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 RATIONALE
People who come into contact with mental health services at a time of crisis are at a particularly vulnerable and important time in their lives.  Crisis Resolution/Home Treatment (CRHT) teams are often the first contact people have with services, and at such a critical time in a person's life, the response of the practitioner and service may significantly influence not only short-term resolution, but also their long-term relationship with services and recovery.

Whether a first crisis or a situation for people already in contact with services, crisis can ultimately be a positive experience that is not just a time of distress but also opportunity.   

This established approach to crisis and recovery philosophy should be embraced by the provider and allow the basis for reflecting on existing practices, as well as developing a range of relationship based and other skills that aim to deal both with individual distress, as well as interventions that deal with the complex social problems that arise. 
People experiencing severe mental health difficulties should be treated in the least restrictive environment with the minimum of disruption to their lives.  CRHT can be provided in a range of settings to increase choice and control for service users and a credible alternative to alternatives to hospital admission.
What is Crisis Resolution/Home Treatment (CRHT)? 

The following definition is sited in the National Institute for Mental Health in England (NIMHE) guide to Crisis Resolution and Home Treatment

‘As a definition of a service ………. 

Crisis Resolution/ Home Treatment refers to a system for the rapid response and assessment of mental health crisis in the community with the possibility of offering comprehensive acute psychiatric care at home until the crisis is resolved, and usually without hospital admission. Acute care is delivered by a specialist team so as to provide an alternative to hospital admission for individuals with serious mental illness who are experiencing acute difficulties.

‘As a definition of a choice …………. 

In the moment of crisis involving mental illness, admission to hospital is not the only option. Intensive support can be delivered at home so as to maintain a focus on ordinary living, continue relationships with families, and allow the person to exercise choice and control over the type of help received. 

‘As a definition of an opportunity… 

This service offers an opportunity to move beyond the psychiatric and/or service definition of a crisis, towards an understanding, which allows more possibilities, personal ownership and more open discussion with the service elements. The moment when a person in crisis receives attention, can be seen as the point of greatest simplification (Dell’Acqua 1988). The individual has probably already been simplified or summarised with the complexity of suffering reduced to a set of symptoms to which psychiatric services are assumed to be the best equipped to respond. If personal suffering is incorrectly translated into a mental illness framework, this can lead to further crystallisation and chronicity (Asioli 1984). 

Psychiatric services may be the best and most appropriate response after initial assessment, but with CR/HT there is an opportunity to protect individuals from unnecessary classification within mental illness frameworks, and equal attention to issues in the individuals environment. 

Crisis Resolution/Home Treatment Teams should be accessible and responsive and integrated with local inpatient and community mental health team services. This approach is one which can challenge the skills and perspectives of professional staff in providing safe, intensive and effective alternative acute care which for success needs to continually adapt to individuals, their families, living situations and social circumstances. 

The model is one in which the place for an objective or technological understanding of individuals and mental health problems is less helpful, and there is a distinct opportunity for a dialogue based on common subjectivity and more reflective practice to emerge. 

Crisis Resolution/Home Treatment can directly accommodate the needs of individuals from diverse ethnic backgrounds. CR/HT can progressively learn about and respond to the range of important different cultural perspectives and work with the strengths of local community social and religious supports in providing help.

The importance of values could be expressed by looking at specific outcomes. Clinical and organisational audit may not capture a value-based orientation. Examining satisfaction, relationship and recovery orientation might be more direct ways to stress the importance of values in the delivery of service. 

CR/HT is a service that provides a particular opportunity to adapt practice to the questions we all ask daily about the philosophy of mental health care. 

1.1 Aims 

The service will provide a 24/7 safe and supportive alternative to hospital admission for individuals experiencing an acute episode of mental health distress.

The service will ensure that:

· all health, social care needs are understood and met 

· a  multi-disciplinary team assesses risk issues

· that an appropriate treatment/care and risk management plan is agreed which includes the views of the service user and relevant carers and discharge planning arrangements.

· service users are offered a much choice and control over their care as possible

To provide a high standard of treatment and care, primarily provided within an individual’s home environment, providing regular contact and the capacity and competency to work with individuals and those who may care for them within an intensive and therapeutic outcome focused manner.

To have the responsibility to carry out a multi-disciplinary assessment for all persons deemed to require an acute hospital mental health admission and perform a ‘gate-keeping’ function.

To providing 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

To respect confidentiality within the context of professional and legal constraints. This will be in accordance with Policy and Guidance on the Management of Care Records and the Inter-agency Protocol on Sharing Information

Reduce service users vulnerability to crisis and maximise their resilience

Facilitating and improving the quality/experience of admission to hospital, crisis/respite house and acute day services

Minimise the length of hospital admission by proactively targeting early discharge cases from the acute inpatient wards

1.2 Evidence Base 

Types of crisis and the evidence base

Phelan (1996) has categorised problems according to the following broad groups: 

1) Newly identified psychosocial crisis involving people who have not had previous contact with specialist services. Many may not suffer from a formal mental illness. 

2) Recurring psycho- social crisis for people with mild or moderate mental health problems, drug or alcohol problems and/or personality problems. 

3) Problems related to a long-standing disorder, probably involving psychosis. These may involve symptomatic relapse and/or social difficulties with potentially catastrophic consequences. 

Crisis Resolution/Home Treatment services may be involved in assessing and screening all the above types of scenario. The focus of work after screening is largely the third group, in the experience of established teams. However the distinction between these groups is not so clear in actual practice and especially at the point of urgent assessment and the early phase of intervention. 

The evidence base for Crisis Resolution/Home Treatment involves many centres both in the UK and abroad, and research going back over 30 years. In the chronological list that follows, there is an attempt to classify the type of report (for instance descriptive account or randomised controlled clinical trial) and also briefly describe which type of service is being evaluated

1930’s 

Querido (1938) developed a 24 hour, emergency psychiatric domiciliary service in Amsterdam in the late 1930’s. He estimated that about 50% of the acute presenting cases could continue to live in the community. 
1950’s
Carse (1958) developed outpatient and home services reducing admissions by 40% to Greylingwell hospital in Worthing. 

1960’s 

Friedman (1964) in Boston delivered an alternative to acute admission through home treatment. 
Pasamanick (1967) in Toronto studied the effectiveness of home care compared to hospitalisation in schizophrenia. 

Langsley (1969) in Denver used Family Crisis Therapy as an alternative to admission. 

1970’s 

Goodacre (1975) started the Vancouver Home Treatment project comparing admission to home treatment at home for acute presentations. 

Polak (1976) in Denver used crisis intervention, social systems engagement and additional respite in Family Sponsor Homes, to compare hospital and community treatment over 18 months. 

Fenton (1979) in Montreal compared acute home treatment with hospital treatment in a densely populated urban area. 

1980’s
Scott (1980) in Barnet in London, described the impact of a community crisis service, which he estimated was avoiding 270 admissions to Napsbury hospital per year. 

Stein & Test (1980) in Madison, Wisconsin researched an intensive community treatment programme for severe mental illness over 18 months. The ‘Total Community Living’ project was aimed at significantly reducing admissions through assertive community support. Guidelines for when admission was the best option were also developed. 

Hoult & Reynolds (1983) in Sydney offered 24 hour intensive home treatment for emergency presentations to hospital involving severe mental illness. Sixty percent of the home treated cases were managed in the community (at home and with respite). 

Dean & Gadd (1989) in Birmingham offered intensive 24-hour home treatment in a deprived urban area. They also studied the social factors that predicted the feasibility and success of this model. 

 1990’s 
Reynolds (1990) looked at the crisis response function of community home treatment in New South Wales. The Ryde Hunters Hill crisis team was studied in relation to the impact on admissions to Macquarie State Hospital. 
Punukollu (1991) presented a 4-year follow up of the West Huddersfield Crisis Intervention Team. 

Sashidharan & Smyth (1992) presented results on a 2-year evaluation of the West Birmingham Home Treatment service in Ladywood. 

Muijen (1992) in South Southwark in London presented results of the ‘Daily Living Project’, based on the Madison approach, with 24-hour access for crisis resolution at home or in hospital, and assertive community follow up. 

Burns (1993) in suburban London compared home and hospital based acute psychiatric services. No direct attempt was made to reduce hospital care, although it was significantly less with the more flexible community service. 

Dean & Phillips (1993) continued their evaluation of the Birmingham Sparkbrook home treatment service in the form of a prospective controlled trial over 12 months 

Marks et al (1994) presented final findings from the London Maudsley study. These results now included an extended phase when inpatient care of the Daily Living Project (Home Treatment) group had been transferred back to standard teams. 

Merson (1992) looked at an early intervention community service for psychiatric emergencies, compared to conventional hospital based care (inpatient and outpatient care). 

Beer et al (1995) reported on the work of an inner city Crisis Intervention Service in Lewisham, in London. 

Minghella et al (1998) reported on a case control study of the East Birmingham Psychiatric Emergency Team, compared to the Erdington area (before Home Treatment services had been developed there). 

Brimblecombe & O’Sullivan presented results on the community home treatment team in Hertfordshire. 

Bracken & Thomas (1999) published a report about the Bradford Home Treatment service. 

Whittle & Mitchell (1997) published a report about the community based acute psychiatric team in Torbey in South Devon. 

Summaries and Reviews of the Evidence Base

Braun P, Kochansky G, et al (1981) Overview: Deinstitutionalisation Of Psychiatric Patients, A Critical Review Of Outcome Studies. American Journal Of Psychiatry 138, 736-749 

Joy CB, Adams CE, Rice K (1999) Crisis Intervention for people with severe mental illnesses. In The Cochrane Library 1. Oxford: Update Software. 
Kliuter H (1997) Inpatient treatment and care arrangements to replace or avoid it: – 

Searching for evidence based balance. Current Opinion in Psychiatry 10, 160-167 

Smyth MG & Hoult J. (2000) The Home Treatment Enigma. British Medical Journal 

320: 305-307 

Szmukler G (1990) Alternatives to Hospital Treatment. Current Opinion in 

Psychiatry 3, 273-277 

Tantam D (1985) Alternatives to Psychiatric Hospitalisation. British Journal of Psychiatry 146, 1-4 

Glover G, Arts G & Babu KS (2006) Crisis resolution/home treatment teams and psychiatric admission rates in England. British Journal of Psychiatry. 189:441-5

Johnson S, et al (2005) A study of North Islington CRHT team
Implementation Articles and guides

Kennedy P, Smyth M Out of Bounds Health Service Journal 2002 
Northern Centre NIMHE Discussion paper CR/HT 2003 
Smyth M CR/HT and inpatient care. Psychiatric bulletin 2003.27 :44-47 
Smyth M, Heffernan K, Rowland A, NIMHE West Midlands CRHT guide

Policy documents and guides
Department of Health (1999) National Service Framework for Mental Health.
Department of Health (2006) Guidance statement around CRHT fidelity and best practice 

Onyett S, Linde K, Glover K, Floyd S, Bradley S, & Middleton H (2006) A National Survey of Crisis Resolution Teams in England.
Care Service Improvement Partnership CRHT conference report 2006
Care Service Improvement Partnership CRHT 2 day conference report 2008
National Audit Office The role of Crisis Resolution & Home Treatment services (2007)

1.3 General Overview 

 Joy et al (2004) reviewed the evidence to support the development of these services and found only 5 randomised controlled studies internationally, relating to this method of service delivery and concluded their Cochrane Review in the following way: - “(the evidence)... suggests that home care crisis treatment, coupled with an ongoing home care package, is a viable and acceptable way of treating people with serious mental illnesses.” They also stated that, “home care was slightly superior in avoiding repeat admissions, reduced loss to follow up, reduced family burden and is a more satisfactory form of care for both patients and families.” 

More recently Johnson et al (2005) have reported a before-and-after and a randomised controlled trial of a crisis resolution team working in North London. They showed that these teams had brought about a substantial reduction in hospital admissions a finding supported by Giles Glover (2006) in his review of psychiatric admission rates in England. 

In England there has been a major expansion of Home Treatment teams with 343 teams covering the country, and as there is now a critical mass of these teams there is potential to draw some conclusions as to the core components of the teams which support effective Home Treatment. 

A number of recent reports, such as the Policy implementation Guidelines for Crisis Resolution/Home Treatment, subsequent guidance on fidelity and best practice and the most recent National Audit Office report into the value for money of these teams, provide an invaluable insight into the working of these teams 
1.4 Key service principles

Gatekeeping

Act as a gatekeeper to ALL hospital admissions, rapidly assessing individuals with acute mental health problems and referring them to the most appropriate service.

Only by the CRHT team assessing all individuals who require admission can the following three key outcomes for the acute care pathway be achieved

1) Ensuring that individuals are treated in the least restrictive environment as close to home as possible which is consistent with their clinical need and safety

2) Inpatient admissions and pressure on beds should be reduced

3) Equity of access to an alternative to hospital admission is provided for all individuals being considered for admission

The team should be actively involved in all admissions including those under the Mental Health Act; the team should be notified of all pending MHA assessments. The team must be central to the decision making process, in collaboration with the rest of the multi-disciplinary team. Being ‘actively involved’ should not be a default telephone triage and to avoid any doubt requires face to face contact unless it can be demonstrated that face to face contact was not appropriate or possible. For each case where face to face does not occur, documented clinical rationale should be provided.

Availability

Provide immediate multidisciplinary assessment and support for individuals with acute mental health problems 24 hours a day, 7 days a week, utilising the full range of skills and experiences of the full CRHT MDT. The team should provide a 24/7 domiciliary response as required. 

Response

Where individuals are experiencing crises, the CR/HTT will ensure rapid response to a referral by providing intervention and support in the early stages of the crisis.

It is anticipated the initial response (first assessment) from the team will be completed within 1-4 hours of receiving the referral for the vast majority of cases. Any cases not seen within this time frame should have clearly documented clinical rationale .It is essential to ensure active involvement of the service user, carer(s), family and the wider social network at the earliest opportunity. 

Capacity to support

It is essential that the service has capacity to retain flexibility around visiting. Duration, frequency and intensity of visiting will be a key requirement to successfully deliver an alternative to hospital admission

Average length of stay with the service

Remain involved with the service user until the crisis has resolved and arrangements are in place for their continuing care and management. The team may engage with some individuals for a day/s or in some cases a number of months. Based on evidence from established teams we expect the average length of stay to be between 4-6 weeks 

Fully Integrated

Acute care pathways should be developed and agreed locally. These should include the role of the CRHT in the care system and its interactions with primary care, A&E, community teams and inpatient units
The inclusion of jointly agreed pathways in local protocols should help support a ‘whole system’ ownership the CRHT function. 

Comprehensive Assessment

24/7 availability of the service means the opportunity for collaboration with the individuals social network is increased. The team will play a significant role in ensuring recovery principles are embedded throughout this process. Skilful negotiation, leading to a greater sense of autonomy for individuals should lead to true partnership planning processes. In many cases a ‘trialogue’ with carers will underpin strategies and interventions. The exploration and scrutiny of an individual’s narrative, will enable ‘making sense of the crisis’ a real opportunity.

Advice and support for Carers

Dedicated time for carers as an integral part of CRHT will be essential. Carers should be supported to identify the powerful opportunity meaningful participation in the recovery process during this acute phase can be for them.

New patients who have carers involved should receive a carer’s assessment from CR/HTT staff. For existing patients, CR/HTT staff should notify appropriate CMHT if the appropriate carers assessment has not been completed. 

Early Discharge work

Early discharge means discharge at a time earlier than would happen if intensive home treatment was not available and is still part of an acute episode of care. Facilitating early discharge from the acute inpatient unit will be a core function of the work of CRHT team and teams will need to develop a systematic approach to providing this. 

Having been involved in all admissions (through the gatekeeping role), the team 
will understand and record the reasons for admission and through a close working relationship with the inpatient unit systematically review whether these reasons continue to exist, and what needs to happen prior to the individual being discharged.
The proactive approach of the ‘acute team’ working together should and must ensure early discharge cases are targeted and the CRHT team focus on ‘early discharge’ and do not become the discharge service, which would dilute their potential to divert cases heading for hospital 

Effective communication and planning

Evidence suggests consistency and continuity are key themes for users and carers who are accessing CRHT services.

The team must put in systems, which ensure the highest level of communicating, and planning (from a team perspective) to promote consistency and continuity throughout the CRHT episode.

External communication with other agencies must be of the highest quality. Particular attention should be given to the team’s relationship and communication protocols with General Practitioners 
2.1 Service Description
Local information may replace the following
Usually younger adults (16 to 65 years old) with severe mental illness (e.g. schizophrenia, manic depressive disorders, severe depressive disorder, some of whom may also have substance misuse and alcohol problems (Dual Diagnosis) with an acute psychiatric crisis of such severity that, without the involvement of a Crisis Resolution/Home Treatment Team, hospitalization would be necessary. However flexibility to decide and a willingness to treat those who fall outside this age group where appropriate, especially those over 65 who are known to younger adult services.

In order to focus services on those with the highest level of need, Crisis Resolution/Home Treatment teams are less likely to be able to offer intensive support for the following conditions because of the priority given to serious mental illness, which would otherwise lead to admission to hospital.

Beyond initial assessment, this service is not usually appropriate for individuals with the following conditions

· Mild anxiety disorders.

· Primary diagnosis of alcohol or other substance misuse.

· Brain damage or other organic disorders including dementia.

· Learning disabilities.

· Exclusive diagnosis of personality disorder.

· Recent history of self-harm, but not suffering from a psychotic illness or severe

· Depressive illness.

· A crisis related solely to relationship issues.

These are not to be read as exclusion criteria but are offered to assist targeting Crisis Resolution/Home Treatment services to service users in greatest need. It is recognised that Crisis Resolution/Home Treatment will be assessing a wide variety of conditions in emergency situations and the decision to offer services should be made in response to individual need.

Where ambiguity exists around the appropriateness of home treatment, the default position should be to try Home treatment for a period offering the service for a period of time during crisis and refer to more appropriate services as a better understanding of needs is identified.   

The provider must ensure that they offer the following.

Advice and information 

( Provision of accurate, appropriate factual information on mental health / well-being and the range of treatment services available which is accessible and meaningful to the recipient.  

( Advice and information must be provided by a variety of methods, which may include verbal, written, audio visual aids, face to face or by telephone. It is anticipated that the service will provide information and advice recognising the language needs of the local community.

Medication

Advice on medication, prescribing and Monitoring of service users responses to medication.

Risk Assessment and Management

The provider will ensure that all assessments will include a risk assessment.  When risk is identified a crisis/risk management plan will be completed and will be communicated to all relevant parties involved in the care of the service user.

Care Planning and Reviews through the Care Programme Approach and Care Management

Service users taken on for treatment are reviewed as a part of their care on delivery. Management plans and treatment objectives are evaluated, re-defined and further treatment decisions taken within the multi-disciplinary team accordance with the provider policy on the Care Programme Approach.

Dual Diagnosis (co-morbidity)

Dual diagnosis or psychiatric co-morbidity, will be defined as a combination of a diagnosed mental illness and substance misuse that may be “harmful” or “dependent” (ICD 10). 

The Provider will be expected to work with people who misuse substances and whose mental health is the primary issue and substance misuse is the secondary problem. The provider will provide advice, information and professional guidance and collaborate closely with local dual diagnosis and / or Substance Misuse Services 

Child Protection

It is important for the provider to consider the impact of parents’ or carer’s’ with mental health problems on the welfare of children in their care. 

In this Section, the term ‘parent’ will be used to refer to an adult who has child care responsibility, who may be the parent or carer of that child, or who may be pregnant.

The Provider will be provided in accordance with the principles of the Children Act 1989 and the Children Act 2005.

In accordance with the Care Plan the provider will:

Liaise with the Service User's family, where appropriate

· Liaise with other agencies involved in the care of the Service User, including social services, antenatal/midwifery services, and make referrals as appropriate

Attend and contribute to Child Protection or multi-agency planning meeting.

Older People

Where mental health care of an older person is to be transferred from a working age to Older People’s services a joint review must be undertaken to ensure effective hand-over of care takes place. 

Advance Directives
All people who are under the care of Mental Health Services should be asked if they have any advance directives. These should be documented and taken into account when necessary and where possible.

Adult safeguarding

The provider must ensure that the Rehabilitation and Recovery Team undertakes safeguarding procedure for those cases where the team has multidisciplinary responsibilities and the outcomes are fed into clinical governance arrangements. The provider will comply with NHS Coventry policy for safeguarding Adults and Children. 

Green Light Toolkit

The ‘Green Light for Mental Health’ is a framework and self audit toolkit for improving mental health support services for people with learning disabilities.   The Provider must use the checklist to help in establish which services are in place and working well for people with mental health and learning disability problems. The checklist should also form the basis of the action planning process and be part of care plan.
Carer’s

Carer’s who provide regular and substantial care for a person on CPA should be identified. They should have an assessment of their caring, physical and mental health needs. This should be repeated at least on an annual basis if they so wish. They should have access to their own written care plan. 

Care Co-ordinators should:

· Be aware who the main carer’s are, what the relationship is with the person, and how to contact them.

· Communicate with carer/s on a regular basis

· Consider whether a full carer’s assessment is required

· Be aware of the carer’s needs

· Make sure the carer knows how to contact the Care Co-ordinator

· Include the carer’s role in the care plan Consider the need for an individual care plan for the care

· Be tactful where service users do not accept involvement of their families, but recognise that conflict should not be a barrier to carer involvement; carer’s still need information and other services in these situations.

· Provide education and information about the illness and treatment. And care plan. 

Carer’s Assessment

Carer’s assessments should be carried out and take into account gender, ethnicity, culture, language and religion should be taken into account and assessors should not make assumptions about the ability and willingness of the carer to care. Needs of young carer’s and dependant children who act, as carer’s require regular and careful attention. 

Carer’s Care Plan

Carer’s care plan should be completed where appropriate. 

Interventions Offered to Service Users
All teams will promote recovery. The following interventions may be offered as necessary:

Psychological Therapies

· Psycho-social interventions

· Psycho-therapeutic interventions

· Cognitive Behavioural Approaches

· Family Behavioural Therapy

· Occupational Therapy assessments and Treatments

Ongoing Care

· Medication (Advice on medication, Monitoring of service users responses to medication)

· Social work interventions

· Physical Health Care (Responsibility for promoting healthy living and encouraging the user to access regular physical health checks with GP / Primary care)

Basics of Daily Living
· Self management skills and information

· Support to access other related services; housing benefits advice, user groups etc

· Support to access advocacy

· Help in accessing local opportunities in work and education

Support

Support groups: -

The provider must ensure that Service users and carer’s are provided with information including contact numbers about local community and other relevant support groups. 

Reviews

The provider should ensure: -

· Review and evaluation of the service user’s care plan should be ongoing and a collaborative process between user, carer and any relevant professionals.

· Risk assessment should be a routine recorded component

· A care plan review can be initiated between any member of the care team, user or carer and progress and outcomes must be documented 

Relapse Prevention

· Individualised relapse plans should be agreed with all involved in the person’s care and kept on file.

· Efforts should be made to identify and reduce stressors, which precipitate relapses.

· Relapse signatures should be part of the care plan. 

Discharge Process:

Planned discharge: Discharges are planned in accordance with CPA guidance; an MDT review will be called to discuss appropriate and timely aftercare arrangements. The relevant paperwork will be completed including discharge notification to the GP or to the referring agency.

The patient/ carer will be provided with the name of their Care co-coordinator

In/Out of hour contact numbers, a copy of their discharge Care Plan that will have been fully explained and discussed with them.

2.2 Accessibility/acceptability 

Insert locally agreed age parameters
2.3 Whole System Relationships 

The provider must ensure that they work within a ‘whole system ‘approach. 
Therefore the Provider will need to ensure that they establish good and effective working relationships with other teams to provide an integrated service (this is both an individual and team responsibility). This will include inpatient services, locality-based services, and other specialist community services.

When working with any other team / service, the provider will demonstrate the ability to:

· Hold regular Interface meetings

· Ensure face to face handover of care – as required for the transition of service users between teams services

Ensuring joint working protocols are in place during periods of transition

Prison In-reach

This may not be applicable to the CRHT services, however where a user has moved to prison, the service will retain contact with clients under the CPA Policy.  Care Co-ordinators must contact the Prison In-Reach team and send an up-to-date risk assessment care details by fax, followed by a telephone call confirming receipt.

2.4 Interdependencies 

See Appendix 1 ‘standards we expect from all our commissioned services along the acute care pathway’ 

2.5 Relevant networks and screening programmes 

2.6 Sub-contractors 

Not included in this specification

3.1
 Service model 

Locally agreed
What can I expect as a service user? 

A) Accessing the service (Referral)

Referrals received by CRHT  teams will be dealt with and  allocated to a worker who will arrange to undertake an assessment within 1-4 hours and gather all relevant information as soon as possible.. ..    It will be this worker who will be responsible for following the referral pathway and arranging a community assessment.   

The referral system for the Crisis Resolution/Home Treatment Team aims to encourage access to the service, a prompt assessment and timely intervention. The team will aim to have face-to-face contact within a 1-4 hour parameter depending on the emergency/urgent nature of the referral

B) Assessment
The Crisis Resolution/Home Treatment Team will focus on the strengths and interests of the Service User emphasising the benefits of being in contact with the service and ultimately contribute to the Service User’s engagement and collaboration with the service. Providing care from a supportive and recovery focused value base will place an emphasis on the strengths of the person and will assist in maximising their potential. 

Sustained engagement with service user and their family is a key component of the service model, and will allow the CR/HT to perform a comprehensive and in depth assessment and provide evidenced based interventions. It is acknowledged that the complex nature of the CR/HT Service User group may lead to difficulties in diagnosis; however this in isolation will not lead to case closure. CR/HT engagement will be supported by the following standards:

· Following the assessment, named CR/HT workers will be identified to engage and conduct the initial assessment and risk screen; this may be in conjunction with another service depending on the needs of the service user. 

· Assessments will take place in the community, with the emphasis on reducing the stigma involved in accessing mental health care, to assist with engagement. This may not be applicable at times where higher risk is indicated and subsequently an alternative venue may be required.

· It is accepted that the initial assessment may be followed by a longer period of assessment to establish if the Service User is suitable for CR/HT.

· Engagement will be the vehicle by which the assessments and interventions will be completed.  Therefore each CR/HT worker will need to invest time and planning in engagement to achieve its aims.

· After the assessment a decision will be made via the multi disciplinary team as to how and where the client’s needs may best be met. Where the assessment indicates that a period of home treatment may be appropriate, this option will be discussed with the service user and any relevant career.

· Where, after the assessment, home treatment involvement is not deemed appropriate, the referrer, carer and individual will be offered feedback and any potential options discussed with them.     

· Failure to engage with the CR/HT service will not necessarily lead to case closure; the CR/HT team will work with the family and significant others in an attempt to promote engagement. Continued and persistent failure to engage will lead to clinical review. Persistent failure to engage will result in a case conference and a plan of action will be identified.

· Families and significant others will be an integral component both in the process of engagement and ongoing support of the Service User.

· If hospitalisation is required, regular, formal joint (inpatient staff and home treatment staff) review of patients should take place to ensure that the service user is transferred to the lowest stigma/least restrictive environment as soon as clinically possible.

Yon can expect the team to use evidence based assessment tools which trigger a specialised psychiatric assessment.   By using a standardised tool it will allow the team to value the uniqueness of your individual needs. Your needs and clinical presentation may change rapidly over time.  Assessment will be ongoing, frequent and regular, so that services can be adjusted.  In this way, crises can be prevented and your personal growth and recovery maximised. 

The CR/HT team will participate in all mental health and Mental Health Act assessments when admission into hospital is a possible outcome.
During the Initial assessment you will be seen by qualified practitioners who may be accompanied by a doctor.  

The CR/HT team will stay involved with you until a decision has been reached regarding your future care and management and that successful discharge planning has taken place.

Possible outcomes following CR/HTT assessments include the following: 

· Home treatment episode;

· Hospital admission;

· No further follow-up from specialist mental health services;

· Referred to and accepted by another mental health service, e.g. CMHT

C) Ongoing interventions

A service user and carers can expect a full range of interventions that should include the following (although this list is not exhaustive)

· Crisis assessment and management

· Counseling

· Social engagement

· Practical help and support (e.g. budgeting, shopping, work, vocational)

· Medication (administer, monitor and review)

· Anxiety management

· Relaxation

· Cognitive Behavioural Therapy

· Carers Assessment

· Individualised Recovery planning with goals and milestones

· Family support/intervention

· Strategies aimed at maintaining/improving social networks

· Relapse planning

· Discharge/transition planning 

· Designated named workers responsible for coordinating service user’s care

· Service user and family/carers involved in selecting named workers

· Intensive support 

· Frequent contact (including home visits) throughout crisis

· Ongoing risk and needs assessment

· In the early phase, several visits a day may be needed

· Interventions aimed at increasing resilience

· Access to respite facilities preferably 

· Access to day care facilities.

· Home treatment team to be involved in discharge planning process.

· Primary care and other services to be involved as appropriate and kept

· Informed of discharge plans

D) Discharge
Prior to completion of home treatment episode, the team should ensure:

· Relapse Prevention Plan is identified jointly by CR/HTT, the care – coordinator, the service user and his/her carer/advocate and that the care plan will be disseminated to the appropriate individuals e.g. service user, carer, GP, other agencies, etc.

· Relapse management strategies will be explored with the service user and his/her carer.

· The care coordinator will ensure that the care plan is in place and that this is achieved through collaboration with the service user/carer and in partnership with the CR/HTT. There will also be mechanisms in place to ensure that for new service users that a joint visit takes place with their care coordinator prior to discharge from CRHT.

· The service user and his/her family have had an opportunity to comment on the service they have received and contribute to service improvement.

· CR/HTT will remain responsible for the patient until care is passed to appropriate team and handover is completed.

· Reduce service user’s vulnerability to crisis and maximise their resilience
Team compositions/resources 
The staffing levels should not fall below the minimum guidelines from the Policy Implementation guide (see table)

Staffing 

The table below gives details of suggested staffing levels and skill mix for a team with a caseload of 20 to 30 service users at any one time.
	Designated named workers
	Total 14 per team 



	Key skills: 

High energy level 

Team player 

Ability creatively to engage service 

users 

Understanding of needs of service 

users, including specific needs related 

to cultural background/age/gender etc 

Able to co-ordinate care and provide 

broad range of interventions 

Ability to champion recovery principles
	Team leader plus up to 13 others 

Designated named workers include: 

CPNs 

ASW 

OT 

Psychologists 

Support workers including STR
Appropriate mix of staff is needed to ensure that all the interventions listed can be provided 



	Medical staff 

Active members of the team 

24 hour access to senior psychiatrists 

able to do home visits is vital 


	Involvement from both consultant and 

middle grade psychiatrists 

Level of psychiatric input to be determined by local need and service configuration


3.2 Care Pathways

 Locally agreed 

4.1 Geographic coverage/boundaries 

Locally agreed
4.2 Location(s) of Service Delivery

Locally agreed
4.3 Days/Hours of operation 

Locally agreed
4.4 Referral criteria & sources 

Locally agreed
4.5 Referral route 

Locally agreed
4.6 Exclusion criteria 

Locally agreed
4.7 Response time & detail and prioritisation Locally agreed
	Activity Performance Indicators


	    Threshold
	Method of measurement
	Consequence of breach
	        Rationale

	No. of CRHT Referrals by source
	
	
	
	Important to capture all referrals to the team, some of which may not result in an assessment. We must ensure the teams are not spending to much time with ‘soft’ calls but equally it can demonstrate a good signposting function

	Assessments undertaken (from referral route)
	
	
	
	Each team should record the number of actual face to face assessment and also score the percentage against the number of referrals received



	Number of Clients taken on by the team
	
	
	
	Having a distinct and measurable ratio between the number of assessments that a team is undertaking and the number who go on to have the active support is a useful monitoring tool. If a team is assessing a very high proportion of individuals who then do not meet the criteria, there may be problems with the referral pathways. A high assessment load may also detract from the teams’ ability to deliver safe and coordinated acute home care to those who need it because they have to respond urgently to so many 
assessments

	Time between referral and initial  contact
	
	
	
	Initial contact is most usually face to face, but would also include telephone contact with the ser vice user to arrange assessment. We would expect to see a variation in average response times across teams depended on geography of the patch


	Duration of contact
	
	
	
	Helpful to gauge average length of stay with the team.

To short a stay may indicate the team involved with a ‘softer caseload than anticipated.

To long a stay may indicate tensions with the transition out of the team or the team’s difficulty in saying goodbye.

4-6 weeks is seen as a reasonable benchmark for established teams

	Frequency of contact
	
	
	
	Average visiting patterns can help a team to understand issues of capacity.

Also this is a useful aid to understanding the nature of the caseload the teams are engaged with.

Teams that are not visiting frequently may not be offering the expected alternative to admission and admission threshold for these teams may be low



	Discharge destinations
	
	
	
	We need to understand how the transition out of the teams are managed.

	Admissions to hospital (from assessment, team caseload  & record cases admitted but not seen by the team)
	
	
	
	This will enable us to monitor the ‘gatekeeping’ function by cross reference against all recorded admission for the ward.

Also we can compare team’s threshold for admissions.

By monitoring the admissions directly from the monthly caseload of each team also allows us to monitor the successful engagement of team’s throughout the acute episode

	Age
	
	
	
	We can plot the uptake across age range and map geographically.

It can help with questions around equity of access

	Ethnicity
	
	
	
	We can plot the uptake across cultural groups. It can also offer an insight into local communities that the teams work with

Can help teams to plan for developing need led workforce/recruitment themes looking at skill mix e.g. language skills



	Gender
	
	
	
	Provides useful capture of teams impact across gender issues

	Gatekeeping 
	
	
	
	A minimum of 90% success of the gatekeeping function as describe under key service principles

	Number of mental health act assessments for the area versus the number with CRHT as a member of the assessing team 
	
	
	
	It is important that the service can evidence its commitment to meaningful participation in all acute cases where hospital admission is indicated. By active involvement the service can highlight its commitment to ensuring Users have the increased chance retain control by offering and negotiating a alternative to detention

	Effective communication and planning
	Handover times

Weekly Clinical review meetings (when, where, who, how long etc)

Early discharge protocols/Ward liaison work (how does this currently work)

Do you have an internal ‘Named worker’ system within the teams

Do Clients have a regular medical review (i.e. face to face, preferably at home)

How is your medical support organised each day i.e. 7 days a week and out of hours

Do CMHT’s joint visit with the staff, do they participate in review meetings are they active in the discharge planning

CMHT duty systems how do they work for each CMHT


	
	
	The service will need to demonstrate it is offering a team approach to case management and that the commitment to effective communication and planning allows consistency, continuity and positive risk taking to emerge.  

	Social Network Involvement
	Recorded % of service users who have a member  of their support network 

involved in their care and treatment


	
	 
	There should be active efforts in the planning and delivery of services to involve service user’s social support networks 

(Families, partners, friends, named persons, work colleagues, spiritual advisers, community leaders etc) in care and treatment. Also 

Indicating efforts to promote social inclusion and community integration.   

	Recovery focused

(service provided is 

designed to address 

life roles, service 

user aspirations, 

self-management of 

illness, or improving 

relationships 

(substantial focus on 

recovery is evident 

in range of 

interventions and all 

embrace  recovery 

as guiding 

philosophy) 


	Use the Mental Health Recovery Star (outcome tool)


	
	
	The service should be oriented toward life roles, service user aspirations, and maximising independence, including 

techniques for self-management of mental health symptoms, development of meaningful activities and relationships, and, where relevant assistance with employment, parenthood etc.  



	Service User experience
	User satisfaction surveys

Patient experience questionnaire
	
	
	The collection of service user narratives will be viewed as an essential requirement of demonstrating successful outcomes

	Carer experience
	Carer satisfaction surveys


	
	
	The collection of carer narratives will be viewed as an essential requirement of demonstrating successful outcomes

	Recovery plans
	Record the % of Service Users that had their own recovery plan
	
	
	The challenge within recovery focused practice is to “be alongside” as service users take the lead in 

creating their own recovery journey. The role of mental health workers therefore becomes that of 

“facilitator”, a resource person able to provide information and support to enable service users to 

identify their own goals and to take the steps to achieve them,

	HoNOS + additional questions
	
	
	
	Completion of the HoNOS + will measure outcome, need and inform future provision. The tool is also designed capture improved levels of health and social functioning of Users

	Management and reduction of positive symptoms such as hallucinations and delusions


	
	Use of clinical monitoring tools

e.g. FACE, HoNOS and GAF
	
	Reduction of positive symptoms may assist the User to regain control of their lives 

	Reducing the 
impact of negative 
symptoms such as
apathy and 
withdrawal


	
	Use of clinical monitoring tools

e.g. FACE, HoNOS and GAF
	
	Reduction of negative symptoms will Increase motivation and resilience to tackle individual recovery aspirations 

	Developing the stakeholder role of service users and forming effective relationships with partner agencies
	
	Questionnaire aimed at stakeholder satisfaction
	
	Promoting the Importance of the User role in self advocacy, will strengthen the confidence and resilience of the User to access ongoing sustainable support



	Supporting and educating carer’s, families 
	
	Recorded BFT sessions

Carer satisfaction surveys
	
	Working closer with Individuals own network to risk assess and manage, will add to the quality of decision making

	Reducing inequalities in health care through liaison with primary care services
	
	Routine physical health checks
	
	To ensure that people using services have the opportunity and are given support to obtain good physical health and well being as part of their journey of recovery



	Percentage of risk 
management plans 
including positive 
and managed 
risk-taking 
(rather than risk 

 avoidance)


	
	Care plan audit
	
	It is Important for the service to demonstrate a commitment to positive risk taking with individuals and routine monitoring of risk management plans will help us to evaluate the services threshold for positive risk taking

	The provider being an employer of choice for people who experience mental health difficulties 


	
	Workforce audit
	
	


Number of service users registered with GP

Number of service user offered and receiving annual physical health checks

Number of service users accessing health promotion activities, monitored 

	Number of Serious Untoward Incidences with a physical health component


	
	

	Evidence of interface with other care providers within the mental health system
	
	Interface questionnaire
	
	Evidence for effective ‘whole system collaboration




	Quality Performance Indicator 
	Threshold 
	
	Method of measurement 
	
	Consequence of breach 
	Report Due 

	Infection Control 
	
	
	
	
	
	

	Service User Experience 
	
	
	
	
	
	

	Improving Service Users & Carer’s Experience 
	
	
	
	
	
	

	Unplanned admissions 
	
	
	
	
	
	

	Reducing Inequalities 
	
	
	
	
	
	

	Reducing Barriers 
	
	
	
	
	
	

	Improving Productivity 
	
	
	
	
	
	

	Access 
	
	
	
	
	
	

	Care Management 
	
	
	
	
	
	

	Outcomes 
	
	
	
	
	
	

	Additional Measures for Block Contracts:
	
	
	
	
	
	

	Staff turnover rates 
	
	
	
	
	
	

	Sickness levels 
	
	
	
	
	
	

	Agency and bank spend 
	
	
	
	
	
	

	Contacts per FTE 
	
	
	
	
	
	


Appendix 1

The following are standards we expected from all our commissioned services along the acute care pathway

Managing the Admission of known Service Users to Acute Inpatient Wards

· All requests for admission must be made to the Crisis Resolution & Home Treatment (CR/HT) teams, who will assess for appropriate care management in the community or possible admission. 

· The Care Co-coordinator will provide relevant information to the CR/HT teams prior to any assessment taking place.  It is essential that the Care Co-coordinator must be part of the assessment. This means that the Care Co-coordinator is actively involved in the information sharing and decisions making that are part of the assessment in order to ensure adequate continuity and effective assessment as well as minimising the need for the Service User to have to repeat their histories unnecessarily. 

· When the CRHT assesses a Service User outside normal working hours and the Care Co-coordinator cannot be part of the assessment then the CRHT will inform the Care Co-coordinator of the outcome of the assessment on the next working day.

Allocating a Care Co-coordinator to Service Users Not Previously Known to the Service

· When a Service User who is not known previously to services, does not have an allocated Care Co-coordinator and is receiving acute care, the acute team in question will inform the Service Users appropriate community mental health team, (NOT the local Single Point of Access Service), requesting that a Care Co-coordinator is allocated. If the acute team in question does not inform the appropriate community mental health team then that acute team will by default accept care co-ordination responsibility. Such instances will be considered as exceptions and will be managed accordingly.

· The Community Team Manager must ensure that a Care Co-coordinator will be allocated within two working days and will visit the Service Users within a week.  This is a responsibility of the Team Manager of the relevant team and if they do not allocate then the Care Co-coordinator will be the Team Manager by default

Operational Standards for Managing the Acute Care Pathway, “Acute In- reach”

· When any Service User receives treatment from any of the acute services, the care co-coordinator will continue to provide face-to-face contact with the Service User for a minimum of 30 minutes per week.  If there are exceptions, then they should be recorded in the notes.

· As appropriate the Care Co-coordinator or nominated person will maintain contact with the Service Users’ family / carers. 

· This contact with the Service User could be ward based or a home visit or any other place as required.

· All circumstances where it is deemed appropriate not to have face-to-face contact with the Service User should be considered as exceptional and the reasons for each exception should be reported to the appropriate Team Manager and be documented by the Care Co-coordinator or nominated person in the Service Users’ clinical record.

· In addition to the above Service User contact, the care coordinator or a nominated staff member will make weekly contact with the Service User’s Acute “Keyworker” or “Named Nurse” in the acute team for a minimum of 30 minutes per week to exchange relevant information to co-ordinate the care and pathway. This can be face to face (in which case it can take place when the care co-coordinator is on the ward, not necessarily at a ward round or review) or it can be a telephone contact.

· This weekly contact between care co-coordinator and Acute “Keyworker” or “Named Nurse” (acute services) may include, but is not confined to formal care planning/review meetings or ward round meetings. 

Assessment

· Service User’s accommodation status will be assessed, looking particularly the security of their accommodation (tenancy, mortgage repayments etc) and what arrangements need to be made to secure their accommodation for the period of hospital admission.

· Service Users will have their employment / vocational status and needs assessed, particularly whether any arrangements can be made to ensure security of employment following the period of admission.

· A Service Users will be assessed as to whether they are a carer to another person and if so what arrangements must be made during their admissions to hospital. 

· For each Service User it will be identified whether or not they have a carer, other than a member of the MH trust.

· A Service Users spiritual and cultural need will be assessed.

· A Service User’s mental capacity will be assessed. This may require several assessments to ascertain and should be re assessed preceding any important decisions are made (such as, but not restricted to – consent to treatment, financial decisions, self-directed care etc).

· A Service Users patterns of substance use will be assessed

· An assessment of the Service Users risk of sexual vulnerability.

· An assessment of a Service User’s potential predatory behaviour or potential to abuse or offend will be assessed.

· Consistent with care standards around managing the acute pathways, all Service User’s care will be reviewed with their care co-coordinator as a minimum and with all other multi-disciplinary staff included in the care of the Service User, within 7 days of their admission.

· ALL care plans will record the views of the Service User and a copy provided for the User to retain

Planning and Managing Service Users Discharged from In-patient Care:

· To meet the 7-day discharge standard, prior to discharge the Service Users will be informed who will be visiting them and when and where the visit will take place.

· The follow up contacts for Service Users who are discharged on a Friday and are considered to need a 48-hour follow up, must be planned with and provided by the appropriate CRHT, or other team providing Service Users support at the weekend.
 

· ALL Service Users must receive a face-to-face follow up contact within seven days of their discharge. This is because any Service User who has received a period of acute care must receive an appropriate level support following discharge usually involving more than one team or individual worker.
 

Care Standards Relating to Planning Service Users Discharge from Inpatient Ward

· When any Service User is discharged from hospital, then a face-to-face follow up contact should be provided within seven days of their discharge, regardless of the Service Users CPA status at time of discharge. This is because any Service User who has received a period of acute care must receive an appropriate level support following discharge usually involving more than one team or individual worker.
 

· Service Users will be informed who will be providing them a follow up contact or visit and when and where the visit will take place.

· The follow up contacts for those Service Users who are discharged on a Friday and are assessed as requiring a 48-hour follow up, must be planned with and provided by the appropriate CR/HT team, or other team providing Service Users support at the weekend. 

· A care plan, with objectives and outcomes written in terminology that the service user can understand, will be formulated within the first 72 hours of admission. These objectives underpin the reason for the service user’s admission. Progress towards these objectives is progress towards their discharge, therefore discharge planning starts within the fist 72 hours of admission.

Standards for Ensuring Staff Training and Supervision

· All acute staff members receive regular clinical supervision, of at least one hour per month.

· All acute staff will have received training within the past two years on at least two of the following: 

Equal opportunities 

Racial awareness 

Gender awareness 

Disability awareness 

Religious awareness

· All acute staff will have received training in how to prevent or handle violence and aggression, this will include the use of rapid tranquilisation. 

· All acute staff will have received training in the past two years on:

· Working with people with dual diagnosis / substance use in acute care.

· All acute staff will receive training in:

· Sexual safety awareness

· Child protection 

· Vulnerable adults

· Acute staff will receive training on the Mental Health Act (2007) and the Mental Capacity Act (2005) including the interaction between them.

· A training plan is in place for all acute staff addressing the broader range of skill and capabilities required to deliver effective acute care.
� Note: It may be necessary to monitor and manage the number of people who are discharged from hospital on a Friday or at the weekend. Whilst this may be preferable when the service users family / carers may be more able to support the leave period, it cannot be assumed as the common or default practice which would therefore have to be supported by the CRHT Team rather than the service users CMHT. 





� Note: Typically this has indicated an “enhanced” level of care as described by the Care Programme Approach; however from October 2008 the terms “standard” and “enhanced” will no longer apply. In fact from October 2008 the system of co-ordination and support for this group only will be called the Care Programme Approach (CPA).


Refocusing the Care Programme Approach, 


Policy and Positive Practice Guidance,


Department of Health, March 2008





� Note: Typically this has indicated an “enhanced” level of care as described by the Care Programme Approach; however from October 2008 the terms “standard” and “enhanced” will no longer apply. In fact from October 2008 the system of co-ordination and support for this group only will be called the Care Programme Approach (CPA).


Refocusing the Care Programme Approach, Policy and Positive Practice Guidance, Department of Health, March 2008


(Adherence to the above operational standards should achieve a “seven day follow up”).


� These training standards ARE NOT exhaustive and address only some of the training needs of acute staff. For further guidance on the wider range of training for acute staff, see Appendix 1 and refer to:


Clarke, S. (2004) Acute Inpatient Mental Health Care: Education, Training & Continuing Professional Development for All. London. NIMHE/SCMH
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