt to be too high for an assessment in the community 

3. Any call requiring assessments within 4hours to be carried out by the Urgent Assessment Team 
4. Referral in to Secondary Mental Health Services via CHAMHRAS or HTT
5. Referral back to Primary Care (GP)

6. Signposting or direct transfer to other services (MIND, Housing, Drug and Alcohol Services, SUN Project, Crisis café, Recovery College etc.
3
 NHS 111 Call Procedure- ELFT trust wide procedure

Once a patient has been identified by NHS Pathways and the Directory of Services (DoS) as suitable for warm transfer to a Mental Health Crisis Line, NHS 111 will contact the mental health crisis line number to locate a suitably qualified mental health professional and once connected the warm transfer process begins.

NHS 111 will provide the following information to the mental health crisis line health care professional:

· Name of patient

· Locality of patient

· Usual address of patient

· Age of patient

· NHS number

· Telephone number of patient

· Presenting issues

· Identified risks

This information will also be provided in email form to the mental health crisis line mental health professional to an identified generic nhs.net email address (see appendix 2). The mental health professional must continue to deal with the caller whilst the email is being sent.

Generally, a Health advisor will warm transfer Dx92 dispositions as these focus explicitly on patients in mental health crisis.  In the event an alternative disposition is reached, such as Speak to Primary Care service within 1 hour (Dx11) and the reason for the patient’s call was related to a mental health condition, an advanced practitioner will further assess the patient.  If the advanced practitioner deems the patient suitable for warm transfer, they will follow the same process outlined below.

Once the call has been handed over to the crisis line mental health professional and NHS 111 has ended the call at their end it is the responsibility of the crisis line clinician to resolve the call. If the call is lost at this point, it is the responsibility of the mental health professional to follow up the caller. 

Where the crisis line is unable to accept a NHS 111 warm transfer call

In instances where the mental health crisis line is busy dealing with another caller, NHS 111 will wait will attempt to transfer to one of the other 2 ELFT crisis lines and wait two minutes and then follow the same process. This process should be tried until all 3 crisis lines have been attempted and the first crisis line has been returned to for a further one minute. The Health Advisor will check nothing has changed in the patient’s condition every minute whilst on hold) and the maximum time on hold will be five minutes 

In the event that all three crisis lines have been tried with no contact, or contact has been made but none of the crisis lines is unable to accept the call, the Health Advisor will refuse the disposition by selecting the Early Exit function and warm transfer the patient to a clinician in the Clinical Assessment Service (CAS).  The patient must be warm transferred and should not be placed into the CAS queue.

Appendix B
Referral Inclusion and Exclusion Criteria   
Inclusion:
• Service users must be residents of City and Hackney or have a temporary address in the area (regardless of which area their GP is at)

· Service Provision for Adult Mental Health Services aged 18 – 65 years (and over 65 with functional presentation).

•    Adults with a primary diagnosis of mental illness and/or experiencing symptoms of mental illness of such a severity that they are at risk of requiring in-patient treatment.

• Service Users who are experiencing a crisis as a result of deterioration in their mental health of a nature and a degree that would otherwise necessitate hospital admission.

• In-Patient service users requiring facilitation of early discharge.

• Service users’ must be aware of referral and willing to engage with the Home Treatment Team, although HTT staff will endeavour to assertively engage service users whenever possible. 

Exclusion:

• Service users of no fixed abode 

· Primary diagnosis of learning disability (where there is a strong mental illness component present combined with mild learning disability referral may be accepted).

•
Primary diagnosis of established organic disorders i.e. Dementia.

•
Primary diagnosis of alcohol or substance misuse where there is an absence of a mental health crisis.

•
Service users not requiring intensive/extensive care and treatment following discharge from in-patient admission.

•
Service users presenting a substantial/serious risk of aggression or violence to staff visiting, when the risk cannot be managed by the team.

•
Service users presenting a serious risk to themselves which cannot be managed safely in the community or at relevant respite places e.g. May Tree.

•
Service users whose mental health problem is not of the severity to warrant hospital admission, and which can be better contained by existing services (e.g. Community Mental Health Teams).

Urgent Assessment Response Protocol                                                                        Appendix C                                                                                             
Response Protocol

EMERGENCY- (“999”):  Emergency services to be contacted if a patient feels unable to maintain their own safety or the safety of others until a 4 hour response;
Or if there are significant physical health concerns – eg overdose, deep lacerations

There may be occasions when a joint review with the police /LAS is appropriate (on a case by case basis)

If a patient or their carer/family agrees to call 999 our service should confirm they have done so.

Fast Response: respond within 4 hours 
•
Acutely suicidal with plans or intent to act

•
Psychotic symptoms (new or relapse) with associated distress, or potential risk to self – suicidality, command hallucinations, self-neglect or risk to others  

•
Significant self-neglect – particularly if not eating/drinking

•
Any postnatal woman with possible mental health crisis presentation

•
Any service user who is caring for children and experiencing psychotic symptoms, suicidality or significant mood or anxiety symptoms potentially impacting on their ability to care for children

(Of note: if current threats of violence or access to weapons this should revert to 999 responses for police attendance)

Crisis: Standard Response – within 24 hours for those that are not acutely unwell and not requiring 4 hour response 
Urgent Assessment/Referrals Pathway- Flowchart                                                          Appendix D         
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