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version are:

The Inpatient Continuing Healthcare (CHC) policy provides important
operational and procedural guidance for staff working directly in the inpatient
units, the wider teams within mental health services for older people and all
Trust employees. Standards of care and the expected procedures associated
with the inpatient Continuing Healthcare service are set out. These enable
staff to deliver the expected high standards of care within the Trust. This
policy is also a document which enables service users, carers and
stakeholders to be familiar and informed with the procedures and standards
of care within the Trust
All inpatient units providing CHC are committed to providing a high standard
of care and treatment in the least restrictive manner possible in a safe
therapeutic environment, promoting the privacy and dignity of service users
and respecting individual human rights. Providing a service which is
responsive to gender, sexual orientation, age, ethnic, spiritual, cultural,
religious, physical and sensory needs and ensuring that anti-discriminatory
practice underpins service delivery. HPFT inpatient wards are committed to
continuously improving the experience of service users and carers through
the inpatient pathway. Approaches which will improve service user flow and
prevent unnecessary waiting for service users will be utilised as part of the
ward philosophy. Discharge planning must be addressed within CPA
meetings and all involved be aware that the service user will only remain in
an NHS bed while they require an enhanced level of care (have complex
CHC needs) and continue to meet the eligibility criteria for NHS Continuing
Healthcare.
.
Version 3.2 has been updated to remove the requirement for Local Authority
Section 2 and Section 5 paperwork to be completed
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PART 1 – Preliminary Issues:

1. Flow Chart

Continuing Healthcare (CHC) Inpatient Flow
Chart
Inclusion Criteria
(Needs Led)

Referral
HPFT Dementia Assessment and
Treatment Inpatient unit
Or
Mental Health Services
Older People Community (MHSOP)

• Continuing Health Care
status awarded
• Diagnosis of cognitive
impairment/ dementia
• Complex mental health
needs, including
behaviour which
challenges
• Cluster 19-21

Pre Admission Stage

•
•
•
•
•
•
•

•
•

•
•

•

Planned admission via transfer from
Dementia Assessment and Treatment
unit following award of CHC status
and CHC presentation is complex

•

Planned admission via transfer from
nursing home or service users own
home if CHC has been awarded and
presentation is complex

Exclusion Criteria
People with primary
need/diagnosis:
• Alcohol/detoxification
• Huntington’s disease
• Korsakoff’s syndrome
• Social care needs only
• Alternatives, e.g. respite
care
• Predominately physical
health care needs
outweighs mental health
problems

Admission
Health & Wellbeing/Care Plan
Assessments – Waterlow, falls, nutrition
and dysphagia, moving and handling
Risk Assessment
Advance Decisions
“This Is Me”
Named Nurse allocated
Service user and carer involvement

CHC Review
CPA review 3 – 6 months after CHC award or
sooner if presentation changes
CPA review every 6 months thereafter

Discharge
(From CHC Inpatient Unit)
CHC needs have become less complex – transfer to
nursing home funded by CHC
No longer meets CHC criteria – transfer to alternative
accommodation following CHC review process
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2. Introduction
This document delivers an operational policy for Continuing Healthcare (CHC)
units within Mental Health Service for Older People (MHSOP).
This policy covers all Continuing Healthcare beds and units within Hertfordshire
Partnership University NHS foundation Trust (HPFT).
The units that provide CHC are part of a planned and integrated whole system
approach to care which is delivered in conjunction with Assessment and
Treatment units and Community Mental Health Services for Older People
(MHSOP). The service is based on Trust’s recovery principles and guidelines
along with the following national guidance;
•
•
•
•

Living well with Dementia National Strategy (DoH 2009)
National Institute for Health and Social Care (NICE), quality standards for
dementia (DoH 2010)
End of life strategy; Promoting High quality care for adults at the end of life
(DoH 2009)
The National Framework for NHS Continuing Healthcare and Funded
Nursing Care (DoH revised Nov 2012)

Within Hertfordshire any person admitted to a CHC bed must have been
assessed and treated and have a full continuing healthcare assessment,
including a recommendation from the Multi-Disciplinary Team (MDT) that the
service user meets the criteria for Continuing Health Care. This recommendation
must be verified by the Continuing Health Care and Placement Service. (See The
Inpatient Continuing Healthcare (CHC) policy)
The CHC beds directly provided by HPFT will provide CHC to those people with
the most complex and severe levels of challenging behaviour requiring additional
health support,
The service user will receive care and on-going treatment with therapeutic and
social activities that promote recovery values and principles.
Within the unit all aspects of health, including physical health, social care needs
and risk will continually be assessed by the multidisciplinary team.
Care and treatment is planned with the service user/carer within the Care
Programme Approach (CPA) and risk assessment is an integral part of process.
A written care plan is agreed with the MDT and the service user/carer.
The views of the service users and carer form part of the plan which is initially
reviewed with the MDT 12 weeks after the award of NHS Continuing Healthcare.
A review will be held earlier if the needs of the service user significantly change.
A change in need may result in a review of the CHC status by the
multidisciplinary care team and the CHC team.
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If the service users CHC status changes after a re-presentation, they may require
a change of care package, including a transfer to an alternative care setting.
3. Objectives
All units providing CHC beds are committed to;
•

Offering ongoing treatment within an in-patient setting that respects individual
rights and allows treatment to occur in the least restrictive manner possible.

•

Provide a service which is flexible and responsive to disability, gender, sexual
orientation, age, ethnic, spiritual, cultural, religious, physical and sensory
needs and ensuring that anti-discriminatory practice underpins the service.

•

Provide a high standard of treatment and care, respecting rights for privacy
and dignity, in an environment that is as safe and therapeutic as possible, for
service users in a vulnerable stage of their illness.

•

Ensure all health, social care needs and risk are assessed by the
multidisciplinary team and that an appropriate treatment/care plan and risk
management plan is agreed. The plan will include the views of the service
user and relevant carers. When service users no longer meet the criteria for
continuing healthcare there should be a sensitive and informative approach to
the process and the plans for transfer/discharge.

•

Respect confidentiality within the context of professional and legal constraints.
This will be in accordance with the HPFT Policy and Guidance on the Care
Records Management and the Local Protocol for HPFT and probation service
on Sharing Information.

•

Ensure that the recovery principles and values are integrated into everyday
practice and the service user’s well-being is promoted by appropriately trained
nursing, medical staff and others to allow holistic assessment of needs
including risk and the formulation of recovery care plans.

•

Ensure that all units adopt a palliative care approach and that the end of life
care principles are integrated into all care processes in the care pathway from
admission to discharge or death. See section 12.4

4. Scope
This policy relates to the Inpatient Continuing Healthcare units based at the
following locations:
• Lambourn Grove, St Albans
• Victoria Court, Stevenage
This policy applies to the following Trust employee’s:
• Inpatient Continuing Healthcare teams
• Inpatient Organic Assessment and Treatment teams
• Community Mental Health Teams for Older People
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•
•

Continuing Healthcare Placement team
All staff dealing with this care group

This policy is also a document which enables service users, carers and stakeholders
to be familiar and informed with the procedures and standards of care within the
Trust.
5. Definitions

STANDARD
Crisis Function of Mental Health Service Older People – Crisis assessment
and treatment function is the Rapid Response/Crisis Function of the MHSOP.
The crisis function works with service users with dementia or functional mental
illness and their carers to optimise their health and wellbeing and their carers to
optimise their health and wellbeing enabling them to return to their full potential in
their day to day life.
Mental Health Services for Older People (MHSOP) - Mental Health Services
for Older People are provided by the Trust includes social care staff as part of
integrated Specialist Mental Health Teams for Older People. The teams are
experienced at working closely with other agencies and organisations to ensure
older people receive care which is appropriate and effectively co-ordinated. To
assist with this approach, the Trust utilises the Single Assessment Process (SAP)
and the Care Programme Approach (CPA) to provide person-focussed care and
effective sharing of information between all parties.
Continuing Healthcare (CHC) - means a package of ongoing care that is
arranged and funded solely by the NHS where the individual has been found to
have a ‘primary health need’. Such care is provided to an individual aged 18 or
over, to meet needs that have arisen as a result of disability, accident or illness.
The actual services provided as part of the package should be seen in the wider
context of best practice and service development for each client group. Eligibility
for NHS continuing healthcare places no limits on the settings in which the
package of support can be offered or on the type of service delivery.
Care Programme Approach (CPA) - Is the framework for Care Co-ordination
and resource allocation within mental health. CPA is applicable to those people
under the care of Mental Health Trusts with mental health problems and the most
complex needs.
A&E – Accident and Emergency
ADL – Activities of Daily Living
AHP – Allied Health Professional
CHC – Continuing Healthcare
DGH – District General Hospital
DoH – Department of Health
DST - Decision Support Tool
EMSA – Eliminating Mixed Sex Environments
GP – General Practitioner
HCS – Health and Community Services
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HoNOS – Health of the Nation Outcome Studies
ICD 10 – International classification of Diseases
MDM – Multidisciplinary Meeting
MDT – Multidisciplinary Team
MHSOP – Mental Health Services for Older People
MOHOST – Model of Human Occupation Screening Tool
MRSA (meticillin-resistant staphylococcus aureusis) a type of bacterial infection
that is resistant to a number of widely used antibiotics.
NHS – National Health Service
NICE – National Institute for Health and Care Excellence
OT – Occupational Therapist
PALS – Patient Advocacy Liaison Service
PG - Practice Governance
PHB – Personal Health Budget
PoHwer – People of Hertfordshire want equal rights (Advocacy agency)
PSAG – Patient Status at a Glance
SBU – Strategic Business Unit
SHO – Senior House Officer
SPA – Single Point of Access
6. Duties and Responsibilities

RULE
The Chief Operating Officer is ultimately responsible for ensuring that services are
provided in compliance with this operational policy.
Senior Service Line Lead is responsible for ensuring that the policy is implemented
fully and consistently across the service, reporting to the Managing Director.
Service Line Leads work across MHSOP Community and inpatient services. In
particular to ensure that effective and efficient working relationships and processes
occur between HPFT community functions and HPFT inpatient services.
The Consultant Psychiatrist, together with their medical team is responsible for the
medical treatment of service users whilst they remain an in-patient.
A Medical Team supports the Consultant Psychiatrist and ward staff team as agreed
by the Clinical Director and Strategic Business Unit.
The Team Leader oversees all aspects of care and treatment of service users,
coordinates staffing resources and the ward environment. Ensures effective systems
are in place to support admission and discharge of service users across the 24/7
period.
The Ward Pharmacist – Ward pharmacists are clinically trained to promote safe,
effective and economical use of drugs. Pharmacy ward services include prescription
monitoring, audit involvement, medication incident reporting, intervene to improve
health and safety aspects of prescribing and administering medication, ward round
participation, advising on optimal drug therapy and the provision of specialist
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counselling on medication. Ward pharmacists, where available, liaise with medical
and nursing staff to achieve this.
The Modern Matron is, amongst others, responsible for the operational and clinical
management of the CHC inpatient unit. The Modern Matron will be responsible for
managing the quadrant bed allocation and working closely with Deputy Community
Team Manager, Consultant Psychiatrist and Bed Manager to manage and monitor
inpatient demand and capacity.
Within the ward setting the Modern Matron is responsible for ensuring the quality of
care provided is of the highest standard.
The Modern Matron is a visible and accessible figure within the ward, whom service
users and families can turn to for assistance advice and support.
Registered Nurse – Undertakes the role of Named Nurse for all service users
allocated to their ongoing care whilst under the care of CHC inpatient services. The
Named Nurse is accountable for the assessment, planning, delivery and evaluation
of care needs and liaising with other members of the MDT, other agencies, and
family/representatives.
The Named Nurse is responsible for developing a therapeutic relationship with the
service user, their family/representative, firmly based on trust, empathy, kindness,
genuineness, respect and dignity underpinned by recovery principles. The Named
Nurse will ensure the offer of a minimum of three 1:1 sessions with each of their
identified Service Users each week, and will clearly document the sessions as 1:1
named nurse sessions in the EPR. The Named Nurse will be identified on the Patient
Status at a Glance Board on each ward.
Registered nurse undertakes the role of nurse-in-charge in the absence of the Ward
Manager.
Heath Care Assistant (HCA)
The HCA`s role and responsibility is:
• To support and assist the service user with personal care needs – getting
washed, dressed, undressed, showering, continence and diet and fluid intake.
• They will report any changes in service user`s presentation to the nurse in
charge.
Allied Health Professionals
Therapy staffing for the ward include Occupational Therapy, Dietician and Speech
and Language Therapist. The Dietician will visit the unit every 3 weeks. Speech and
Language Therapist will visit the unit when service users are referred for support with
swallowing difficulties. The service received is in agreement with the Head of Allied
Health Professionals (AHPs) and the SBU.
CPA Administrator
• Is responsible for inviting relatives/ other professionals to CPA meeting
• Will write invites or phone families if CPA arranged urgently
• Writes up the notes from the CPA meeting and sends them to the family
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Duties and Responsibilities of Groups
6.1 Mental Health Services for Older People Practice Governance
This meeting monitors the quality of the SBU services, escalating quality issues
which it considers a significant risk to the Integrated Governance structure. Local risk
registers will be maintained at inpatient ward level and escalated to the SBU risk
register where necessary.
The Practice Governance meeting will report to the SBU Quality and Risk Meeting.
6.2 Strategic Business Unit (SBU) East and North Quality and Risk Meeting
This meeting is the SBU forum with responsibility for overseeing the assurance of
Quality, Practice Governance and Patient Safety in the SBU.
The meeting will:
• Promote the delivery of safe services that are effective and provide a positive
service user experience.
• Promote a learning culture through the SBU that supports the sharing of good
practice.
• Note key practice governance and patient safety issues that affect the quality
and safety of services and escalate these as necessary to the SBU
Management Committee and the Trust-wide Quality and Risk Management
Committee.
6.3 Local Unit Team Meetings
Every effort is made to provide services of high quality. Local Practice Governance
groups, involving all stake holders, meet monthly to review, reflect, prioritise and
learn the lessons identified from practice issues such as serious incidents, near
misses, complaints and compliments.
Staff are provided with space and opportunity to explore their practice and service
delivery in local practice governance meetings and forums, for example.
De-briefing is arranged after any untoward incident and there are regular
opportunities offered for discussion on practice at staff meetings and through inhouse training.
6.4 Multi-Disciplinary Meetings
Each CHC unit will hold weekly Multidisciplinary Meetings led by the Consultant
responsible for the CHC inpatients.
The meeting will be attended by the Modern Matron, Ward Manager, Named Nurses
and AHP’s as appropriate.
Community Care Co-ordinators and members of Health and Community Services will
be invited to attend as necessary.
Relatives/Representatives will also be invited to attend as appropriate.
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Part 2 - What needs to be done and who by:
7. Criteria for Admission to an In-patient Continuing Healthcare Bed
•

Individuals will have been awarded Continuing Healthcare status and have a
diagnosis of cognitive impairment/ dementia

•

Individuals will have Complex Continuing Healthcare needs, including behaviour
which challenges

•

Prior to admission to a Continuing Health Care bed, each service user will have
been treated and assessed. The responsible team working alongside the service
user and carer will have completed the NHS Continuing Healthcare checklist,
which will have indicated that full consideration for Continuing Healthcare is
required. If the checklist does not indicate that full consideration is required it
must be undertaken if the service user carer or legal representative makes a
request.

The doctor, nurse, social worker and other associated therapist will complete their
reports, the needs assessment and the decision support tool. The paperwork should
take into account the nature, intensity, complexity and unpredictability of presenting
problems and needs throughout the Continuing Healthcare domains to identify the
primary health need of the individual. See Appendix 1 for description of the 12
Continuing Healthcare Domains and (See Bed Management and
The Inpatient Continuing Healthcare (CHC) policy)
•

The service user, carer or legal representative will be part of this process and
have the opportunity to add their comments relating to the domains and the
outcome of the assessment. All paperwork including the recommendation will be
sent to the continuing care and placement service for verification. The service
user, carer or legal representative will be notified of the outcome in writing. The
CHC dementia assessment process, including responsibilities of all professionals
involved and the expected timescale can be seen in Appendix 2

•

The Continuing Healthcare Team will send a letter of verification to the carer or
legal representative confirming that the CHC criteria have been met.

•

The Continuing Healthcare units accept admissions for service users who have
been awarded Continuing Healthcare when the decision has been verified by the
Continuing Care and Placement Service Healthcare. In exceptional
circumstances a Continuing Healthcare bed can be allocated on a transitional
basis pending outcome of CHC verification by the CHC placement team

•

Where service users are transferred to the Continuing Healthcare bed on a
transitional basis the timescale for completion of the full CHC assessment and
verification process remains at 28 days from checklist.
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•

Individuals whose CHC needs are non-complex will be funded and placed in
appropriately registered nursing home placements. This is because the CHC
strategy arrangements for individuals who have less challenging behaviour to
receive CHC care through independent providers within the community. This
could include a package of care commissioned and provided in the service users
own home.

•

The decision as to whether an individual’s CHC need is complex or non-complex
is a clinical recommendation made by the MDT, qualified nursing and medical
practitioners involved in the care of the service user.

•

A formal record of the recommendation to place a service user within a HPFT
complex CHC bed will be made by the clinical team. See Appendix 3.

•

Service users with young onset dementia who meet eligibility criteria for a
continuing health care will be accepted with the agreement of the multidisciplinary team based on clinical need.

8. Pre Admission Summary
• Referral received by ward – to include discharge summary from Assessment
and Treatment ward, copies of care plans and risk assessments
• Aim for morning admission is desirable
• Information gathering and review – risk assessment, clinical need, capacity
assessment (MHSOP Community /Crisis Function MHSOP)
• Identify bed and prepare for admission
• Prepare for service user arrival
Staffing – Skill mix
Medication ward environment (gender Eliminating Mixed Sex Accommodation
[EMSA])
• Goals of admission and expected outcomes recorded
• Pre-admission Health & Wellbeing Plan completed
9. Access to Healthcare for People with a Learning Disability

RULE
HPFT have a responsibility to ensure that all people with a learning disability access
appropriate services and that they receive the best treatment available in line with
good practice and legal frameworks. Therefore all services will ensure that
• Reasonable adjustments are made to ensure that each person has the same
opportunity for health, whether they have a learning disability or not. (Equality
Act 2010)
• Assume that each person presented to the service has capacity. If
assessment shows they don’t, a decision must be made in their best interest.
(Mental Capacity Act 2005)
• Everyone has a right to expect and receive appropriate healthcare. (Human
Rights Act 1998)
Adjustments will include:
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•
•
•

•
•
•

spending time with the individual to gain an understanding of their preferences
for treatment
To ask them where they would prefer to be treated,
To provide additional support to assist with communication, this support will
be available via easy read material/and/or audio equipment. Templates for
appointment letters and easy read information leaflets are available via the
Performance page on the intranet.
If an individual continues to have difficulty understanding their treatment it is
the responsibility of the staff to refer them to a specialist learning disability
service for additional support
All people with a learning disability may have a Health Action Plan or Purple
Folder and all HPFT staff will ask for permission to see these and contribute
to the plan when appropriate
To value and welcome the contribution of the relative/carer/advocate

10. Admission Procedures
When an award for Continuing Healthcare is made and a bed is allocated staff
should encourage the carer/family to visit the unit prior to transfer. The first 24 hours
of admission are particularly important, requiring sensitive input from staff to
orientate the service user to the unit. At this stage the service user will require
guidance, engagement and reassurance. All of which will be informed by the care
plan and risk assessment. Staff will be sensitive to the service users changing needs
and respond to them in an appropriate manner.
When admission/transfer is planned the professional arranging the admission should
notify the unit and advise on details of the service user. The ward will identify an
admitting nurse who will ensure the service user and their carer /family are
appropriately received onto the ward.
On admission comprehensive information will be available on PARIS. It is important
that service users/carers are not subjected to having the same information requested
again. This process should involve the care coordinator and or named nurse.
How might COVID-19 related cohorting impact EMSA?
Cohorting guidance might mean that the previous male and female areas
wings within a ward are changed to COVID-19 positive and negative areas
wings and male and female service users are in the same area, depending on
their COVID-19 status.
Cohorting service users on inpatient wards guidelines V6
During the process of admission an assessment of needs, mental state and risk will
be jointly undertaken by the admitting nurse and medical staff and a decision made
regarding the appropriate level of immediate care, treatment and management of
risk. This initial assessment should be recorded on PARIS. The plan will be
discussed and added to by the multi-disciplinary team, during the week following the
admission.
Service users admitted/transferred under a compulsory order of the Mental Health
Act will be given information leaflets regarding their detention and legal rights and
this will be clearly documented on PARIS. All relevant Mental Health Act forms
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should be completed. Staff will be mindful that some service users may require
support and assistance in reading and understanding the information on their rights.
The explanation of the service user’s rights will be repeated throughout the period of
detention to ensure understanding.
When a service user is transferred from a dementia assessment and treatment bed
to a CHC bed, the expectation is that the CHC process will have been completed. If
a service user is admitted to the CHC bed in “transition” and the nursing assessment
is not fully completed, then it must be completed by the receiving team in the CHC
unit.
As previously, where service users are transferred to the Continuing Healthcare bed
on a transitional basis the timescale for completion of the full CHC assessment and
verification process remains at 28 days from checklist.
General Practitioners (GPs) will be notified, by ward staff, of the admission on the
first working day after the admission has taken place.
• For Lambourn Grove this will be at the weekly GP visit if the service user has
physical health needs
• For Victoria Court this will be daily visit (Mon – Fri)
On the day of admission the Specialty Doctor will undertake a physical examination
and clerking procedure of the service user.
During the admission process the needs of carers will be considered and they will be
given information regarding Carers Assessments and any other local help that can
be accessed, and information on our unit based relative/ carers groups
On admission service users/carers will be given the following information:
• Service User Information Pack
• Leaflets on any drugs prescribed (if appropriate)
• Legal Rights Leaflets for detained service users (if appropriate)
• ‘This is me’ leaflet
• Copy of their care plan (or explained or to family or carer) – This will be
available within one week of admission and will be kept in the service users
bedroom
• Continuing Health Care information leaflet
10.1 Service User Orientation and Welcome
Following the initial assessment the service user is orientated to the ward. They will
receive a Welcome Pack detailing the function of the ward, the ward routine, meal
times and access to advice and support and other information which may be use.
All belongings the service user brings with them on admission are recorded on a
Property Information Sheet which is kept with the service user’s records. All property
is checked by a member of ward staff to ensure that no items can cause harm to the
service user or others.
Any items that pose risks are removed and stored for safe keeping in the ward’s
storage. Items of value can be placed in the ward’s safe located in the ward office.
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10.2 Good Practice Standards for Admission
RULE: Good practice standards for admission aim to provide a consistent level of
quality measures during the admission process. The standards are inclusive of all
service users admitted.
The standards relate to the process of admission and are inclusive of all service
users. The process is straightforward and it is expected the in the main it will be
easily incorporated by most mental health inpatient unit operational policy.
Admission standards cover the following five areas of admission activities;
• Information Gathering
• Welcoming
• Orientating
• Property checks - The Patients property procedure and finance procedure will
be adhered to, including as appropriate the use of a disclaimer.
• Joint Nursing and Medical Assessment.
The Ward Manager/Team Leader will provide training and familiarisation to these
standards for all staff.
For detail on standards requirements see Appendix 4
10.3 First 24 hours Summary
• Admission checklist completed
• Identify urgent needs/risk assessment/observation level – physical health check
to include bloods and body map
• Identify/allocate Named Nurse
• Review assessments – Update Risk assessment; further Mental health medical
assessment; review of status if under Mental Health Act Section
• ICD 10 must be recorded
• Screening for MRSA in line with Healthcare Associated Infection (HCAI) Policy
• Covid 19 Status is also required
Every bedroom has a lockable drawer for service users to securely store personal
items they wish to keep with them.
11. Capacity to Consent
Every admission requires a capacity to consent to be undertaken.
The Mental Capacity Act 2005 provides a statutory framework for acting and making
decisions on behalf of individuals who lack the mental capacity to do so for
themselves.
The Act requires an assessment of capacity. If following assessment the service
user does not have the capacity to consent to the proposed treatment. An
Assessment of Capacity must be completed, and Best Interest Decision is required.
Discussion should take place within the multidisciplinary team and with relatives and
carers.
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The Mental Capacity Act also contains procedures for authorising the deprivation of
liberty in hospitals of people who lack capacity to consent to being detained in a
hospital.
(See Medical Treatment for Mental Disorder under the MHA Policy)
12. Services for Inpatients
Personal advice is offered by nursing and community staff on a range of issues
including:
• Rights under the Mental Health Act
• Patient Advocacy Service (PoHwer)
• Patients Advisory Liaison Services (PALS)
• Unit Relative/ Carers Groups – available at Lambourn Grove and Elizabeth
Court.
Specific services will be arranged for service users from different ethnic backgrounds
and an interpreter will be identified if this is required.
Spiritual and religious guidance/chaplaincy for all denominations is available on
request.
An advocacy service will be available to service users.
Ward activities are organised daily for service users and are programmed on the
ward notice board. These may include games, discussions and organised activities.
Occupational Therapy (OT) is part of a service users treatment throughout the period
of inpatient stay with sessions on the ward.
In all units there is a picture board showing photographs of staff to aid identification.
12.1 Meaningful Activity, Treatment and Therapy Options
Staff believe in empowering service users to take an active part in their treatment
and be involved in planning their ongoing care.
The aim is to respond to individual therapeutic need through person centred planning
and provide activities that are meaningful to an individual’s recovery. Games and
activities are available on the wards.
Daily activities will be displayed on the activities board in the seating/dining area on
each of the wards.
12.3 Recovery
Ward staff are committed to a recovery model of work that builds on the personal
strengths and resilience of the service user. Encouraging hope and respecting
diversity. The service user, their family and support networks are central to the
process of any work undertaken by ward staff.
12.4 End of Life Care
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End of life care is care that: Helps all those with advanced, progressive, incurable
illness to live as well as possible until they die. It enables the supportive and
palliative care needs of both patient and family to be identified and met throughout
the last phase of life and into bereavement.
End stage dementia is associated with advanced dementia which is a terminal
diagnosis and 55% of the patients die within 18 months of this diagnosis. Old Age
services should be able to recognize that end stage dementia is a terminal condition
and end of life care should be focused on maintaining the best possible quality of life
for patients and their relevant clinical presentation should be taken into account.
Families should be actively involved in care planning.
End stage dementia requires end of life care which includes palliative care and
should focus on helping the patient live as well as possible providing necessary care
and maintaining their dignity. Care providers should take into account patient’s
wishes, preferences, any advanced care planning including ceiling of care. Families
should be proactively involved in this process. End of life care in dementia involves
various professional's working together including local GP, community nurses,
district nurses, social workers and palliative care nurses. The professionals keep the
patient where appropriate and families/carers involved in the care of the patient and
part of discharge planning.
End of life pathway indicates that the patient is approaching end of life and likely to
die within the next 12 months. However, this may happen with a few days or weeks
or may last for months or sometimes years. Therefore, inpatient units should access
necessary palliative care support and depending on the clinical presentation,
patients can be looked after on in patient units for up to a maximum of 2-4 weeks
before being placed in appropriate settings. Patients with end stage dementia where
death is expected within hours to few days (terminal phase) are best cared for in the
setting where they are which may be a psychiatric in patient unit. Care in a dying
phase (terminal phase) includes stopping non-essential intervention and drugs,
consideration of pain relief, spiritual and religious support, bereavement planning
and support for families and carers.
In all other patients with end stage dementia, where life expectancy is predicted to
be more than 28 days, discharge planning from an acute psychiatric assessment and
treatment inpatient unit should be put in place proactively involving families and
palliative care teams, local GPs, district nurses and social workers. This team of
professionals should keep the families updated of the person’s condition, changes to
their presentation and be involved in decision making and discharge planning.
Many hospitals have specialist palliative care teams that work alongside and help
hospital staff to care for people nearing the end of their life. Locally in HPFT,
community palliative care teams provide staff with specialist advice on pain and
symptom control and can help staff with discharge plan or transfer to a hospice,
community hospital or care home or patients own home.
Standard Operating Procedure (SOP) Resuscitation Response to patients in
isolation with suspected or confirmed Covid-19 v4.
Clinical Management Resus Council UK statement on Covid-19 in relation to nonacute hospital settings
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13. Ward Functions
All inpatients units will use a holistic approach working closely with individual service
users to achieve a therapeutic intervention whilst maintaining maximum
independence. Staff believe in empowering service users in order for them to take
an active part in their care despite limitations due to the progressive nature of
Dementia or mental illness. In order to effectively provide this Team Leaders (or
delegated representative) ensure:
•
•
•

•
•
•
•
•
•
•
•
•
•
•
•
•
•

Every service user on the ward has an identified Named Nurse who will spend
time with the service user a minimum of three times per week.
The Named Nurse will be contact person for appropriate carer and meet with
them on a regular basis, updating them and keep the involved their loved one’s
care.
The Named Nurse /co-worker will work with the service user and families to
ensure they have life story work and understand the uniqueness of the individual.
This will include; Knowing me Knowing you poster and the Alzheimer`s document
“This is me”.
The Named Nurse will ensure the service user/carer is aware of ward routines
including ward rounds and CPA Reviews.
The Named Nurse will have pre CPA meeting with the carer so they are aware of
the changing needs of the service user and are up to date with current needs.
Nursing staff participate in ward rounds/reviews and feedback on the service
user’s progress and concerns.
The Nursing Care Plan and the agreed CPA Care Plan is facilitated by ward staff
and enhanced by knowledge of the service user through life story work.
Activities within the community are facilitated if this is part of an agreed care plan.
Nursing staff participate in risk assessments and reviews.
The Named Nurse will complete the CHC pack and Decision Support Tool (DST)
for their service users, including liaising with family regarding the CHC pack.
(See Named Nurse Policy)
When service users are ready for discharge from a CHC bed nursing staff may
facilitate planned leave in the new environment when an up-dated risk
assessment indicates this is appropriate and medical agreement has been given.
Nursing staff ensure service users are aware of how to access the Independent
Mental Health Advocacy in Hertfordshire and the Patient Advisory Liaison
Services (PALS).
Nursing staff facilitate different ward based activities based on individual need
and preference.
As the need arises nursing staff offer day to day guidance and planned meetings
to support carers.
When any in-patient requires closer monitoring (observation) this will be in
accordance with the HPFT Safe and Supportive Observation Policy
At the end of each shift there is a handover meeting addressing the individual
needs and care of all service users on the ward.
A tracker of all service users and CHC status will be completed weekly and sent
to the CHC Placement team for monitoring.
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•
•
•

The Team Leader or Deputy will attend the weekly CHC monitoring meeting to
update on service user status and to plan for CHC admissions and discharges.
There is a regular staff meeting held at no less than monthly intervals, to support
and inform staff, reflect on clinical issues and identify any group training needs.
Home leave is agreed with the nurse, family/ N.O.K and Consultant to review risk/
care plan and manage support if required. Whilst on home leave the bed is
classed as a leave bed and should not be used.

13.1 Continuous Ward Improvement and Service User experience
HPFT inpatient wards are committed to continuously improving the experience of
service users and carers through the inpatient pathway. Approaches which will
improve service user flow and prevent unnecessary waiting for service users will be
utilised as part of the ward philosophy. These may include initiatives such as;
‘Red and Green Bed Days’ - a visual management system to assist in the
identification of wasted time in a patient’s journey with the purpose of taking action to
reduce this waste - both for the individual patient and for any systemic issues.
At the centre of the system is the person receiving the inpatient care whose
experience should be one of involvement and personal control, with an expectation
of what will be happening and when.
The approach is used to reduce internal and external delays and forms part of a set
of ideas and techniques which seeks to achieve (clinically appropriate) flow through
the acute care pathway. The Red and Green days process is linked to a simple set
of rules that support flow through the inpatient / acute care pathway. These are
represented by the acronym SAFER:
S - Senior Review. All patients will have a review before midday by senior clinicians
/ consultant giving a focus on ‘next steps’ and planning and co-ordinating care
effectively.
A - All patients will have a Predicted Discharge Date (that patients are made
aware of) based on the criteria for discharge status agreed by clinical teams.
F - Flow of patients will commence at the earliest opportunity (by 10am) from the
assessment ward to treatment wards. Wards that routinely have patients transferred
from the assessment ward are expected to ‘pull’ the first (and correct) patient to their
ward before 10am.
E – Early discharge. Patients will be discharged (moved on) from inpatient wards
before midday. TTO’s (medication to take home) for planned discharges should be
prescribed and with pharmacy the day prior to discharge wherever possible to do so
to help facilitate this.
R – Review. A weekly systematic review of patients with extended lengths of stay (>
14 days) to identify the issues and actions required to facilitate move on. This will be
led by clinical leaders supported by operational managers who will help remove
constraints that lead to unnecessary patient delays.
14. Care Programme Approach
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14.1 Care Co-ordination
All in-patients service users will be on Care Programme Approach (CPA).
During the course of any admission service user details and family contact details
must be collected and entered onto PARIS. For known service users this information
may already be recorded however its accuracy should be checked and updated any
omissions noted, by the admitting nurse or member of staff addressing that aspect of
the record.
The first ward round/review following a new admission/transfer to the unit should set
a date for CPA review, at the review the needs, mental state and risks will be
reviewed. A care plan and risk assessment should be agreed.
All inpatients will have an allocated care coordinator and or a named nurse under
CPA is identified from within the ward team. The named nurse (or delegated
representative) has specific responsibilities in relation to the co-ordination of care,
having regular contact with the service user and their carer/family and will be a point
of contact for carer.
The Named Nurse will utilise the agreed Nursing Summary format to prepare a
summary report for the CPA meeting. See Appendix 5
At the CPA review Enhanced Risk Assessment must be completed advanced care
planning must be documented. This must not be introduced for the first time in the
ward round or CPA
During the course of the admission service users and relevant carers will be
encouraged to be involved in the formulation of the CPA Care Plan, this will include
relevant care and treatment whilst in hospital and identify the services required upon
discharge, when service user no longer meets the criteria for a CHC bed.
CPA reviews will occur on the ward at regular intervals. Initial CPA will be 12 weeks
following decision to allocate a CHC bed and then at 6 months intervals. This will be
sooner when a service user no longer meets the criteria for a continuing health care
bed. Planned discharges from in-patient care must be preceded by a pre-discharge
CPA and risk assessment review.
The service user, and appropriate carers if agreed, will be given a copy of the CPA
Care Plan and have an opportunity to express their views on its content.
Staff will be mindful of the needs of carers in relation to the treatment and care of
their relative. Service users will be encouraged to share information with the carer;
named nurse should be a point of contact for appropriate carer. Carers will be
advised of the support they can receive from Carers in Hertfordshire and local
information regarding support for carers will be in the units leaflet rack.
In-patient services will comply with all the requirements of the HPFT Policy on
Delivery of Care Policy (Incorporating the Care Programme Approach).
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Service users are encouraged to complete an “Advanced Decision” indicating their
views on treatment. For further information see MCA Advanced Decision to Refuse
Treatment Policy
14.2 Formulating the Care Plan
In-patient services are committed to a whole system approach and to maximise their
connections with all community services and other agencies. In particular strong
working relationships with the MHSOP Community and Health and Community
Services are seen as important in order to maintain the service users links with their
community during the period of in-patient care
Weekly ward rounds and CPA reviews are the venue where all disciplines, from both
inpatient and community teams, meet together with the service user, relevant carers,
and any other involved services or agencies to formulate and review plans. These
plans are formally agreed at the CPA review.
Following admission/ transfer to a CHC bed, a comprehensive multidisciplinary
review health, psychological, social care and risk assessment will take place during
the during the initial weeks. Family difficulties, including child protection or
vulnerable adult issues, will be identified. The ongoing assessment of physical health
needs is seen as an integral part of this comprehensive assessment. The Named
Nurse will co-ordinate. The needs identified form the basis of the CPA Care Plan
which will include medical and psychological aspects of treatment together with
details of how any community social care, physical health and cultural and spiritual
needs will be met.
A Nursing Care Plan, written by nurses on the ward, and based on the service user’s
life story, records the daily therapeutic/social activities the service user will attend
required during the in-patient episode which will assist the service user’s ongoing
care. The Nursing Care Plan should be recovery based and is monitored daily, updated and shared at ward round reviews.
The carers needs will be identified and a Carers Assessment arranged by the Care
Coordinator/ Named nurse if this is required and desired.
The CPA Care Plan will address issues that emerge during the treatment period or
can be anticipated upon discharge from in-patient care.
15. Managing Risk
Risk is defined as “The likelihood of an event happening with potentially harmful or
beneficial outcomes for self or others”.
The creation and maintenance of an environment which is as safe as possible for
service users, visitors and staff is of high importance.
Regular health and safety inspections should occur to optimise the physical safety of
the ward. HPFT Policies will be adhered to in this.
Inpatient Unit will have sufficient staff with appropriate qualifications and experience
on duty at all times to manage the number of service users on the ward. The number
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of staff required will reflect the levels of risk and will be reviewed daily, or more
frequently, by the Team Leader (or delegated representative).
Managing Covid-19 risk
The Trust recognises the importance of protecting Older Adult service users who
may be more vulnerable to Covid-19. All staff will follow HPFT current Infection
Prevention and Control and Personal Protective Equipment guidance and practices
to protect themselves, services users and carers during face-to face interventions.
16. Safe and Supportive Observations
Closer monitoring (supportive observation) of a service user when required is in
accordance with the Trust’s Safe and Supportive Observation Policy

RULE:
The Nurse in Charge is accountable for the review of supportive observations and
should ensure they have in place systems to oversee and report significant changes
that support robust handover and on-going continuity of care in a timely manner.
The lighting at night time may be subdued to enable safe and supportive
observations at night time with minimal disturbance to the service user.
All service users and their carer or legal representative will have a copy of the Safe
and Supportive Observations leaflet to ensure they are aware of the level of
prescribed observations, the reason for them and to facilitate a shared
understanding and awareness of the checks to be made.
17. The Care Act 2014
The Care Act 2014 builds on recent reviews and reforms, replacing numerous
previous laws, to provide a coherent approach to adult social care in England. Part
one of the Act (and its Statutory Guidance) consolidates and modernises the
framework of care and support law; it set out new duties for local authorities and
partners, and new rights for service users and carers.
What does the Care Act 2014 aim to achieve?
Assessment,
including carers
Wellbeing

Prevention

Information, advice
and advocacy

Understand how the process works, be able to explain it to
people seeking care and support, and guide them to their
local authority.
New statutory principle of individual wellbeing – (physical,
mental and emotional of Client and Carer) underpins the
Act, and is the driving force behind care and support.
Local authorities (and their partners in health, housing,
welfare and employment services) must now take steps to
prevent, reduce or delay the need for care and support for
all local people.
The Act places a duty on local authorities to ensure that
information and advice on care and support is available to
all and when they need it. Independent advocacy must
also be arranged if a person would otherwise be unable to
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Integration

National eligibility
criteria

participate in, or understand, the care and support system.
The Act includes a statutory requirement for local authorities
to collaborate, cooperate and integrate with other public
authorities e.g. health and housing. It also requires seamless
transitions for young people moving to adult social care
services.
Understand the criteria, be able to explain it to people
seeking care and support, and guide them to their local
authority.

For further information go to;

•

The Care Act 2014
(with all changes known to be in force on or before 16 July 2018)

18. Protected Meal Time
The meal times on the wards are protected, to enable minimal disruption. However, it
is acknowledged that the additional support that family members and carers can
provide to service users is an integral part of their recovery, including support at
meal times. This will continue to be supported by the ward staff and identified in the
individual’s care plan.
19. Visiting (Adults and Children)

RULE:
Standardised visiting times will operate on the continuing healthcare units.
It is also acknowledged that visiting hours can be a time when families and carers
like to meet with staff, which may be a challenge for the staff to give the time and
attention needed, as well as ensure the ward continues to be managed safely. In
addition to the monthly Modern Matron surgeries appointments to meet with
members of the MDT may be booked via the Ward Clerk.
Child visiting is undertaken following the procedures detailed within the Trust’s Child
Protection: Child Visiting Policy Service user care plans must include details of
children who may visit and relevant risk assessments must be in place to ensure a
child’s welfare and safety
Covid 19 Visitors Guidance can be found on the trusts Intranet
Visitor Guidance COVID19 V3
20. Discharge from a Continuing Healthcare Bed
Discharge planning must be addressed within CPA meetings and all involved be
aware that the service user will only remain in an NHS bed while they require an
enhanced level of care (have complex CHC needs) and continue to meet the
eligibility criteria for NHS Continuing Healthcare.
When a CPA review is held, if the MDT assesses that the service user’s needs have
changed and they no longer have a primary healthcare need, it must be clearly
explained to the service user /carer. The doctor, nurse, social worker and other
associated therapist will complete their reports, the needs assessment and the
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decision support tool. The paperwork should take into account the nature, intensity,
complexity and unpredictability of presenting problems and needs throughout the 12
domains to identify if the service user no longer has a primary health need. The 12
domains within Continuing Healthcare assessment refers to; behaviour, cognition,
psychological/ emotional, communication, mobility, nutrition, continence, skin
integrity, breathing, drugs, consciousness and any other need not considered in
other domains. See Appendix 1
20.1 Decision Support Tool Meeting and Relatives Involvement
The service user, carer or representative will be part of this process.
The CHC Framework envisages that, for the purposes of completing the DST and
making a recommendation regarding eligibility for NHS CHC, the MDT will normally
hold a meeting at which the individual’s needs are discussed, the appropriate
weighting on each of the DST domains is decided, and an agreed eligibility decision
is reached. In doing this the MDT will be drawing on the overall assessment of the
individual's needs and on any relevant records and reports from professionals
involved. The Framework requires a meaningful multidisciplinary discussion about
the correct recommendation to be made. In any event, it is important to involve the
individual and/or their representative as fully as possible in this process, though the
CCG may decide not to have them present for the part of the meeting where the
eligibility recommendation itself is discussed. NHS Continuing Healthcare Guide
for Health and Social Care practitioners
Ensuring a consistent person-centred Assessment. NHS England, Directors of
Adult Social Services Sept 2014
There is no requirement for the relative to be present when the CHC
recommendation is made. This is a clinical/professional judgement. The relative is
invited to attend the professional meeting. Professionals discuss and complete the
DST and may ask the relative for information as appropriate to help inform the
recommendation. The views of the representative should be sought and recorded.
The relative is thanked and explained that they will receive the DST and verification
outcome in due course. The professionals involved reach agreement on the eligibility
decision.
All paperwork including the recommendation will be sent to the continuing care and
placement service for verification. The service user, carer or representative will be
notified of the outcome in writing
If the recommendation is upheld by the verification process within the continuing
care and placement service the outcome will be confirmed in writing to the service
user carer or legal representative. If the outcome identifies that the service user
continues to meet the criteria for Continuing Healthcare they will remain in our
services. If the service user is assessed as no longer meeting the criteria for
continuing healthcare this outcome will be confirmed in writing and the service users,
carer or legal representative will be given 14 days to request a review of the
decision. If a review is not requested the service user will be referred to the allocated
social worker who will assist in finding an alternative care package which may be
subject to a financial assessment.
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The agreed process for CHC review including professional responsibilities and
timescales can be seen in Appendix 6
The final CPA review, prior to discharge, should identify the date of the first
community review, and the name of the Care coordinator. The date for the 7 day
follow-up contact will be agreed. It should detail who will remain involved and what
their role will be.
The GP is notified in writing of the discharge, place of discharge and current
medication within 24 hours of the transfer. The GP is notified of the discharge by fax
notification within 48hrs and the discharge summary is sent within 14 days together
with the final CPA Care Plan and risk assessment.
20.2 Non CHC eligibility following full CHC assessment
Statutory guidance is clear that NHS eligibility for CHC is not indefinite. See
guidance Department of health & Social Care National Framework for NHS
Continuing Healthcare and NHS-Funded Nursing Care Continuing Healthcare 2018
If following review of CHC eligibility a person is found to be no longer eligible, then
notice will be given to the service user/relative or representative of intention to cease
CHC funding and CHC placement. For persons in HPFT CHC units arrangements
will be made for transfer to a suitable placement.
The individual’s representative is informed in writing of the outcome of the
verification and their right to appeal. If the representative appeals against the
outcome, during this time planning for discharge/transfer to an appropriate
placement will proceed as the person no longer requires NHS inpatient care or CHC
placement.
The person will be transferred to a placement of their choice under the HPFT Policy Supporting Service Users’ choices to avoid long hospital stays: Specialist mental
health Services for Older People, 2017
In preparation for discharge, if a CHC decision appeal is ongoing the service users
care needs will be assessed; including financial means test for care funding will be
completed. If the decision re CHC appeal is overturned at any stage the service user
will be recompensed if CHC eligibility is found.
In these situations the local resolution process will be applied but if this fails the
individual has the right to appeal to NHS England, and ultimately to the Health
Service Ombudsman.
The Trusts’ decision remains valid and in place unless or until either stage of the
process recommends that a service user is eligible. Refer to Age UK - Factsheet 20
NHS continuing healthcare and NHS-funded nursing care November 2016
About Funding your care once you challenge the CCG decision
20.3 Discharge Summary
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•
•
•
•
•
•
•
•

Facilitate discharge as per discharge checklist (scanned onto EPR)
Review risk assessment/contingency/after-Health & Wellbeing/Care Plan,
based on needs and context of discharge placement
Covid 19 Staus is also required
Inform care coordinator of date of discharge for 7-day follow up
CPA documentation sent to service users/carers and ‘having your say’ forms
Inform GP of discharge and medication
Update/confirm ICD10
Inpatient episode closed
- Discharge home
- Discharge to care home
- Discharge to CHC
- Discharge to another pathway
- Discharge to medical ward, District General Hospital (DGH)

20.4 Supporting Service Users’ choices to avoid long hospital stays
HPFT works to a policy know as Supporting Service Users’ choices to avoid long
hospital stays. This policy is taken from nationally recommended guidance for
managing the discharge process to ensure it is clear, consistent and fair. The policy
applies to service users receiving care under CHC.
This policy supports people’s timely, effective discharge from inpatient settings, to a
setting which meets their diverse needs. It applies to all older adult inpatient settings
in HPFT and needs to be utilised before and during admission to ensure that those
who are assessed as no longer requiring a specialist inpatient setting can leave
hospital in a safe and timely way.
The aim of the policy is to;
•

Ensure that service user choice surrounding discharge is managed sensitively
and consistently across the trust, and people are provided with effective
information.

•

Set out a framework to ensure that NHS inpatient beds are used appropriately
and efficiently for those people who require specialist mental health inpatient
care.

•

Set out a clear process for when service users remain in hospital longer than is
clinically required.

21. Personal Health Budgets
Hertfordshire Partnership NHS Foundation Trust (HPFT) offer Service Users (SU’s),
who meet the criteria for Continuing Healthcare (CHC), the option of applying for a
Personal Health Budget (PHB). A PHB is an allocated amount of money to support
a person’s identified health needs. It can be used to provide a care package tailored
to meet individual needs allowing a high degree of personal choice within set
boundaries, ensuring that the SU’s needs are met without presenting a risk to
themselves or others.
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A PHB can be used in one of three ways.
1) A Notional Budget – where the commissioners (HPFT) holds the budget but
utilises it to secure services based on the outcome of discussions with the SU
or appropriate person/organisation.
2) A Third Party Budget – where an organisation independent of the individual
and the NHS manages the budget on the individuals behalf and arranges
support by purchasing services in line with the agreed care plan.
3) A Direct Payment – where money is transferred to a SU or there
representative or nominee who contracts for the necessary services on the
SU’s behalf.
HPFT can provide support to apply for a PHB and will continue to monitor the care
plan to ensure that the services provided are appropriate to meet the changing
needs of the individual.
22. Staff Systems
22.1 Staff Handovers

RULE:
The Nurse in Charge ensures an appropriate induction at the commencement of shift
and a full handover at the end of the shift. Handovers are held in the Nursing office,
in front of the Service User Information White Board and is attended by all the staff
in the oncoming shift. It will be the responsibility of the nurse in charge to make sure
the information is kept up to date.
The handover should highlight the relevant risks for each service user, the reason for
admission, the risk profile and any changes in risk and the standard handover forms
should be used.
22.2 Shift Planning

RULE:
The ward uses the standardised shift planner at the commencement of every shift.
It is the responsibility of the Nurse in Charge to effectively communicate and clearly
outline all delegated roles and responsibilities and ensure compliance and. To also
ensure these are documented. The White Board boards are also updated at the
commencement of every shift to ensure clarification is maintained.
Agile working and working from home for staff will be supported to maintain Covid
safe office practices, following appropriate consultation with managers and according
to service need. Staff who undertake agile working or work out of home will be aware
of and follow the guidelines within the Working from Home policy.

22.3 Locked Door

RULE:
Entry to and from the ward is managed by the ward staff; the entry door into the ward
will have a key pad for entry/exit.
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22.4 Alarm Systems and Responding
All staff must carry an alarm/pager on their person when in the building.
• Be issued to each member of staff prior to their first working day in the
continuing care unit. be issued to bank and agency staff by main reception
when entering the building
• Be checked for good working order and batteries when required.
• If an alarm is pressed or the cord pulled, the pager will bleep and the location
will appear on the screen for the team to attend.
• A Datix form must be completed in line with the Trust’s Incident and Serious
Incidents Requiring Investigation Policy
22.5 Bed Management

RULE:
To minimise inappropriate/avoidable admissions, daily bed numbers are sent into
and (Monday to Friday) are held with the Older People Service Bed Manager for all
in-patient services and the Team Leader (or delegated representative) from the
wards.
Updates on current bed availability are recorded by use of the Bed Alert grid – green,
amber, red or black. Please refer to the Trust’s Bed Management on Mental Health
Acute and Assessment inpatient Units, including Escalation Policy.
Bed status is recorded using the Bed Alert Grid on each of the ward’s PSAG board.
The Modern Matron, Team Leader or delegated representative is responsible for
ensuring these are updated each shift
Out of hours, the Nurse in Charge ensures that the bed states are monitored and
updated on the PSAG boards for every shift.

23. Medical Cover
Whilst an in-patient every service user has an allocated named Consultant
Psychiatrist.
The Consultant, together with his/her medical team is responsible for the medical
treatment of the service user whilst they remain an in-patient.
GP cover will continue to be provided to assess and treat minor physical ailments
Appropriate medication is prescribed if necessary and the service user/carer given
information on the treatment, likely positive outcomes and possible side effects.
When available and it is appropriate, taking into account the clinical picture, they will
be given a leaflet on the medication prescribed.
Every in-patient is reviewed at least weekly by the Named Consultant and/or (if on
leave) medical team. If concern arises at any time this is reported by nursing staff to
the medical team who arrange an early review.
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During the course of the admission in the weekly ward round/review meeting the
Named Consultant and the medical team work together with nursing and other
appropriate staff to ensure the service user receives care that addresses all ongoing
needs.
Prior to admission to CHC bed they/carer they will be aware clinical diagnosis but
may need information regarding the condition, treatment and prognosis.
Out of hours cover is provided through the HPFT, SHO on call rota and on call GP
arrangements. Each unit will have local arrangements for GP service level
agreements.
FOR MEDICAL EMERGENCIES DIAL 999 AND CALL FOR AN AMBULANCE.
FOR VIOLENT INCIDENTS NOT MANAGABLE USING RESPECT TECHNIQUES
DIAL9- 999 FOR POLICE ASSISTANCE.
Within office hours the medical advice will be available within all units Local
procedures apply. Out of hours the duty SHO or GP will be called to attend.
If they cannot attend urgently then call the consultant on call. The on call manager
should be contacted in case additional staff is needed or redeployment of staff.
24. Medical Emergency

STANDARD:
In the event of a medical emergency, the Nurse in Charge is responsible for
contacting the emergency services by dialling 999.
The Nurse in Charge is also responsible for notifying the reception about the medical
emergency during day time hours.
The emergency crash (grab) bag and an AED is located in the clinic room.
It is the responsibility of the Nurse in Charge to oversee the emergency situation,
delegating responsibilities effectively.
Staff must familiarise themselves with the Trust’s Resuscitation and DNR Policy
24.1 Death
All deaths must be reported to the Service Line Leader (or second on-call if out of
hours) immediately. The medical officer or GP must be notified to certify that death
has taken place. Please refer to the Department of Work and Pensions leaflet; What
to do after a death (DWP28)
This guidance outlines the precautions required to minimise the risk to Trust staff,
relatives of the deceased person and funeral directors when the deceased person
may pose an infection hazard.
Staff Responsible for Care after Death Policy v5.3
24.2 First Aid
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There are designated first aiders on Continuing Health Care units in accordance with
the Trust’s First Aid at Work Policy. A list of the First Aiders is displayed at the
reception.
25. Medical Gases

STANDARD:
All gas cylinders must be appropriately stored and fixed to prevent them falling over
in storage or during transportation.
Guidance on Oxygen gas cylinders during the coronavirus pandemic
Guideline on ordering and decontaminating oxygen cylinders within HPFT inpatient
services v1
26. Medical Devices

RULE:
The ward has a Medical Devices lead responsible for ensuring that all staff receives
the training in the safe use of medical devices, they must keep the medical devices
yellow folder up to date.
They are also responsible for ensuring all equipment is calibrated and records
maintained according to the Trust’s Medical Devices Management Policy.
The Trust has a Service Level Agreement with West Hertfordshire Hospital Trust for
the maintenance of Medical Devices.
27. Medicines Management
Pharmacy staff undertake a variety of activities on CHC units, including:
• Clinical Pharmacist prescription review (Monday to Friday)
• Medicines Reconciliation is normally carried out by clerking-in doctors at
admission (Monday to Friday)
• Supply of medication for use on the ward
• Supply of discharge medication
• Attendance at MDT meetings, according to resources
• Provision of education and training
• Provision of service user information and counselling
• Maintenance of the emergency drug cupboard
• Purchasing of medication
• Medication information enquiries
• MHA screening of T2 and T3 forms in conjunction with the prescribing
and nursing staff
• Quarterly checks on Controlled Drugs
• Destruction of medication including denaturing Controlled Drugs
• Collection of unwanted or waste medication to be returned to Pharmacy
• Reporting interventions
• Reporting and investigating medication incidents
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•
•

Audit inspection safe and secure handling of medicines every 3 years
Comment on and review policies relating to medication

28. Phlebotomy, Pathology, Microbiology, X-ray, Scanning & Other
investigations
Phlebotomy; all units will have local arrangements where either unit doctor or visiting
GP will take bloods and unit will have arrangements in place to have it taken to local
General Hospital. For any urgent request, the ward doctor will take blood and send
to local hospital immediately.
Any samples (including bloods) requiring pathology, or microbiology will be sent via
the in-house transport system to the laboratories at the local hospital in the
appropriate boxes with the accompanying request forms.
Urgent results will be telephoned back to unit and other results will come via the
internal post.
For routine X-ray and scanning access to the local general hospital departments will
be via the appropriate request forms, accessing the current appointment system.
Service users will be accompanied by a staff member and be transported via the
non-emergency transport system booked through transport department. Each
inpatient unit will own procedure on this.
29. Infection Prevention and Control

STANDARD:
In the event of any concern regarding infection control, a member of the Infection
Control Team may be contacted for advice and support.
Hand hygiene is to be carried out as specified within the Trust’s Hand Hygiene
Policy. This includes all staff with direct service user contact being issued with
individual alcohol hand toggles ensuring that alcohol-based hand rub is available at
the point of care. Wall mounted dispensers will be available in all treatment and
clinical rooms, as well as the ward entrance.
It is the responsibility of all staff to ensure that all Trust Infection Prevention and
Control policies are adhered to at all times.
Psychiatric inpatients are particularly vulnerable to the transmission and effects of
COVID-19. As such, healthcare providers should implement measures to prevent its
spread within mental health units, including adequate testing, cohorting, and in some
cases, the isolation of service users.
Covid 19 PPE Guidance

PPE Guidance V16

30. Health and Safety

STANDARD:
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On the units staff, service users and visitors is of high importance. Any kind of
violence – verbal or physical – to staff, service users and visitors will not be tolerated
and may well be reported to the police and a criminal prosecution may follow.
It is in the general duty of every member of staff to take reasonable care of their own
health and safety, and that of others. This includes the use of necessary safety
devices and protective clothing and to co-operate with managers in meeting
responsibilities under Health and Safety legislation. Staff should report all concerns
of a health and safety nature to the Team Leader (or delegated representative) for
appropriate action. Further details may be found in the Trust’s Health, Safety and
Security Policy.
31. Fire Regulations

STANDARD:
All staff will receive training initially as part of their local induction on procedures to
follow in the event of a fire.
Service users and carers/visitors on admission to the units receive an explanation in
relation to the fire alarm system and what they should do if they discover a fire or in
the event of the alarm being raised.
It is the responsibility of the units Team Leaders, in liaison with the Facilities
Department, to ensure that all fire equipment is checked, is in working order and is
readily accessible to all staff.
The continuing care units fire policy and the local fire and emergency evacuation
plans are located in the ward office. Regular fire evacuation exercises will be carried
out by the Team Leader and the Trust’s Specialist Fire Prevention Advisor.
32. Staff Dress Code
All staff working on the units will adhere to the Trust’s Dress Code and Uniform
Policy. Nursing staff are required to wear the Trust’s nursing uniforms whilst on duty.
33. Comments, Complaints and Compliments
All comments, compliments and complaints should be dealt with in accordance with
the Trust Compliments Concerns and Complaints Policy and Procedure (see Policy
document).

34. Records Management, Confidentiality and Access to Records
PARIS is the electronic patient record used by HPFT. Staff are required to record all
contacts with the service user on Care Notes. If difficulty arises, such as there is no
access to a computer, a written note can be made in the paper light record.
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All matters relating to service users’ health and personal affairs and matters of
commercial interest to the Trust are strictly confidential and such information
must not be divulged to any unauthorised person.
Requests for access to records whether by the service user or a third party
including where legal access is requested should be referred to the Team
Leader or centrally.
35. Training and Awareness

STANDARD
All staff receive induction and orientation training, in accordance with the Trust’s
Induction Policy. This will not only assist them with understanding the operational
policies and procedures related to Continuing Health Care units but also the
standardised practices and ways of working.
It will also support the values and behaviours expected of each member of staff.
These will all be incorporated into the Personal Development Plan (PDP) as
appropriate.
All staff will be made aware of the Continuing Healthcare Inpatient Operational Policy
at their local induction.
36. Embedding a culture of equality and respect
The Trust promotes fairness and respect in relation to the treatment, care and
support of service users, carers and staff.
Respect means ensuring that the particular needs of ‘protected groups’ are
upheld at all times and individually assessed on entry to the service. This
includes the needs of people based on their age, disability, ethnicity, gender,
gender reassignment status, relationship status, religion or belief, sexual
orientation and in some instances, pregnancy and maternity.
Working in this way builds a culture where service users can flourish and be fully
involved in their care and where staff and carers receive appropriate support.
Where discrimination, inappropriate behaviour or some other barrier occurs, the
Trust expects the full cooperation of staff in addressing and recording these
issues through appropriate Trust processes.
Access to and provision of services must therefore take full account of needs
relating to all protected groups listed above and care and support for service
users, carers and staff should be planned that takes into account individual
needs. Where staff need further information regarding these groups, they should
speak to their manager or a member of the Trust Inclusion & Engagement team.
Where service users and carers experience barriers to accessing services, the
Trust is required to take appropriate remedial action.
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RULE: Access to and provision of services must therefore take full account of
needs relating to all protected groups listed above and care and support for service
users, carers and staff should be planned that takes into account individual needs.
Where staff need further information regarding these groups, they should speak to
their manager or a member of the Trust Inclusion & Engagement team.
Where service users and carers experience barriers to accessing services, the Trust
is required to take appropriate remedial action.
Service user,
carer and/or
staff access
needs
(including
disability)

The continuing care units compliant with statutory requirements as set out
in the Equality Act 2010. This includes accessibility for wheelchair use,
provision of disabled parking bays and reasonable adjustments for staff
based within it.

Involvement

As a central point of contact for Trust services, continuing care units will
engage with service users, carers and the public on the use of the
building.

Relationships
& Sexual
Orientation

Culture &
Ethnicity

Spirituality

Continuing care includes services that are accessible to all sections of the
local population including black and minority ethnic groups; people with
disabilities; people of both genders regardless of their sexuality, and those
in process of gender reassignment; and older people.
The treatment provided by the services meet the individual’s needs taking
into consideration:
• Age
• Culture & Ethnicity
• Gender & Gender Reassignment
• Relationships & Sexual Orientation
• Spirituality

This will include use of current systems such as Having Your Say, PALS
and Compliments, Comments and Complaints. The information service
users are given will meet the individual’s communication needs especially
where there are specific language and sensory communication
requirements.
Staff take account of the needs of people in different relationships. This will
include consideration of sexual orientation and any needs of barriers to
required care in association with relationships and/or sexual orientation.
Staff offer support to carers and family members, involving carers and
family in the care planning process.
Staff provide a service that ensures the culture and ethnicity of service
users is reflected in the planning of their care. Staff understand how to ask
questions in the assessment process about culture and ethnicity, and that
any related identified needs are documented and catered for in the agreed
care plan for the episode
The assessment process takes account of spirituality ensuring all aspects
of the HOPE model are utilised in the care planning process H – Sources
of Hope
O – Needs re: organised religion
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P – Personal belief structure (including non-faith)
E – Effects on care of practicing spiritual beliefs. (positive and negative)
Age
The services are available to adults 18 years and over.
Gender
& Staff provide a service that ensures the gender, including gender
Gender
reassignment, status of the service user is taken account of in the
Reassignment assessment and care planning process, and that any related needs are
considered.
Advancing
Services will reflect on information from service user and carer feedback
equality of
within the unit’s team meetings, to inform continuous improvement of
opportunity
services. This supports continued commitment to equality of opportunity in
the service.
37. Process for monitoring compliance with this document
Action:
Local service
Audits

Lead:
Team Leaders

Method:
Frequency:
Review at
Monthly
Team Meetings
/ MHSOP PG
Audits for
Ad-hoc
policy
compliance

Service audits &
unannounced
visits

Service Line
Lead

Review incident
and risk data for
those specific to
older peoples
service and
policies
CQC compliance
reporting

Team
Leader/Modern
Matrons

Report to
MHSOP PG

Service Line
Lead

Review at
Monthly
Team Meetings
/ MHSOP PG

Report to:

East and
North SBU
Quality and
Risk
Meeting

Monthly

38. Promoting and Considering Individual Wellbeing
Under the Care Act 2014, Section 1, the Trust has a duty to promote wellbeing
when carrying out any of their care and support functions in respect of a person.
Wellbeing is described as relating to the following areas in particular:
•
•
•
•
•
•
•
•
•

Personal dignity (including treatment of the individual with respect);
Physical and mental health and emotional wellbeing;
Protection from abuse and neglect;
Control by the individual over day to day life including over the care and
support provided and the way in which it is provided;
Participation in work, training, education, or recreation;
Social and economic wellbeing;
Domestic, family and personal;
Suitability of living accommodation;
The individual’s contribution to society.
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There is no hierarchy and all should be considered of equal importance when
considering an individual’s wellbeing. How an individual’s wellbeing is considered
will depend on their individual circumstances including their needs, goals, wishes
and personal choices and how these impact on their wellbeing.
In addition to the general principle of promoting wellbeing there are a number of
other key principles and standards which the Trust must have regard to when
carrying out activities or functions:
•
•
•
•
•
•
•
•

The importance of beginning with the assumption that the individual is best
placed to judge their wellbeing;
The individual’s views, wishes, feelings and beliefs;
The importance of preventing or delaying the development of needs for
care and support and the importance of reducing needs that already exist;
The need to ensure that decisions are made having regard to all the
individual’s circumstances;
The importance of the individual participating as fully as possible;
The importance of achieving a balance between the individuals wellbeing
and that of any carers or relatives who are involved with the individual;
The need to protect people from abuse or neglect;
The need to ensure that any restriction on the individuals rights or freedom
of action that is involved in the exercise of the function is kept to the
minimum necessary
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Part 3 – Document Control & Standards Information

STANDARD
39. Version Control
Version
Date of
Issue

Author

Status

Comment

V1

June 2011

Interim Modern Matron

Archived

Superseded

V2

14th

July
2015

Deputy Service Line Leader
Older People Community
and 24/7 Trust wide

Archived

Amended to include
personal health
budgets following
MHSOP Practice
Governance approval

V3

13th August
2018

Service Line Lead,
Inpatients, Mental health
Services for Older People
East and North SBU

Archived

Full Review
Amended to include
detailed process of
CHC assessment and
review.
Alignment with:
Supporting Service
Users’ choices to
avoid long hospital
stays: Specialist
mental health
Services for Older
People, 2017.
Red to Green
approach.
Continuing
Healthcare National
Policy 2014.

V3.1

20th August
2020

Project Clinical Lead

Archived

COVID19 review

V3.2

21st
January
2021

PG Lead

Current

Section 2 and section
5’s forms no longer
requiring completion
and sending to the
local authority.
Approved at MHSOP
16.12.2020

40. Archiving Arrangements
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All policy documents when no longer in use must be retained for a period of 10 years
from the date the document is superseded as set out in the Trust Business and
Corporate (Non-Health) Records Retention Schedule available on the Trust Intranet
A database of archived policies is kept as an electronic archive administered by the
Compliance and Risk Facilitator. This archive is held on a central server and copies
of these archived documents can be obtained from the Compliance and Risk
Facilitator on request.

41. Associated Documents

STANDARD
•
•
•
•

•
•

•
•
•
•
•
•
•
•

•
•
•
•
•
•
•

Privacy and Dignity Policy
Cohorting service users on inpatient wards guidelines V6
Incidents and Serious Incidents Requiring Investigation
Fact Finding During COVID 19 v1 This report is to be completed by the multidisciplinary team (MDT) for any incidents involving a suspected or confirmed
outbreak of Covid-19 infection. This is for more than two cases reported and,
in consideration of time and space, within 14 days of the index case on the
same ward/unit.
End of Life Care Policy
Standard Operating Procedure (SOP) Resuscitation Response to patients in
isolation with suspected or confirmed Covid-19 v4.5 Clinical Management
Resus Council UK statement on Covid-19 in relation to non-acute hospital
settings
Child Protection: Child Visiting Policy
Safeguarding Adults COVID-19 Guidance for HPFT Investigating Teams v1
Food Safety Policy
Linen and Laundry Guidance
Handling and Disposal of Waste Policy
Use of Mobile Phones by Service Users and Visitors Policy
Smoke Free Policy
MHA Section 17 Leave of Absence Policy v5.3 This policy gives guidance on
who has the power to grant leave of absence, short- and long-term leave,
escorted leave, leave to reside in other hospitals, and recall from leave. It also
draws attention to differences when considering leave of absence, including
short-term leave for restricted patients. Appendix 5 - Guidance in relation to
Patient Leave including S17 Leave (MHA) during COVID-19 outbreak
Bed Management on Mental Health Acute and Assessment inpatient Units,
including Escalation Policy
Safe and Supportive Observation Policy
Isolated Inpatients V1 Guidance to support service users who are isolated
Absent without leave Managed Exit and Entry Policy
Corporate Induction Policy
CCTV Policy
Dress Code and Uniform Policy
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

•

•
•
•

•
•

•

Health, Safety and Security Policy
Fire Safety and Arson Policy
Resuscitation and DNR Policy
Standard Operating Procedure (SOP) Resuscitation Response to patients in
isolation with suspected or confirmed Covid-19 v4.5 Clinical Management
Resus Council UK statement on Covid-19 in relation to non-acute hospital
First Aid at Work Policy
Guideline on ordering and decontaminating oxygen cylinders within HPFT
inpatient services v1 Guidance on Oxygen gas cylinders during the
coronavirus pandemic
Medical Devices Management Policy
Hand Hygiene Policy
Clinical Risk Assessment and Management of Individual Service Users Policy
Nutrition and Dysphagia
Infection Control
Supporting and Maintaining Service User Mental Wellbeing During Covid
Related Self Isolation on Inpatient Units V5
Stopping of COVID 19 isolation and Infection Prevention and Control
measures within HPFT in-patient services v7
Visitor Guidance COVID19 V3
Staff Responsible for Care after Death Policy v5.3- This guidance outlines the
precautions required to minimise the risk to Trust staff, relatives of the
deceased person and funeral directors when the deceased person may pose
an infection hazard.
Inpatient Swabbing v1.20 These guidelines provide detail on the practice for
taking a swab in all inpatient services as well as the procedure for carrying out
Nasopharyngeal and throat swabbing. It also provides important information
about obtaining consent from our service users.
Delivery of Care (Formerly Care Coordination Policy
Medicines Policy
Physical Health Policy v5.5 The policy sets out the required standard of
physical health monitoring, sharing and recording of information about
physical health for HPFT employees. It provides guidance about physical
health care interventions that are provided within the Trust and those requiring
advice or intervention from other services. It documents the responsibility of
HPFT to provide training and equipment for staff to enable them to provide a
high standard of physical health care and will ensure consistency of practice
across the Trust. The policy also describes the process by which
responsibility for carrying out routine checks and physical monitoring is
determined between primary and secondary care, and how results are
communicated between services. New appendix 12 Physical Health Check
Form.MHA First Tier Tribunal
Care Records Management
Transfer and DischargeThis guidance has been designed following the
outbreak of COVID 19 and is specific to managing the COVID 19 virus to and
from HPFT inpatient wards. This guidance should be read in conjunction with
HPFT’s existing Transfer and Discharge policy COVID 19 Transfers from
Community to Inpatient and Ward to Ward Transfer Guidance v5.1
Supporting Service Users' choices
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42. Supporting References

STANDARD
•
•
•
•
•
•
•
•
•

The Mental Health Act 1983 and Code of Practice The Carers Recognition
Act
The Human Rights Act
General Data Protection Regulation (GDPR)
The Health and Safety at Work Act
NHS and Community Care Act
National Service Framework for Mental Health
The National Gold standard Framework (GSF) in end of life care, UK
Communication and care after death - Ellershaw and Wilkinson 2003, Preston
2007
National Institute for Health and Care Excellence (NICE) Guideline June 2018
- Dementia: assessment, management and support for people living with
dementia and their carers

43. Consultation
In the case of the Procedural Document Management System, the following have
been consulted so far.
Job Title of person consulted
Managing Director
Senior Service Line Lead
Service Line Lead Inpatients
All MHSOP Inpatient Team Leaders
All MHSOP Matrons
All MHSOP Consultants and other clinical staff
MHSOP Practice Governance Lead
MHSOP Programme Manager
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Appendix 1 - Decision Support Tool for NHS Continuing Healthcare - Section 2
– Care Domains
1. Behaviour: Human behaviour is complex, hard to categorise, and may be difficult
to manage. Challenging behaviour in this domain includes but is not limited to:
• aggression, violence or passive non-aggressive behaviour
• severe disinhibition
• intractable noisiness or restlessness
• resistance to necessary care and treatment (this may therefore include nonconcordance and non-compliance, but see note below)
• severe fluctuations in mental state
• extreme frustration associated with communication difficulties
• inappropriate interference with others
• identified high risk of suicide
The assessment of needs of an individual with serious behavioural issues should
include specific consideration of the risk(s) to themselves, others or property with
particular attention to aggression, self-harm and self-neglect and any other
behaviour(s), irrespective of their living environment.
2. Cognition: This may apply to, but is not limited to, individuals with learning
disability and/or acquired and degenerative disorders. Where cognitive impairment is
identified in the assessment of need, active consideration should be given to referral
to an appropriate specialist if one is not already involved. A key consideration in
determining the level of need under this domain is making a professional judgement
about the degree of risk to the individual.
3. Psychological and Emotional Needs: There should be evidence of considering
psychological needs and their impact on the individual’s health and well-being,
irrespective of their underlying condition. Use this domain to record the individual’s
psychological and emotional needs and how they contribute to the overall care
needs, noting the underlying causes. Where the individual is unable to express their
psychological/emotional needs (even with appropriate support) due to the nature of
their overall needs (which may include cognitive impairment), this should be
recorded and a professional judgement made based on the overall evidence and
knowledge of the individual.
4. Communication: This section relates to difficulties with expression and
understanding, in particular with regard to communicating needs. An individual’s
ability or otherwise to communicate their needs may well have an impact both on the
overall assessment and on the provision of care. Consideration should always be
given to whether the individual requires assistance with communication, for example
through an interpreter, use of pictures, sign language, use of Braille, hearing aids, or
other communication technology.
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5. Mobility: This section considers individuals with impaired mobility. Please take
other mobility issues such as wandering into account in the behaviour domain where
relevant. Where mobility problems are indicated, an up-to-date Moving and Handling
and Falls Risk Assessment should exist or have been undertaken as part of the
assessment process (in line with section 6.14 of the National Service Framework for
Older People, 2001), and the impact and likelihood of any risk factors considered. It
is important to note that the use of the word ‘high’ in any particular falls risk
assessment tool does not necessarily equate to a high level need in this domain.
6. Nutrition – Food and Drink: Individuals at risk of malnutrition, dehydration and/or
aspiration should either have an existing assessment of these needs or have had
one carried out as part of the assessment process with any management and risk
factors supported by a management plan. Where an individual has significant weight
loss or gain, professional judgement should be used to consider what the trajectory
of weight loss or gain is telling us about the individual’s nutritional status.
7. Continence: Where continence problems are identified, a full continence
assessment exists or has been undertaken as part of the assessment process, any
underlying conditions identified, and the impact and likelihood of any risk factors
evaluated.
8. Skin (including tissue viability): Evidence of wounds should derive from a
wound assessment chart or tissue viability assessment completed by an appropriate
professional. Here, a skin condition is taken to mean any condition which affects or
has the potential to affect the integrity of the skin.
9. Breathing As with all other domains, the breathing domain should be used to
record needs rather than the underlying condition that may give rise to the needs For
example, an individual may have Chronic Obstructive Pulmonary Disease (COPD),
emphysema or recurrent chest infections or another condition giving rise to breathing
difficulties, and it is the needs arising from such conditions which should be
recorded.
10. Drug Therapies and Medication: Symptom Control: The individual’s
experience of how their symptoms are managed and the intensity of those symptoms
is an important factor in determining the level of need in this area. Where this affects
other aspects of their life, please refer to the other domains, especially the
psychological and emotional domain. The location of care will influence who gives
the medication. In determining the level of need, it is the knowledge and skill
required to manage the clinical need and the interaction of the medication in relation
to the need that is the determining factor. In some situations, an individual or their
carer will be managing their own medication and this can require a high level of skill.
References below to medication being required to be administered by a registered
nurse do not include where such administration is purely a registration or practice
requirement of the care setting (such as a care home requiring all medication to
be administered by a registered nurse).
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11. Altered States of Consciousness (ASC): ASCs can include a range of
conditions that affect consciousness including Transient Ischemic Attacks (TIAs),
Epilepsy and Vasovagal Syncope
12. Other significant care needs to be taken into consideration: There may be
circumstances, on a case-by-case basis, where an individual may have particular
needs which do not fall into the care domains described above or cannot be
adequately reflected in these domains. If the boxes within each domain that give
space for explanatory notes are not sufficient to document all needs, it is the
responsibility of the assessors to determine and record the extent and type of these
needs here. The severity of this need and its impact on the individual need to be
weighted, using the professional judgement of the assessors, in a similar way to the
other domains. This weighting also needs to be used in the final decision. It is
important that the agreed level is consistent with the levels set out in the other
domains. The availability of this domain should not be used to inappropriately affect
the overall decision on eligibility.
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Appendix 2 - Continuing Healthcare (CHC) Dementia Assessment Process

Service user requires
consideration for continuing
health care

CHC Checklist

Full CHC Assessment

Full CHC Assessment –
Reports
Needs Assessment – Nurse
Risk Assessment – Nurse
Incidents summary with dates
Rapid tranquilisations/PRN
medications
Social work report – Social
worker to send report to Named
Nurse
Medical report – Consultant or
ward doctor
GP medical summary (print off
report)
Therapy reports as appropriate
Send reports to family in
advance of DST meeting

CHC Decision Support Tool (DST)
Meeting
To take place within maximum of
21 days of completion of CHC
Checklist
Named Nurse Co-ordinates (Team
Leader accountable)
Social Worker must be present
Family is always invited
CHC Lead as appropriate
Named Nurse may draft DST in advance,
(but this is not shared before the meeting)
Family may decline to attend. Always
offer alternative dates for meeting (3
opportunities). If family decline proceed
in family absence. Record all dates
offered to family in EPR for audit trail.

Day 21- DST
Meeting

A&T unit Named Nurse Coordinates and completes CHC
Assessment
If transferred to CHC unit then CHC
Named Nurse in CHC unit reviews
and completes CHC assessment
Assessment process is 28 days
from positive checklist

CHC Tracking
CHC Trackers sent to
SLL every Wednesday
from all A&T & CHC
wards.

Day 1 - CHC checklist sent to CHC Placement
team

Positive CHC Checklist – Proceed
to full CHC Assessment
Negative CHC checklist – if family
request rvw. MDT will review and
decision stands. Enter into clinical
notes/PARIS
Positive & negative completed
checklist sent to CHC Placement
team immediately following
completion.
CHC Placement team send negative
checklists to CCG
CCG send negative checklist
outcome letter to
relative/representative
Arrange for social care package for
people with negative checklist
outcome

Discharge CPA
Day 1 - CHC checklist completed for all service
users Completed by Nurse, Consultant or other
health professional
Social Worker must be invited to CPA
Relative/representative involved
Local authority to be notified service user
requiring discharge
DTC Requirements – record under “Planned
date of Discharge” note on PARIS
Record CPA under discharge CPA mtg on
PARIS

Maximum timeline for
completion

Admission to
HPFT
Dementia
A&T Unit

Fa
mily
hav
e 14
d

CHC Verification

Day 28 - CHC Awarded - CHC Complex/Non Complex Decision

Complete DST at Meeting –
including primary health needs test
(nature, intensity, complexity &
unpredictability)
Relative/representative leave
meeting. Professionals make
recommendation for CHC
award/Non award
Relative/representative is informed
of the recommendation in writing
following presentation of the
recommendation to verification by
CHC Placement team

CHC team send CHC Outcome letter to family/representative
Family informed whether CHC placement will be internal with HPFT or external to nursing
home
If external placement, family is supported to locate nursing home placement

Day 28 - Verification

Named nurse sends comments and all reports to CHC Team for verification
CHC team may request amendments (corrections/dates/signatures)
Ward retains all original copies of assessment reports (ward emails reports
to CHC team)
CHC team scans all paperwork onto PARIS

CH
C
veri
ficat
ion
and
lette
r to
fam
ily
wi

Or CHC Not Awarded after due process has been followed. Refer to HCS for placement
Appeals - If relative/representative appeals, review by HPFT local resolutions –if decision
upheld, discharge under local authority takes place – See “Preferred Choice” Policy
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Appendix 3 - HPFT Clinical Team Recommendation for CHC, Complex or Non
Complex Provision
Service Users Name

DOB

Date CHC award made
Current Unit

Diagnosis
Date of last CPA

The clinical team recommendation is that the service user named above, needs are;
Complex CHC Needs and will require CHC Inpatient care directly provided by HPFT
or
Non Complex CHC Needs and will require CHC nursing home care





The basis of this decision follows the full CHC assessment and award process and is clearly indicated
within the Behaviour domain, taking into consideration the nature, frequency, duration and intensity of
the behaviour, which is evidenced below.
CHC Behaviour Domain
Human behaviour is complex, hard to categorise, and may be difficult to manage. Challenging
behaviour in this domain includes but is not limited to:
 Aggression, violence or passive non-aggressive behaviour
 Severe fluctuations in mental state
 Severe disinhibition
 Intractable noisiness or restlessness
 Extreme frustration associated with communication difficulties
 Inappropriate interference with others
 Resistance to necessary care and treatment (this may therefore include non-concordance and
non-compliance, but see note below)
A specialist assessment of an individual with serious behavioural issues will usually be required which
includes an overall assessment of the risk(s) to themselves, others or property with specific attention
to aggression, self-harm and self-neglect and any other behaviour(s).
Clinical Picture
Does the person display:
Disinhibition

Daily

At least weekly

Less than weekly/infrequently

Never

Extreme noisiness

Daily

At least weekly

Less than weekly/infrequently

Never

Extreme restlessness

Daily

At least weekly

Less than weekly/infrequently

Never

Resistance to care

Daily

At least weekly

Less than weekly/infrequently

Never

Interference with others
Inappropriate sexual behaviour

Daily

At least weekly

Less than weekly/infrequently

Never

Daily

At least weekly

Less than weekly/infrequently

Never

Faecal Smearing

Daily

At least weekly

Less than weekly/infrequently

Never

Restlessness

Daily

At least weekly

Less than weekly/infrequently

Never

Wandering

Daily

At least weekly

Less than weekly/infrequently

Never

Has the person been physically
violent?

Daily

At least weekly

Less than weekly/infrequently

Never

Daily

At least weekly

Less than weekly/infrequently

Never

Daily

At least weekly

Less than weekly/infrequently

Never

Daily

At least weekly

Less than weekly/infrequently

Never

Inappropriate urination

Do they threaten violence?
Are they verbally abusive?
Does the person display any of
the described behaviours at
night?
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Name of Professional completing form
Designation

Date

This form to be scanned onto PARIS casenotes, copy sent to CHC Placement team + CHC weekly bed
meeting
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Appendix 4 – Standards for Admission
1. Information Gathering
As soon as a referral is received the following steps are taken. This applies to
informal, detained service users. The aim is to gather as much relevant information
as possible to ensure the service user is continually assessed and treated. The
nurse in charge is responsible for ensuring the steps are followed.
- Speak to the referrer to elicit details of the service user.
- When an admission/transfer planned is obtain all relevant information from
current ward. Identified named Nurse to visit and meet service user in the
current environment. Offer visit to carer/relative to see unit.
- Inform the relevant doctor and consultant of the expected admission.
- Liaise the carer or relative when appropriate and the Care Coordinator.
- Ensure an admitting nurse is allocated to welcome the service user on arrival
to the unit.
2.
-

Welcoming
Receptionist or nurse asks the service user to take a seat in the waiting area.
The nurse in charge is informed the of the patient’s arrival.
The admitting Nurse (the nurse who has been allocated to receive
admissions), makes face to face contact with the service user straightaway on
their arrival to the unit.

The Nurse:
- Welcomes the service user.
- Introduces self
- Asks how they would like to be addressed or have that information already
- Gives a brief explanation about the admission procedure.
- The nurse then takes the service user into the unit.
- Offers the service user the opportunity to leave their property in the office or
locked bedroom for safekeeping.
- Shows the service user where the nearest toilet is, the lounge. Offer a drink
and a snack when appropriate.
- Informs the doctor of that the service user has arrived.
3. Orientation to the unit
The hospitality nurse will orientate the service user to the unit:
- Shows the service user to a bedroom previously prepared for their admission.
(The hospitality nurse must check that the room is ready when first allocated
to admissions).
- Bathrooms. Particularly the one nearest to their bedroom.
- To the lounge, dining area. Point out the menu board.
- Laundry, linen room, kitchen.
- Garden areas.
- Unit telephones
- The ‘Service User Information Booklet’ is given.
- Introduce the service user to others when appropriate and to staff
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It may not be possible to fully orientate a service user when they arrive at the unit
particularly if they are in a distressed state or because of the severity of Dementia,
but it is always possible to ensure that a service user is welcomed and that you are
interested in them as a person. Ensure that the orientation actions are completed
within the first 24 hours when possible.
4. Checking Property
Before starting the property checks please ensure that service user has been
welcomed and orientated to the unit.
- This procedure must be gender sensitive and completed in the service user’s
room.
- Two nurses will check the property and sign the property book.
- Explain the procedure to the service user and give the ‘property-checking
leaflet’.
- To ensure that all bags are thoroughly checked the contents are placed on top
of the bed.
- Only the following items need be recorded. (It may in some units be
appropriate to record clothing).Valuables such as jewelry, money, cherub
books, bankcards and electrical equipment. Razors, scissors and any other
sharp objects. Medicines. Specific details of medication are recorded in the
clinical notes.
- Ask the service user to put valuables in the unit safe for safekeeping or for
them to allow a relative or carer to take them.
- Remove all sharp implements and put in an appropriate place. (Let the
service user know that valuables and personal items will be returned when
requested).
- If necessary help is given to put the property away.
- At the completion of the procedure let the service user know what will happen
next.
- The nurses must ensure that any other property brought in on subsequent
days is checked and if necessary recorded.
5. Joint Medical and Nursing Assessment
Steps to be followed:
- The joint assessment will be carried out as soon as possible of the service
user’s arrival.
- When this is not possible an explanation must be given.
- The service user will be informed about what to expect in the assessment.
- A quiet and private room is used for the mental state assessment and the
treatment room for the physical examination.
- The assessment will be respectful of the service user’s rights to privacy and
dignity.
- Both doctor and nurse are present for the duration of the assessment.
- Risk and the Initial Care Plan are to be discussed with the service user at the
end of the assessment.
- A standard and if appropriate an enhanced risk assessment and risk
- Management plan is jointly agreed.
- The nurse completes an Initial Care Plan with regard to the service users,
- Immediate needs identified in assessment.
- The nurse will inform the Care Coordinator, carer, when appropriate.
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Appendix 5 - NURSING SUMMARY Report

•

UNIT NAME:

•

•

Service User Name:

•

•

Date of Birth:

•

NHS No:

•

Consultant:

•
Next of Kin
(Name, address, phone no)
•

Named Nurse:

•

Care Coordinator:

•

Social Worker:

•

MHA Status:

•

Date of Admission:

•
Reason For Admission
(brief):
•
Planned date of
discharge:
•

Date next CPA due:
HISTORIES AND ALLERGIES

PAST PSYCHIATRIC HISTORY:

PAST MEDICAL HISTORY: Covid Status

PERSONAL HISTORY:

KNOWN ALLERGIES:
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MOOD AND BEHAVIOUR
Cooperative

Uncooperative

Wandering

Resistant to
Care

Agitated

Inappropriate

Aggression

Psychosis

Delirium

Withdrawn

Talkative/Intrusive

Monosyllabic

Pressured speech

Disinhibited

Threatening/Abusive
Language

Behavior

Additional Information:

SOCIAL INTERACTIONS

Additional Information:

COMMUNICATION – able to make needs known
Verbally

By signing

By familiarity
with carers

Repetitive speech pattern

Unable to make needs known

Additional information:

ACTIVITIES OF DAILY LIVING
Personal Care/Hygiene

Full without support

Full with support/
encouragement

Limited personal care
given

Total care given

Additional information:

Sleep:
Continence:

Continent/Full

Requires
encouragement
/prompts

Requires
support
with toileting

Incontinent Urine

Incontinent
faeces

Prone to
constipation

Urethral

Stoma

Catheter

Supra-pubic
catheter

Risk of Choking

Weight

BMI

Additional Information:

Nutrition/Hydration
(Food & Drink)
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Dietary needs:

Independant

Needs
encouragement

Needs
assistance

Appetite average

Appetite poor

Not eating

Supplements
prescribed

Speech and
Language
referral

Recent weight
loss

Risk of
falls

If yes number of
falls

Independently

Mobile with

Independent

mobile

aids

Repositioning

Hoist (standing)

Hoist (full)

Other (eg slide
sheets)

No sitting balance

Bed/chair
bound

Waterlow score

Skin

Skin condition

Intact

(e.g. eczema)

Pressure ulcer*

*If yes has
referral been
made to TVN?

Open wound/s

Pressure
mattress
/cushion in
place

SSKIN bundle
being used

Normal

Respiratory

Breathlessness

Breathing

condition

Nebuliser

O2 therapy

Additional information:

Mobility

Additional information:

Skin

Skin at
Risk (redness)

Additional information:

Breathing

Tracheostomy

Additional information:

ALTERED STATES OF CONCIOUSNESS REQUIRING INTERVENTION
Occasionally

Frequently

Additional information:

COGNITION/ORIENTATION/MEMORY
ACE

Oriented
time, place,
person

Disoriented
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Able to express
needs

Short term memory
problem

Long term
memory
problem

Lack of insight
into safety

Able to understand
direction

Unable to
understand
direction

Unable to

Unable to

make choices

assess

Covert
medication

PRN used
frequently*

Additional Information:

ENGAGEMENT WITH TREATMENT AND CARE
Drug Therapies &
Medication

Concordant with
medication
*If PRN used frequently
provide context:

Additional Information:

INTEREST IN OTHERS/ACTIVITIES:

FURTHER RELEVANT INFORMATION/COMMENTS:

Summary completed by:

Date completed:

Name
……………………………………………
……

……………………………………………………
………….

Position
……………………………………………..

Date of CPA
……………………………………………
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Appendix 6 - Continuing Healthcare HPFT Inpatient Review Process

•
•
•

•

•

•

•

If family present at CPA, advise CHC
rvw process is initiated – Day 1 of
CHC review
CPA Care Co-ordinator/Nurse Lead
gives CHC letter + CHC information
leaflet to family
Inform family via letter, CPA report.
(send standard template letter within 3
working days of CPA)
Inform allocated Social Worker if not
present at CPA

CPA Outcome

No longer meets CHC
eligibility indicated

•
•
•
•
•

•
•
•

•
•

•

•
Appeals - If relative/representative appeals, review by
HPFT local resolution –if decision upheld, discharge
under local authority takes place – See “Preferred
Choice” Policy

CHC Full Assessment Process
Named Nurse completes Needs Assessment rpt
Doctor completes Medical rpt
Social Worker completes Social rpt
Other rpts as appropriate e.g. OT
Reports to be completed within 14 days of CPA

CHC Decision Support Tool (DST) Meeting
Preparation
Named Nurse Co-ordinates (Team Leader
accountable)
•
Social Worker must be present
•
Family is always invited
•
CHC Lead attends as appropriate
•
Named Nurse may draft DST in advance, (but
this is not shared before the meeting)
•
Family may decline to attend. Always offer
alternative dates for meeting (3 opportunities).
If family decline proceed in family absence.
Record all dates offered to family in EPR for
audit trail

CHC Verification
Named nurse sends comments and all reports to CHC Team for
verification
CHC team may request amendments
(corrections/dates/signatures)
Ward retains all original copies of assessment reports (ward
emails reports to CHC team)
CHC team scans all paperwork onto PARIS

Verification Outcome
CHC team send CHC Outcome letter to
family/representative

Complex CHC –
remain at Complex
CHC unit

•
•

Discharge
CHC Team refer case to Social Worker
for assistance with placement under local
authority
Discharged to an appropriately registered
care home
Referral made to community team for
support on transfer
“Preferred Choice” policy applies
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Day 28 - Verification

•

Non-Complex
CHC
Arrange transfer to
appropriately
registered dementia
nursing home with
family involvement

Day 21 - DST Meeting

Complete DST at Meeting - To take place within maximum of 21
days of completion of CPA
•
Including primary health needs test (nature, intensity,
complexity & unpredictability)
•
Relative/representative leave meeting. Professionals make
recommendation for CHC award/Non award
•
Relative/representative is informed of the recommendation in
writing following presentation of the recommendation for
verification by the CHC Team

CHC eligibility
need remains –
establish if still
complex or noncomplex

Day 1 – CPA rvw

•

CPA Preparation
Named Nurse report under
11 CHC domains
Consultant report
Invite Social Worker if
needs have changed/Refer
for Social Work allocation
Invite family

Maximum Timeline from
CPA review

CPA review
3months after
initial award & –
6 months
thereafter or
sooner if needs
change
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