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1. INTRODUCTION
This Operational Policy supports the consistent application of Referral Guidelines
and eligibility criteria agreed by West Sussex commissioners in February 2020. It
also acknowledges the implementation of revised community pathways for older
adults’ community mental health services on 1st April 2020, adoption of 'Trusted
Assessor' for Crisis Resolution and Home treatment Teams on 31st May 2020, the
additional capability provided by Early Intervention in Psychosis services as of
September 2020, and the Mental Health Liaison Practitioner review
recommendations agreed by Commissioners on 6th November 2020.
Assessment and Treatment Services (ATS) provide advice, guidance and
consultation, assessment, formulation and treatment interventions to people
between the ages of 18 and 70, who are experiencing severe and enduring
mental health difficulties.
Assessment and Treatment Services align to GP's Primary Care Networks
(PCNs).
2. THE MODEL
Assessment and Treatment Services are a key component of a system approach
to Acute, Crisis and Urgent Care pathways which aims to:
•
•
•
•
•

Enable more people to be cared for by primary care networks / emotional
wellbeing services.
Offer enhanced assessment and time limited interventions.
Facilitate focused pathways for specific conditions.
Provide long term treatment and care where indicated.
Promote community recovery, wellbeing and enablement to improve
quality of life and reduce hospital admissions.

3. SERVICE PRINCIPLES
•

To provide a simple single point of entry to secondary adult mental health
services.

•

To work within NICE and Trust guidelines and, where necessary, the Care
Programme Approach (CPA)
https://policies.sussexpartnership.nhs.uk/download/clinical-1/152-careprogramme-approach-cpa?highlight=WyJjcGEiXQ==

•

To work in close partnership with GPs and Primary Care Networks' Acute,
Social Care and 3rd Sector providers and with people using the service and
their families and carers.

•

To make sure people who are referred to the service are assessed by the
most appropriate member of the multi-professional team.

•

To offer education, consultation and guidance to PCN colleagues to
support them in successfully treating more people in local networks.
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•

The service will be sensitive to the needs of the local population and will
ensure equity of access and service delivery for all service users
regardless of ethnic background, gender, culture, marital status, sexual
orientation or physical disability.

4. HOURS OF OPERATION
The team works from 9.00am to 5.00pm Monday to Friday, except public and
bank holidays. If a referrer is requesting a 4 hour or 5 working day response, they
telephone the respective Urgent Care Pathway line which is open 8.30am 6.30pm Monday to Friday. Outside these hours, referrals are routed to Crisis and
Urgent Care Services via the Mental Health Line, the Havens, A&E departments
or Police and Ambulance Street Triage.
5. TEAM STRUCTURE AND COMPOSITION
Assessment and Treatment Services (ATS) are multi-disciplinary. They comprise
Team and Professional Leads, Referral Co-ordinators, Consultant Psychiatrists,
Psychologists and Psychological Therapists, Occupational Therapists and Allied
Health Professionals, Nurses, Approved Mental Health Practitioners and Social
Workers, Mental Health Liaison Practitioners and Graduate Mental Health
Practitioners, Pharmacists and Employment Specialists, Carer leads and Peer
Support Workers.
The service is committed to teaching and development and has on rotation GP,
Clinical Psychology, Graduate Mental Health Worker, Nursing, Occupational
Therapy and Social Work trainees. They are supported by administrative staff.
ATS are managed by Service Managers and Team leaders, supported by all
Professional Leads, and supervised by the community Clinical Operational
Manager.
6. KEY INTERVENTIONS OFFERED BY THE TEAMS
ATS provide a range of medical, psychosocial and psychological evidence-based
interventions in line with NICE guidelines and the Trust's agreed Clinical
Academic Groups 'menus of interventions'.
https://staff.sussexpartnership.nhs.uk/care/clinical-academic-groups
These include providing:
•

Advice and consultation to GPs and Primary Care Network colleagues to
help them look after people in primary care in line with NICE guidelines.

•

A gateway to referrers to other secondary and tertiary mental health
services, including crisis teams and inpatient services.

•

Comprehensive specialist secondary mental health and social care
assessments, interventions and treatments.
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•

Advice and signposting people to PCN and District and Borough services,
and voluntary and independent providers.

•

Support, signposting and advice for carers, including more formal Carers'
Needs Assessments.

•

Time limited stabilisation and treatment interventions within a multidisciplinary setting as outlined in evidenced based practice.

•

Continuing care for those people requiring complex maintenance treatment
(e.g. Clozapine) that cannot be provided by primary care.

•

Annual physical health checks for all people 'clustered' 10-17 in the 1st
year of treatment and all people on Clozapine.

7. PATHWAY
7.1 Inclusion criteria and Stepped Care
Referrals are accepted according to stepped care criteria:
Step 1: Prevention and Promotion
Support that can be utilised before approaching either health or social services:
friends and family; self-help, spiritual advice; self-help groups; occupational
advice; national and local 3rd sector MH organisations; telephone helplines;
advice agencies; welfare rights; housing; employment; leisure services; carer
support.
Step 2: Recognition in Primary Care
‘Watchful waiting’…with further assessment; self-help; guided self-help; expert
advice; short-term brief intervention; signposting to/mobilising resources of
Step 1.
Step 3: Assessment / Primary Care Interventions
MH Assessment; short term psychological interventions; physical health checks;
routine medicine review; C-CBT; social prescribing; caseworker support;
signposting to/mobilising resources of Step 1.
Step 4: Secondary / Specialist Services
Comprehensive specialist assessment; specialist functional services (ATS, Crisis
& Urgent Care and Home Treatment, Early Intervention, Assertive Outreach);
Mental Health Act / Mental Capacity Act assessment; specialist medical,
psychological and psychosocial interventions; care coordination / named worker;
risk assessment and management, relapse prevention.
Secondary/specialist services will work closely with friends, family, carer and
other providers, including voluntary sector and primary care to ensure the person
remains as engaged as is possible with their long-term support networks.
Step 5: Tertiary / Specialist
Range of assessment and treatment via inpatient and community services
(perinatal, eating disorders, personality disorders) working with high risk, complex
patients requiring specialist interventions; high levels of care.
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•

Treatment in primary care / emotional wellbeing services has taken place
according to NICE guidelines.

•

There is a medium or high risk of neglect, vulnerability and harm to self and/or
others attributable to a deterioration in mental health.

•

There is a complex presentation* which requires a multi-disciplinary
intervention. (* e.g. presenting with a number of factors such as mental health
difficulties combined with drug and alcohol use, parenting or safeguarding
concerns or significant social problems alongside mental health difficulties
which cannot be managed within primary care).

The main presenting mental health difficulties are severe and enduring:
•
•
•
•
•
•
•

Complex emotional needs/ Personality disorder
Psychotic presentations
Depression
Bi-Polar Affective Disorder
Anxiety disorders, including OCD
Eating disorders
Post-Traumatic Stress Disorder

GPs currently refer to ATS for assessment or review of ADHD and/or ASD with
concerns of a co morbid mental health need. ATS will assess if either difficulty
appears present in context of the mental health difficulties described above.
Singular ASD referrals will be routed to Trust Neurodevelopmental Services.
Singular ADHD referrals will be assessed in line with shared care protocols (i.e.
reviewed if clinically indicated and then returned to primary care).
7.2 Exclusion criteria
New Referrals will not be accepted if:
•

The person is not ordinarily resident and not registered with a West
Sussex GP. ATS can provide a health service to those people who are
registered with a West Sussex GP but reside elsewhere, however social
care responsibilities remain with the Local Authority where the person is
ordinarily resident.

•

The person falls outside the age range of 18 to 70 years (except for young
people transferring from CAMHS to AMHS).

•

National Institute for Clinical Excellence (NICE) guidelines for treatment
have not been followed (particular attention should be paid to the stepped
care model).

•

There is no significant mental health problem present.

•

The address is temporary and the person's healthcare has not been
transferred to the locality, unless this is a crisis or urgent referral.
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•

Drugs and/or alcohol is the primary/sole problem (the team would usually
signpost to addictions services).

7.3 Sources of referrals
•
•
•
•
•
•
•
•

GPs and Primary Care Network / emotional wellbeing services (eg CGL)
IAPT (eg Time to Talk)
Area Mental Health Social Work teams
Voluntary or non-statutory services via Pathfinder Clinical Service
Acute Pathway services
Secondary care services from outside the Trust
Crisis and Urgent Care services
CAMHS https://staff.sussexpartnership.nhs.uk/care/quality/transitions

All referrals should be discussed by the referrer with the person concerned before
they are made except where there is significant risk to the individual or others and
this is not practicable.
7.4 Referral mode
All referrals must be sent through to the referral inbox for the ATS / e-Referral
System in writing. However, referrals where the GP is requesting a person to be
seen in 4 hours / 5 working days must be telephoned through to the dedicated
Urgent Care Pathway line and discussed with the relevant Referral Coordinator.
The triage form will be jointly agreed over the telephone to determine level of
priority.
7.5 Self-referrals and referrals from carers
ATS does not accept referrals directly from carers or relatives but instead asks
them to contact the person’s GP or help the person see their GP.
7.6 Referrals from Acute Pathway services
As part of discharge planning, Inpatient Consultant Psychiatrists and Ward
Managers will determine if ATS referral indicated and liaise with relevant ATS
team leaders at the earliest opportunity to ensure best pathway away from
hospital. If there is disagreement between Acute and Community teams then this
should be escalated to the community and acute general managers.
Where the only reason for referral is a statutory 72 hour follow up post discharge,
this should be discussed with the ATS prior to referral, as it may be more
appropriate for this to be provided by acute services. See 72 hour Follow Up
Guidance (Appendix 1).
Indicators for Assessment and initiating treatment are:
•
•

Further assessment and/or time limited interventions, based on NICE
guidance, is required.
Medical review is required and/or recovery focused intervention by
Pathfinder Clinician.
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•

Psychological therapy is indicated, but long-term case management is no
longer needed at the end of this period.

Indicators for continuing treatment following the above are:
•
•
•

The person has been detained under S3 or S37 of the Mental Health Act
and therefore subject to S117 aftercare.
The person is known to services and is likely to need case management.
The person has severe and enduring mental health difficulties whose
needs are complex and cannot be managed within primary care.

7.7 Referrals from Crisis Resolution Home Treatment team
As with referrals from inpatient wards, Crisis Resolution Home Treatment teams
will be asked for a diagnosis and rationale for stepping to ATS rather than
Primary Care. The above indicators for Assessment / initiating treatment or
continuing treatment should be used by the CRHTT. When this is unclear, a
decision must be made within 5 working days and the person and carer notified of
this decision.
7.8 External referrals for clients already on CPA
New referrals and referrals of clients from other Secondary Care services outside
the locality who require continuing support should be discussed with the relevant
ATS. This discussion will normally be between the referring team's Manager and
Referrals Coordinator within the ATS and, if indicated, transition completed within
12 weeks.
8.0 MANAGEMENT OF REFERRALS
8.1 Referral, Triage, Assessment and Allocation Process
The Referral / Triage / Assessment and Allocation Process map (Appendix 2) is
the primary visual guide to how ATS safely manage flow into, within and away
from the service. It emphasises the communication, collaboration and clarity of
purpose that is consistently required at key decision points. It is the shared
responsibility of each ATS leadership team to effectively regulate the clinical
quality and administration of each step of the process to ensure the service
maintains balance.
8.2 Key principles in the management of referrals
All referrals will be Triaged on a daily basis by the Referral Coordinator. They will
make the decision on how the referral should be managed and this will be
recorded on the clinical information system, Carenotes. If a referral is not
accepted, the referrer should be told in writing why it has not been accepted, with
advice or recommendations about the best way forward. All urgent and priority
referrals must be discussed over the phone with the Referral Coordinator and
followed up in writing. If a referral is forwarded to another service the referrer
should be informed in writing and the contact details of the more appropriate team
included in the correspondence. Where multi agency triage hubs exist all routine
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referrals (requiring assessment within 28 days) should be considered for
discussion at the locality hub meetings.
8.3 Referral process and Duty system
1. Referral received.
2. Administrator to establish if a person is open to SPFT when a referral is
made and advises referrers to contact appropriate practitioner to discuss
their concerns if there is an open team episode whilst ensuring the
practitioner is updated with any new information provided by the referrer.
•

The administrator checks GP details and residence.

•

If the person is registered with a West Sussex GP but lives in another
area served by SPFT then the referral should be scanned and e-mailed
to the ATS which serves the area the person lives in.

•

If the person is registered with a West Sussex GP but lives outside the
Local Authority then the referral should be set up in pending for the
appropriate ATS in readiness for the triage process. If the person
subsequently needs a Care Act assessment then this will need to be
completed by the Local Authority where the person is ordinarily
resident.

•

If the person has no GP or is registered with one of the county’s three
‘patient exclusion scheme’ practices, check which ATS the address is
aligned with: Bersted Green (Western West Sussex), Ball Tree
Surgery, Lancing (Coastal West Sussex), Coachmans Medical Practice
(North West Sussex).

3. When it is clear which ATS is responsible for the case and a decision to
assess has been made, the Team Episode should be updated on
Carenotes as “in progress”. If the person is to be assessed by a medic or
Mental Health Liaison Practitioner their name will be added as Lead
Practitioner. If another ATS clinician is responsible for the initial
assessment, their name is added as Co Worker.
4. The referral is Triaged by the Referrals Coordinator and/or Consultant
Psychiatrist using past Carenotes records to assess the degree of
immediacy, to see if the person has been open to SPFT or partner
services in the past, and if further information is needed from the referrer,
other agencies or sources, and the person concerned.
Referral to Assessment / Treatment time will be informed by considering,
on the information available, whether the referral is to be seen within 4
hours, to be seen within 5 days, to be seen within 28 days. Routine
referrals should be considered for discussion at multi agency triage hubs
where they are in place.
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8.4 Timescales for response
Urgent referrals, where the risk to self or others is immediate and high and/or an
emergency mental health act assessment is likely and/or there are safeguarding
concerns needing an immediate response, are to be actioned the same day and
attempts will be made to contact the person within 4 hours.
Priority referrals, where assessment and intervention is required to prevent
rapid deterioration of mental state and/or safeguarding concerns need further
investigation, are to be actioned on the same day and attempts made to see the
person within 5 days.
Routine referrals to be offered an assessment within 28 calendar days. Full
assessment of presenting problem and social care needs is required without
immediate likelihood of rapid deterioration in mental state.
If a GP has not ‘phoned in advance about an urgent referral (see above) and it is
unclear why a GP believes a patient should be seen within 4 hours, the Referral
Co-coordinator will try to speak to the GP in person for clarification. If it is not
possible to discuss the referral with the GP, it should be treated as urgent and
attempts will be made to see the patient within 4 hours. A referral should also be
treated as urgent if ATS staff have assessed it to be urgent but the GP has
designated it differently. Discussions and decisions, with a rationale, should be
recorded on Carenotes.
The referral co-ordinator and team leader are responsible for ensuring that the
number of assessment slots matches demand and that Waiting Time standards
are met. Any anticipated difficulties meeting these targets should be reported to
the Service Manager as soon as possible.
8.5 Serial and joint assessments
Serial assessments (i.e. where a person sees two or more team members who
cover similar ground) should be avoided unless there are clear clinical reasons for
them.
Where a person is referred by an agency other than primary care (for example, a
voluntary or addictions service) there may be clinical grounds for seeing them
with the referrer before the team makes a decision whether to offer treatment.
All assessments should consider collateral information provided by family, carers
and / or other agencies. Team members should make every attempt to contact
any other agencies / providers / carers but before initial assessment and as part
of the care plan formulation process.
Staff should refer to the trust policy and guidance on sharing information about
patient care with family and carers.
https://policies.sussexpartnership.nhs.uk/download/corporate-1/402-carers-aconfidentiality-policy
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GP referrals of people already engaged with a 3rd sector Pathfinder service
should be actively routed to Pathfinder with advice to liaise with the SPFT
Pathfinder clinician.
8.6 Pending cases to be allocated that have already been assessed
Cases should be pended for as short a time as possible. Where it is necessary to
‘pend’ cases following initial assessment due to capacity, these principles should
be followed:
•

At allocations meeting, add an end date to the named assessor as coworker.

•

Add new ‘Virtual’ LP Name: 'example ATS Allocation'. These virtual lead
practitioner names will only have patients assigned to them where they
have had their initial assessment, risk assessment, cluster and interim care
plan completed. They will be monitored weekly and no patient is to be
assigned to this 'virtual LP' for any longer than 28 days.

•

Every case pended must have a review date within 28 days entered on the
My Care and Safety Plan. Ensure the safety information is copied and
pasted into the My Care and Safety Plan and the patient and GP are sent
a copy.

•

All cases must have a current Risk Assessment and HoNOS.

•

Careful consideration should be made to avoid repeat pending of cases.

•

People should be contacted if there is a need to delay treatment due to
capacity; contact details of the team should be clarified, to be used if the
person feels their mental health is deteriorating while waiting, and other
local support networks’ contact details shared. They should be given a
review date and updated with 28 days. The referrer should also be
informed of any delays to treatment due to capacity.

•

When capacity becomes available and at point of allocation the My Care
and Safety Plan will be reviewed by the MDT present at the allocation
meeting and a Lead Practitioner will be allocated.

•

Carenotes updated with new Lead Practitioner name.

•

My Care and Safety Plan re-planned and updated with new Lead
Practitioner detail and set new review date to be 18 weeks to reflect the
treatment pathway.
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8.7 Safeguarding Children and Adults (MARAC / MAPPA)
Sussex Partnership NHS Foundation Trust has a statutory duty under Section 11
of the Children’s Act (2004) to protect children from harm. Safeguarding and
promoting the welfare of children is defined in Working Together to Safeguarding
Children (HM Gov 2018) guidance as:
•
•
•
•

Protecting children from maltreatment
Preventing impairment of children's health or development
Ensuring children grow up in circumstances consistent with the provision of
safe and effective care
Taking action to enable children to have the best outcomes

The Trust is a partner agency within the Local Children Safeguarding Boards
(LSCB) and therefore the Trust policy should be read in conjunction with the Pan
Sussex Child Protection and Safeguarding Children Procedures.
https://sussexchildprotection.procedures.org.uk
For Safeguarding Adults, the below Safeguarding Threshold document should be
reviewed as part of completing safeguarding concerns where possible:
https://www.westsussexsab.org.uk/media/jikel32x/safeguarding-thresholds.pdf
Practitioners should ensure: the person is currently safe or an interim protection
plan is put in place, the Safeguarding Adults Procedure is followed and the
enquiry / referral form is completed and submitted via West Sussex County
Council's electronic safeguarding system, Mosaic. If a practitioner is unsure
whether to raise a safeguarding concern, then they should speak to the (Social
Care Professional Lead) SCPL for their area to discuss the concerns and any
required actions. See Safeguarding Process Flowchart (Appendix 3).
The Trust is an active partner in both MARAC and MAPPA forums:
Multi-agency Risk Assessment Conference (MARAC): The aim of MARAC is to
discuss the most high-risk cases of domestic abuse and sexual violence, to share
information and to safety plan to safeguard a victim.
Multi-agency public protection arrangements (MAPPA): The aim of MAPPA is to
manage the risks that violent and sexual offenders pose to the public by
managing the risks associated with these categories of offenders. The various
agencies share information about offenders under MAPPA in order to assess and
review the level of risk they pose to the public.
8.8 Virtual, phone, face to face assessment and treatment, and Home Visits
ATS use a blended model of telephone, virtual and face to face consultations,
assessments and treatments to deliver care. The decision-making matrix
(Appendix 4) is used to consider with the person concerned the most suitable
format for the intervention required. Staff should be familiar with Trust policies on
the management of risk in the community, in particular the general guidance in
the Lone Working policy on doing home visits.
13

https://policies.sussexpartnership.nhs.uk/risk-health-and-safety/working-alonepersonal-safety-policy-and-procedure
8.9 Responding to urgent referrals
The Trust is commissioned to assess urgent referrals within 4 hours. A request
for a 4 Hour response is indicative of an immediate risk to safety, requiring
CHRTT or MHA assessment and include an appraisal of risk including Recency,
Severity, and Frequency and other influential variables such as behavioural acts
of self-harm or suicide and intoxication.
All urgent referrals should be discussed on the phone with the Referral
Coordinator so that as much information as possible can be gathered about why
the service user needs to be seen urgently; about risk history and immediate
future risks, and about what intervention the referrer believes may be necessary.
Urgent referrals should only be re-categorised after discussion with the referrer.
If it is not possible to discuss the case in person with the referrer, it should
continue to be treated as urgent.
Consideration should be given to acting as Trusted Assessor for CRHTT (see
below).
If there are issues which might arise out of hours, Crisis and Urgent Care
Services should be notified and given relevant details about current status, past
or potential risk and advice about how to respond if the case comes to their
attention.

Trusted assessor
flow chart.docx

Where an inpatient admission has been agreed but a bed is not immediately
available, CRHTT will be responsible for coordinating and providing support to the
person concerned and their family and carers. Such support will also involve
careful collaboration between all parties, including any or all of the person’s
support network, ATS and area MH Social Work Team practitioners and AMHPs.
All practitioners (regardless of service) must maintain effective communication at
all times.

9. INTERNAL TRANSFERS
For teams that would like to transfer to another part of the service internally, the
referring team must provide a letter to the referred to team detailing the reason for
the transfer request and open up a “pending” Team Episode within Carenotes
under the Referral Tab to the referred to team. Please refer to the Carenotes
referrals, including internal referrals, Standard Operating Procedures (SOP).
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9.1 Transition from 'short-term' to 'long-term' interventions
The Initial Care Pathway is for up to 6 months for Mental Health Liaison
Practitioners and between 9 and 12 months for ATS practitioners, during which
time the person referred will have been assessed and worked with in a recovery
and reablement focused way. If, during that period it is clear that the person has
continuing severe and enduring mental health difficulties, then the care planning
to 'long-term' Treatment team should commence at that time.

9.2 Referral and transfer of cases to other teams
Assertive Outreach Team (AOT): uses a 'team approach' to flexibly engage,
assess and treat people who have previously found it difficult to use 'standard'
mental health services without relapsing. People suitable for AOT have often
experienced a wide range of adverse personal and social factors in addition to
severe and enduring mental health difficulties and dual diagnosis. Transfers are
via CPA.
Bluebell House: provides consultation, assessment and formulation and a day
treatment service for adults in North West Sussex experiencing difficulties due to
a Personality Disorder/complex needs. These individuals may be frequent users
of various agencies and services, have longstanding or disabling interpersonal
problems, poor impulse control and limited benefit from previous therapeutic
interventions. Bluebell House is currently configured as an addition to ATS
interventions: care coordination, social care and medical management
responsibilities remain with ATS.
Dementia and Older Peoples' Mental Health Service (DOPMHS): Services for
those people in later life who are experiencing severe mental health difficulties or
are presenting with high levels of risk. This includes people of any age who are
experiencing challenges relating to their dementia/suspected dementia.
DOPMH services will accept referrals of people over the age of 70 experiencing
complex mental health issues, which are not dementia, if this is their first referral
to secondary mental health services. (People who have been working with the
ATS and discharged within the previous 12 months are most likely to be rereferred to the ATS unless there has been a significant change in needs. In these
cases, a joint assessment may be helpful to determine the best care pathway
based on the patients’ needs).
Referrals for people between the ages of 65 and 70 who present with complex
comorbidities linked to the ageing process, frailty or cognitive impairment which
contributes to, or complicates, their mental health issues will be considered on a
case by case basis. These people are most likely to present with multiple social,
cognitive, physical and sensory health needs. Exceptionally, this may include
people under 65.
Early Intervention in Psychosis service (EIP): provides care and treatment to
young people and adults experiencing a first episode of psychosis. The service
offers three years of care to 14 - 65 year olds. The EIP service is managed
through the CHYPS (Children and Young People’s) division of services. The
15

service provides specialist mental health assessments for a suspected first
episode of psychosis, and also for those initially suspected to have a first episode
psychosis and subsequently identified as meeting clinical threshold for At Risk
Mental State (ARMS). Assessment and formulation will lead on to appropriate
treatment and care plans, as well as appropriate risk management plans.
People not accepted for EIP assessment due to insufficient evidence indicating
suspected first episode psychosis will be signposted to other appropriate services
or referred on by the team. This may include stepping to another community
mental health service (such as CAMHS or ATS) or back to GP.
Some people will need further care following their three-year involvement with the
EIP services. It is important that transfers to appropriate services are as seamless
as possible. To facilitate this, referrals will be made 6 months prior to discharge
from EIP services to ensure that the receiving service has adequate time to
allocate a Lead Practitioner before care is transferred.
Pathfinder Clinical Service: People who are completing or have completed ATS
treatment but require a clinical intervention to enable stepping to primary care
should be discussed with SPFT Pathfinder clinician.
Specialist Perinatal Mental Health Service (SPMHS): Referrals to SPMHS from
ATS are considered on a case by case basis. When the mother has needs that
are likely to extend beyond the Perinatal Period (currently defined as one year
post-natal, when baby is 12 months old) the usual practice is to allocate a
SPMHS practitioner as a co-worker alongside their allocated ATS Lead
Practitioner. Where ATS involvement is not indicated the mother may be
transferred to SPMHS for care and treatment until baby is 12 months old or
assessed needs have been met. Most cases are stepped to primary care (GP
and / or IAPT) services but for those cases where further secondary mental
health care is indicated SPMHS will refer to ATS when mother is nine months
post-natal to enable ATS and SPMHS to facilitate a seamless transfer of care.
ATS can also refer to SPMHS for specific pieces of work - such as medication
advice in pregnancy - and the SPMHS team and Consultant can offer support
and advice either by appointment or via the duty system.
West Sussex Eating Disorders Service (WSEDS): is a small specialist service
who works with adults with eating disorders, offering a range of evidence based
interventions including group and individual therapy and physical health
monitoring where clinically indicated. Due to demand patients are often placed on
waiting lists for both assessment and treatment depending on severity of risk.
Those triaged as a potential medical emergency are assessed urgently, often in
acute hospital settings. For complex patients with co-morbidity and/or social care
needs WSEDS aim to conduct assessments with and work alongside ATS
colleagues. WSEDS arrange admission to specialist eating disorder units when
required.
Any difficulties in transferring a case to another team should be raised with the
service manager and escalated as necessary in order for a timely transfer to take
place.
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9.3 Complex Care Panel and referrals to specialist services
The monthly complex care panels provide support, expert advice and consultation
for staff working with people with complex mental health difficulties across our
adult community, crisis and urgent care and acute services.
Each service also has access to:
•

Individual and/or group supervision for practitioners to discuss difficult
cases

•

Access to a multi-disciplinary team meeting to discuss cases

•

Team formulation sessions to develop meaningful ways of understanding a
person’s history and presenting problems, and how to work with them.

Referrals for high dependency rehab placements no longer need to be discussed
first at the Complex Care Review Panels, but can be sent directly to the Rehab
Hub (see link below).
https://staff.sussexpartnership.nhs.uk/care/resources/applying-for-adult-inpatient-mental-health-rehabilitation-and-out-of-area-specialist-treatment)
Teams will need to complete a standard Complex Case Panel form prior to the
panel meeting. There is no need to inform the person you are discussing them at
panel as it is advisory only, not a decision-making body. The responsibility for
clinical management sits with the clinician.
10. Concluding Treatment
For ATS to manage demand effectively they must work with an “easy in, easy
out” model. This means that many of the interventions offered are time limited,
followed by transfer to Primary Care / Emotional Wellbeing Services, and that the
process for referring patients into the team should be clear and straightforward,
with prompt feedback and advice for referrers. ATS teams will aim to work with
colleagues in primary care and the voluntary sector throughout their time with
ATS teams, particularly when working towards concluding treatment.
This approach should be followed by all staff, whether under the care of doctors
or other professionals. Teams will have systems to make sure that Risk
Assessments and Care Plans for all services users are reviewed individually and
by the multi-disciplinary team.
Carers, families and friends and other support networks (as agreed by the person
concerned) should be involved in discussions and preparation for discharge. If
the person does not want carers, families or friends involved in their care, this
must be regularly reviewed by the ATS team, in accordance with Trust protocol.
Where it is clinically agreed that the person no longer requires the level of
intervention provided by the ATS, they will be discharged from the service. The
GP should be involved in this process and clear advice given on how to manage
the person’s future care.
Discharge letters / Care Plans will be succinct and timely: that is, completed at
the latest within 7 working days of last contact with the service user or 28 days
before discharge. Details of any medication should be sent to GPs as soon as
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possible (e.g.: on day of discharge). Discharge Care Plans from all team
members/disciplines should follow an agreed standard and include an ICD 10
diagnosis, current medication and dosages, interventions offered and goals
realised in care planning, as well as recommendations for follow-up. A discharge
HoNOS should be completed. The word ’discharge’ should be included in the title
of the discharge letter on Carenotes. Discharge letters to service users should
include information on how to access voluntary sector/peer support services as
well as crisis services out-of-hours.
Where 'closed cases' are re-referred to the ATS the Referral Coordinator will
triage the referral to determine the level of priority given to reviewing their needs.
Support, advice and recommendations to the person / referrer will be provided if it
is felt that the person does not require ATS. They will also be considered for
discussion at multi agency triage hubs where they are in place.
11. CLINICAL INTERFACE WORKING
11.1 Interface with Time to Talk (T2T)
The ATS will accept referrals from Time to Talk. The protocol supporting Time to
Talk access to ATS via the Urgent Referral Pathway for people referred by GPs
or by self-referral is as follows:
Urgent 4 hour Response
Referrals thought to require an urgent 4 hour response will normally only be
considered by the ATS Referral Co-ordinator if the person has had an
assessment with the referrer within the last 24 hours. This is the standard criteria
operated by all community and crisis services of SPFT. It is designed to ensure
that people are referred with as much up to date and comprehensive information
as possible.
If T2T have not carried out an assessment (professional referral or self-referral)
within the past 24 hours, and yet believe that the client is at high risk and requires
a 4-hour response, then T2T should either discuss the referral with the locality
triage lead or advise the client to attend A&E/UTC to be reviewed by a physician,
or in very high-risk situations contact ambulance / police as appropriate. T2T may
simultaneously contact the SPFT urgent care line for advice and the referral may
be accepted for a 4 hour or 5-day priority assessment, dependant on the outcome
of the discussion If the referral is accepted for an urgent or priority response, it
will be T2T's responsibility to inform the GP and request that GP forwards any
additional relevant clinical information to SPFT.
The decision to accept patients who have been assessed by T2T in the previous
24 hours as 4 hour referrals is made by the Referral Co-ordinator exercising their
clinical judgement on behalf of the wider MDT. Even if a 4 hour referral is
accepted, the Referral Co-ordinator may still direct the patient to A&E as the most
clinically appropriate place for assessment depending on the referral information
received.
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Priority 5 Working Day Response
People referred for a 5 working day response must have had a full assessment
with Time to Talk before being referred. In addition, patient consent for the
referral must be obtained prior to referral. The GP must also receive written
notification of the referral within 24 hours of the referral being made, by the
referrer. The referrer should also request the GP to provide a medical summary to
the ATS to support the assessment and treatment process.
As with Urgent referrals, the decision of classifying a referral as requiring a 5
working day response rests with the Referral Co-ordinator on behalf of the wider
MDT.
11.2 Interface with GPs, Primary Care Networks and Emotional Wellbeing
Services
ATS work closely with primary care colleagues. This will take the form of regular
link-working with aligned GP practices as well as the provision of timely ad hoc
advice and consultation by virtual platforms, telephone or secure e-mail. Mental
Health Liaison Practitioners, ATS Consultant Psychiatrists, Referral Coordinators, Professional Leads and Team Leaders will all liaise with GPs, PCN
and Emotional Wellbeing Service colleagues. Where a practice requests an ATS
representative to attend a clinical meeting this will be agreed by the Clinical
Operational Manager or the Service Manager with the Consultant.
Link-working should provide a conduit for communication and information-sharing
as well as responsive advice on referral management and stepped care. This is to
reduce the volume of new referrals to ATS and the length of episodes of care
where ATS interventions are no longer indicated.
Some people will be accessing support from both primary care / emotional
wellbeing services and secondary care services and this should be reflected in
the person’s care plan.
12. OPERATIONAL MDT PROCESSES
12.1 Allocation meeting
Each ATS team has an allocation meeting once a week. This meeting has full
professional and management representation e.g. Consultant, Team Leader,
Professional Leads, Service Manager. A decision and plan of care and treatment
is made for each patient discussed, and this is entered directly onto Carenotes in
the 'My Care and Safety Plan' format. Admin support is provided to ensure that
Carenotes Team episodes have been updated where applicable and notifications
of outcomes sent to the clinical staff in the ATS.
'Internal referrals' following assessment by SPFT Pathfinder clinicians should also
be discussed at the allocation meeting if ATS intervention indicated.
If a person is unallocated for any reason (post assessment pending initial
treatment or during treatment if the lead practitioner is no longer available), the
referrer and the service should be contacted and informed. If a person is not
allocated for any reason they should have a date agreed for next contact, full
19

contact details of who to contact with any concerns while waiting and details of
other local support available. They should have completed risk assessment and
HoNOS and should be reviewed and allocated as minimum within 28 day.
Where services have a lead in time to the lead practitioner being no longer
available, a review of their caseload with the team lead should take place and the
caseload zoned, and where possible the service user prepared and informed of
the change in advance.
Please see Appendix 5 - ATS pathway requirements.
12.2 Zoning meeting
The zoning guidance is a tool that aims to improve and optimise the
documentation and communication of clinical risk assessment and management.
Zoning guides the clinicians in community teams in assessing clinical risk and
planning care within a team. The zoning model assigns patients to one of 3
'zones' according to their clinical risk, encouraging clinicians to document and
implement targeted interventions required to manage those risks. This approach
enables the team at any given time to risk stratify acuity of the caseload and
ensure that the available staff are able to meet the demands of the caseload,
provides a method of alerting the team of people at risk and/or in crisis and
ensuring risk management plans are in place to appropriately meet these needs.
People in rehabilitation units (Connelly House and Shepard House) will be zoned
in Amber as low risk high need.
People in other inpatient units will be discussed as “in hospital”.
Caseloads are a collective team responsibility as well as the responsibility of the
individual named worker.
Purpose
The purpose of zoning system is to ensure:
•

Communication of risk for community teams.

•

There is effective operational management within the team.

•

The team provides targeted case management to clients most in need.

•

There is continuous discharge planning.

•

Care coordinators / lead practitioners are given the opportunity to provide
appropriate peer support to colleagues in the team and share clinical
knowledge.

Process
•

All people in the team will have an allocated care coordinator / lead
practitioner.
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•

Within the team office there will be a white board or computer database which
lists the caseload of each care coordinator / lead practitioner with the names
of people grouped in colour coded zones.

•

It is the responsibility of each care coordinator / lead practitioner to place
people in the appropriate zone; however, in their absence any other team
member can place a person in the red zone.

•

Zoning meetings to take place twice a week. This can be increased to daily
30-minute morning meetings in discussion and agreement with the team

•

Once a person is placed in the red zone it is important the team works
collaboratively to remove that person from the red zone with an appropriate
management plan entered on the clinical record system.

Inpatient / Acute & Crisis Care Zone
•

The Inpatient / Acute & Crisis Care Zone identifies those people who currently
occupy a hospital bed (it does not include people who are on leave from the
hospital) and people open to the crisis team.

Inpatient / Acute & Crisis Care Zone requirements
•

Communication requirements are regular (i.e. a minimum of weekly contact
with both the person and inpatient treating team). The Care Co-ordinator /
lead practitioner will be central to the discharge planning process. Reviews
may be virtual and extended beyond the minimum weekly contact if clinically
indicated and agreed with the person and the inpatient team.

•

On discharge from acute care the person will be zoned Red for the 1st 72
Hours post discharge before re-zoning review.

Community Zoning
•

People requiring acute care should be discussed with CRHTT and in the local
bed management meeting, providing acute and crisis colleagues with a plan
for the purpose of admission and the anticipated outcome.

https://policies.sussexpartnership.nhs.uk/clinical-3/clinical-risk-assessmentsafety-planning-risk-management-policy-and-procedure
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RED

•
•
•
•
•
•
•
•

CRITERIA

INTERVENTIONS

Team/Trust Awareness

Resolve crisis, facilitate home treatment and prevent admission, if possible

Acutely experiencing a crisis in their mental health and social stressors
resulting in a crisis in their mental health / have the immediate potential to
result in a crisis in their mental health
High level of risk to self or others
Not engaging/out of contact with service
Child/Adult safeguarding concerns
Signs or symptoms that indicate relapse
Require immediate action to prevent hospital admission
Assessment under the Mental health Act
Increased self-neglect

The acute crisis is such that the client is demonstrating / has the potential to
demonstrate risk behaviours that require ongoing team awareness, planning
and interventions.

•
•
•
•
•
•
•
•
•
•
•
•
•
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Risk management and crisis support
Daily Mental state review (within 24hrs) using the team urgent doctor slot
CRHT involvement in addition to any team agreed interventions
Medicines management and medication review
Support and practical help
Information provided and explained in order to manage risk
Increased carer support
Appointee ship or money management
Increased liaison with other agencies
Risk management case conference
Mental Health Act assessment
Hospital admission with continuing support and initial plan for discharge
Medication review

AMBER
CRITERIA

INTERVENTIONS

Team Awareness

Prevent a worsening of mental state

The Amber Zone contains and identifies those clients who continue to present
with ongoing high levels of need and risk. The needs and risks are anticipated,
understood and managed by the Care Co-coordinators/named workers.
Symptoms and pre disposing factors to indicate pending relapse
•
•
•
•
•
•
•
•
•
•
•
•

Care Co-ordinators/named workers will, as a minimum adhere to the clients
Care Programme – interventions will be increased as required with
consideration of placing the client into the Red Zone should there be a crisis.
•
•
•
•
•
•
•
•
•
•
•
•

Significant risk factors and approaching a crisis
Mentally unwell
Fluctuating level of risk
Significant social dysfunction
Just been discharged from hospital and presenting with medium level of
risk or need
Poor engagement & refusing medication
Just been discharged from hospital with high level of risk or need
Physical health issues and concerns
Clozapine red alerts
Missing Person
Increase in substance misuse
Major life event changes

•
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Monitoring of mental state
Support & develop insight into self-management
Information & medication choices, side effects and concordance therapy
Targeted lifestyle support including smoking cessation
Planned evidence based psychological therapy
Family work
Substance misuse harm minimization and local groups
Debt management
Supported employment or training
Daily living skills and home management
Capacity assessment depending on risk/physical health issues
For Clozapine blood test within 2 days of getting an amber alert and
consider HTT/ward for titration
Welfare check - Report missing person/liaison with police

GREEN
CRITERIA

INTERVENTIONS

Practitioner Awareness

Appropriately planned discharge

The Green Zone contains and identifies those clients who are stable in their
mental health (for a minimum of 3 months) and are in the discharge planning
stage of their care process.
They would be expected to meet their daily needs and would normally be
engaged with health and social cares services and have acceptable compliance
and insight into their mental health and social needs.
•
•
•
•
•
•

Care Co-ordinators/named workers will, as a minimum adhere to the clients
Care Programme - interventions will be increased as required with consideration
of placing the client into the Red Zone should there be a crisis. Clients can also
be placed from the Green Zone into the Amber Zone should the client present
with increased levels of need and risk.

•
•
Working collaboratively with the team in achieving care plan objectives and •
outcomes
•
Monitoring of care plan and pre agreed interventions only
•
Practical or targeted intervention required
•
Maintaining supportive therapeutic alliance
•
Stable with few current concerns/risks at present
•
Preparing to move on from the team – supported discharge planning
•
•
•
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Monitoring of mental state
Medicine management
Self-management
Crisis & contingency planning
Advance directive plans
Evidence based psychological therapies
Social inclusion activities
Healthy lifestyle support including smoking cessation
Review of support networks & developing new networks
Work
Recovery groups

13. PERFORMANCE AND ACTIVITY MONITORING
13.1 Fidelity measures
72 Hour Follow Up
Urgent Referrals assessed within 4 hours
Priority Referrals assessed within 5 days
Routine Referrals assessed within 28 days
Care Plan created with the person concerned, within 7 days of
assessment
Diagnosis and onward treatment pathway identified within 6 weeks
Care Act eligibility established within 12 weeks and reablement initiated
13.2 Outcome measures
Concise communication to person and GP within 7 days of assessment
Clinician Rated Outcome Measure: HoNOS
Risk assessment
My Care and Safety Plan
Advice & consultation available for GP’s
Patient Rated Outcome Measure: ReQol
14. SUPPORTING STAFF
14.1 Supervision
Each clinical and administrative member of staff will have monthly supervision, or
more frequently if required.
The supervision for clinical staff will include:
1. Clinical Supervision
•
•
•
•
•

Wellbeing
Current caseload review
Review clinical issues e.g. clinical and safeguarding risks/concerns
Identification of any complex cases where MDT discussion needed
Check quality and completion of relevant documentation

2. Management Supervision
•
•
•
•
•

Wellbeing
Review progress on team and individual objectives
Provide support
Support training and development needs
Review agreed action plans
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3. Professional Supervision
•
•
•
•
•

Wellbeing
Review of caseload from a profession specific perspective
Reviewing CPD and training needs
Providing governance around profession specific assessments and
interventions
Maintaining of professional registration

The supervision for administrative staff will include:
Administrative Supervision
•
•
•
•
•

Wellbeing
Performance objectives and workload
Health and Safety
Minimum Mental Health Service Data Set and Key Performance Indicators
Data quality
Training

The individual member of staff will prepare for supervision by ensuring that the
below are completed:
•
•
•

Updated caseload and associated documentation
Updated action plans from previous supervision as relevant
Agenda items for discussion

It is the responsibility of each member of staff to ensure that they come prepared
for supervision and document their supervision on MyLearning.
14.2 Training and Performance Appraisal and Development Review
All staff will complete mandatory training before other training will be approved.
Mandatory training requirements change and it is the responsibility of each
member of staff to keep themselves abreast of these changes. Failure to
complete mandatory training will be deemed as ‘not meeting expectations’ in a
member of staff’s Performance Appraisal and Development Review.
AMHP’s are responsible for ensuring that they attend their mandatory training to
comply with the re warranting process.
If a person’s normal supervisor comes from a different discipline, professional
supervision will be made available from a senior member of staff from the same
discipline if this is required.
Each member of staff will have an annual Performance Appraisal and
Development review meeting. This will be reviewed after 6 months. The Appraisal
will be completed by the staff member's line manager and professional supervisor
where they have one.
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Staff’s personal development objectives will be identified at their annual
appraisal. Staff will be encouraged to develop their skills through formal and
informal processes.
15. CLINICAL GOVERNANCE
SPFT are the lead partner in clinical governance. The Teams will work with the
Nursing directorate, other Heads of Profession, and the Head of Social Care to
ensure that robust clinical governance arrangements are in place. The CDS
Quality and Governance group will be informed of all significant risks.
16. QUALITY IMPROVEMENT
The service is committed to continuing quality improvement; it will use all
available performance measures to analyse the strengths of the service and
areas for development. The service will have two away days a year which will be
focused on quality improvement, increasing staff’s skills, capacity to adapt to
change, team dynamics and team training.
17. PATIENT, STAFF AND SERVICE SAFETY
All incidents which effect the service’s operational effectiveness (for example IT
failures or Health and Safety issues) will be reported to the Team Leaders,
Business manager, Clinical Lead or Consultant (the management team) as soon
as possible. The member of staff reporting the incident will be responsible for
completing a Ulysses incident report.
All incidents involving patient safety will be reported to the management team as
soon as possible. The manager who receives the report will be responsible for
putting in immediate plans to ensure the situation is safe. The member of staff will
be responsible for entering on Ulysses except for grade A incidents where one of
the management team will do it. The Team Leader or Clinical lead will complete
any Fact Finding Reports necessary and ensure that Serious Incident
Investigators’ requests for conversations / interviews with members of the team
as part of the SI process are accommodated. The Professional Leads will be
responsible for arranging debriefing and Lessons Learned sessions as required.
18. SERVICE USER FEEDBACK
Friends & Family Test questionnaires will be used to collect feedback. All people
seen for assessment will be asked to complete a FFT questionnaire either on line
or on paper. The results of the service user feedback are to be disseminated to
the teams and key performance data used to evaluate and develop the service.
People who we have or are currently working with and carers also have the
opportunity to join the Local Working Together groups to user their experience
and feedback to support service development.
Every opportunity to incorporate services user feedback should be taken and
each team should work towards experts by experience being involved with any
service developments and the recruitment process for any posts required.
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19. COMPLAINTS AND COMPLIMENTS
All people accessing the service, carers and other interested parties will be made
aware of the Trust’s complaints and compliments policy. Leaflets will be shared in
person and be available in reception areas. The focus of the complaints policy is
to respond to and resolve issues that arise wherever possible in discussion with
the person raising the concern as promptly as possible and to ensure that
everyone has the best possible experience of the service.
Where someone makes a verbal complaint the member of staff who they make
the complaint to will try to resolve the issue. If they cannot resolve the issue then
it should be passed on to the Team Leader or Clinical Lead. Complaints should
be resolved as swiftly and informally as possibly with the minimum of delay.
Feedback from complainants will be part of the data used to continually develop
the service.
Written complaints and compliments will be e-mailed to the complaints
department and the formal policy followed. Complaints will be investigated by the
Professional Leads or Team Leaders. Complaints concerning Consultants will be
investigated by the Clinical Director.
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West Sussex
Appendix 1 - 72-hour Follow-Up Guidance

72-HOUR FOLLOW-UP GUIDANCE (April 2020)
Discharge must not take place unless a qualified clinician has been identified and communicated with to undertake 72-hour follow-up
•

All service users discharged from our inpatient units, including ECR beds where the person is not transferred to a Trust inpatient ward, must be followed up, in
person (face to face) or by telephone, within the first 72-hours of discharge. NB – the day of discharge is Day 0 and any contact on this day is not used for the
outcome measure. The follow-up contact must be between 00:01 hours on Day 1 and 23:59 on Day 3. There are no allowances for weekends and/or Public
Holidays.

•

Good practice should be that follow-up starts on day 1 wherever possible.
72 Hour Follow-up Responsibility
Position at Discharge

Follow-up Responsibility

Discharge from ECR bed to place of residence

CRHT or ATS - dependent upon receiving team

No ATS or CRHT involvement on discharge e.g. discharged abroad or out of area

Discharging ward

Discharge over a weekend/public holiday OR where attempts have been unsuccessful by ATS where day 2
or 3 falls over a weekend CHRT to continue attempts.
Discharge to general hospital ward

CRHT – phone calls

Discharge from Dementia Ward over a Bank Holiday Weekend

Discharging ward

Psychiatric Mental Health Liaison Team

Exceptions – these are accepted by NHS Improvement
Exception Description
Service users with an advanced stage dementia diagnosis who are
discharged from a dementia ward to a Care Home – a proxy contact is
valid

Reporting Process and evidence required
•
•

The appointment should be pre-planned by the Trust in agreement with the Care Home.
Evidence of the follow up by the Trust clinician, with either the patient, or the Care Home staff should be recorded as
a diary appointment using the “04 72 event code on Carenotes by the Trust clinician.

Patient discharged to another NHS Psychiatric Inpatient Facility or Private
PICU or Private Mental Health Acute Ward
Deceased

Record of transfer (including full name and address of ward or unit) to be recorded clearly in Carenotes.

Where legal precedence has forced the removal of the patient from the
country

Clear clinical notes relating to the circumstances of this removal to be added to Carenotes.

Discharge from SPFT Ward directly to Prison
Discharge from The Selden Centre to a Care Home - a proxy contact is
valid - Internal agreement for LDS discharges only.

Clear clinical note relating to the arrangements for discharge to prison.
The appointment should be pre-planned by the Trust in agreement with the Care Home.
Evidence of the follow up by the Trust clinician, with either the patient, or the Care Home staff should be recorded as a 04-72
hour follow up diary appointment on Carenotes by the Trust clinician.

Carenotes process for recording notification of death to be followed.

West Sussex

Planning Discharge/Follow-up Contact
Step 1 –

•

The team responsible for the follow-up contact will be identified by ward

Discharge
planning
meeting

•

Ward Admin to ensure that email is sent as back up and evidenced on Carenotes to the Team Lead, Admin Leads, Business Manager, Lead Practitioner and relevant
referrals.nhs.net account where possible prior to discharge.

•

The team identified to do the follow-up must be informed verbally by the discharging ward, if Team Lead for that ATS is not present at the meeting, contact the relevant team referral
coordinator by phone and follow up by an email to the relevant ATS referrals nhs.net a/c. A date for follow up to be provided by identified follow-up team – ensuring all contact details
are accurate and available (address, telephone numbers, NoK, Carers).

•

Above to be documented as a case note in Carenotes with a heading – “72 hour follow up arrangements” clearly identifying the person undertaking the follow-up to avoid
confusion and for clarity.

•

As part of this planning, consideration to face-to-face or telephone contact will be agreed by the MDT.

Step 2 –

•

Actual Contact – complete and outcome a diary appointment form in the usual way using “04 72 hour follow up” as an event code under the (activity tab in Carenotes).
If contact is by telephone, ensure that face to face contact is planned/booked in with patient at the earliest opportunity.

Attempts
and actual
contact

•

Attempted Contact(s) – complete CPA7 record form (activity tab in Carenotes) and additionally document detail as a clinical case note

•

Evidence of a full handover of care to the local community team for service users discharged out of area, within the UK must be recorded in Carenotes

Step 3 –

•

Escalation

•

If contact has not been successful with the service user within the first 48 hours, the identified clinician/ward must escalate to their Team Leader, Service Manager or Ward
Manager to ensure continued attempts are made.
If the above occurs over the weekend/bank holiday period and the patient is under the care of the ATS or being referred to the ATS, CHRT ensure all their attempts are recorded
on Carenotes for the ATS Referral Coordinator to ensure continued attempts are made is unsuccessful.
Ward or ATS to request CRHT to continue attempts to follow-up service users within local area into the evening of day 3 where follow up has not been possible by the ATS and/or
day 2 or 3 fall over a weekend. If appropriate, follow-up can be handed back to ATS on day 4 for further follow-up attempts.

Evidencing
the plans

•

Working Principles
In the event that the planned follow up appointment contact does not take place with 72 hours, all reasonable efforts must be made to contact the patient. Reasonable
efforts must include ALL of the following as a minimum and be evidenced in the patients’ record using the CPA7 Record Form (activity tab in Carenotes): 1. Documented telephone call.
2. Letter encouraging the patient to contact an identified ward / team / person to be sent/delivered by hand.
3. Where the patient’s home address is known, 2 visits to their residence.
4. Where the patient has a known carer, an attempt to contact the carer by phone.

West Sussex

North West Sussex – Important Reminders will need localising
•

Patients under the Clerklands Surgery, although based in Horley Surrey, fall under the jurisdiction of Crawley CCG (Clerklands Surgery being part of the Crawley-based
Woodlands and Clerklands Medical Practice) and as such are SPFT patients. We are therefore responsible for the risk and the 72 hr follow-up.
If, for practical reasons Surrey CRHT are able and can do the follow-up we can accept this as a proxy as long as we evidence what corroborates this (email confirmation from
Surrey would be ideal). Surrey CRHT are under no obligation to do the follow up for our patients so realistically the default position should be that the ward does the followup (unless the patient is already known to one of our community teams).
1) If patient is under 65 and RH10 postcode, they come to SPFT community team
2) If patient is under 65 and RH6 (Horley) postcode, they go to SBFT
3) If patient is over 65, they come to SPFT irrespective of postcode.

•

Patients discharged out of area, within the UK, must be followed up by telephone by SPFT staff (discharging ward) by telephone and evidence of a full handover of care to
the local community team and complete and outcome a diary appointment form in the usual way using “04 72 hour follow up” as an event. For all attempted contact(s)
complete CPA7 record form (activity tab in Carenotes)

•

Patients who leave the country on discharge for any reason must be followed up by telephone by SPFT staff (discharging ward) and complete and outcome a diary
appointment form in the usual way using “04 72 hour follow up” as an event. For all attempted contact(s) complete CPA7 record form (activity tab in Carenotes)

•

Patients who, in the past have been identified as having capacity and have refused follow up, are no longer exceptions to this outcome measure and must be followed up in
line with the above guidance and recorded on Carenotes as previously detailed above.

•

Patients discharged to the care of a general hospital must be followed up by SPFT staff either face to face or by telephone within 72 hrs.

Appendix 2 - West Sussex External Referral, Triage, Assessment and Allocation Process Map
Version 10

Referral received

Key:
LP = Lead Practitioner
MDT = Multi Disciplinary Team
Blue = No LP assigned
Green = Change in LP

Referral status
= Pending on
Carenotes

Only the following can add/remove LP:
Referrals Coordinator
Team Leader
At Allocations Meeting – admin staff

TRIAGE takes place

SIGNPOST/DISCHARGE
Referral Coordinator to send letter to GP/Referrer
Close Spell - if not open to another team.
Close Team Episode.

DECISION
By GP surgery
Referral Coordinator assigns LP
(admin support to update
Carenotes with correct Team
Episode and LP)

MHLP Pathway

ATS Pathway

Referral status
= in Progress

Referral Coordinator assigns the
designated Assessor as Co-worker
(admin to support updating Carenotes as
appropriate)

Medic Pathway
Assessment booked by LP within
28 days.
Complete Assessment Form
Complete Risk assessment My
Care & Safety Plan and HoNOS.
Send assessment outcome to
Patient and GP.

TREATMENT
LP updates Risk Assessment, My
Care & Safety Plan, HoNOS

Medic assigned as LP by Referral
Coordinator. Assessment booked and
appointment offered within agreed
timeframe determined at triage
supported by medic admin support

ASSESSMENT
takes place then
complete
Assessment Form
Risk Assessment (for
medics - admin
cross reference to
OPA)
HoNOS
For medics - My
Care & Safety Plan
(medics admin cross
referencing to OPA)
Send assessment
outcome to Patient
and GP.

Step up required
– take to
allocation

DISCHARGE
Discharge HoNOS
Letter to patient and GP
Close Spell - if not open to
another team.
Close Team Episode.
(with admin support)

Where possible, Referral Coordinator contacts patient to
agree initial assessment date. Book assessment / add
scheduled diary appointment on Carenotes with “01” event
code within timeframe agreed at triage (admin support)
Appointment letter sent to patient/text alerts flagged on if
authorisation previously given by patient

DISCHARGE
Letter to Patient and GP
Close Spell - if not open to
another team.
Close Team Episode.
(with admin support)
2nd DNA

DECISION
PENDING UNALLOCATED
Requires LP – no capacity - remove
assessor as co-worker. Add
appropriate ‘Virtual’ Team Name LP
e.g. Crawley ATS Allocation

Offer Review
clinic

No capacity
Utilising reporting to
monitor weekly caseload
of the ‘Virtual’ Team Name
LP ensuring no patients
are left unallocated under
this team name for more
than 28 days

DNA
Assessor to contact patient to determine
reasons for DNA

Assessor (non medic) to discuss with
Referral Coordinator and document
decision/plan on Carenotes.
Active engagement (&DNA) policy
followed by Referral Coordinator
with admin support.
Update Assessor name as Co Worker on
Carenotes if another assessment has
been planned/booked – admin support

ALLOCATION
MEETING
(MDT)

ALLOCATED
Update Carenotes, add new
LP, remove assessor as Co
Worker/’Virtual’ Team Name
as LP if applicable.
Update My Care and Safety
Plan and excel pending list
Capacity
identified at
weekly review

Duty review takes place - back to allocation

TREATMENT
LP updates Risk Assessment,
My Care & Safety Plan,
HoNOS

DISCHARGE
Discharge HoNOS, letter
to patient and GP.
Close Spell - if not open to
another team.
Close Team Episode.
(with admin support)

Transfers of care

Appendix 3 - AMHS and AOT Safeguarding Process needs localising

Worker completes the online form https://www.westsussex.gov.uk/social-care-andhealth/social-care-support/adults/raise-a-concern-about-an-adult/ and send this off.

The safeguarding referral is then triaged by the WSCC Safeguarding Hub they
determine whether it is closed or requires a section 42 safeguarding enquiry (Care
Act 2014) after further information gathering.

If not determined to be a safeguarding concern the referral is then closed by the
WSCC safeguarding hub and feedback given to the referrer by the WSCC
Safeguarding Hub as to why it does not require further follow up under
safeguarding criteria. They may recommend that the customer may need a Care
Act Assessment.

If the referral meets the triggers for a safeguarding enquiry then the hub will open
a safeguarding enquiry form on Mosaic and then assign this to the Mental Health
Safeguarding Enquiry Manager inbox on Mosaic which goes to the SCPL for
action. This inbox is managed and monitored by the SCPL’s.

The SCPL will review this once again and then assign this safeguarding enquiry to
a LEO (Lead Enquiry Officer) on Mosaic this will often be the Lead Practitioner for
the customer or SSWP (Senior Social Work Practitioner) in the teams but can be
other staff in the team to undertake the enquiry.
This will and should be followed up with a conversation with the SCPL and the
LEO in regards to this enquiry and actions required.
For Hospitals - If the worker in the hospital does not have access to Mosaic then
they will be sent the enquiry form on a word document to complete and send back
to the responsible SCPL and the SCPL will complete the enquiry form on Mosaic
on their behalf to ensure the process has been completed.
Staff who will be caused to make enquiries and a word document can be found on
the professional zone of connect to support, see link and attached form for
convenience. However, these forms are often updated and it is important that the
staff use the latest version of the form the staff member will need to complete and

send to the SCPL for the area.
https://www.westsussexconnecttosupport.org/professional-zone/

The SCPL for the area will then be responsible for the safeguarding enquiry to be
completed fully hence will and can make recommendations and put time scales on
the enquiry depending on the risk they can also recommend safeguarding
meetings and risk plans to be undertaken. In regard to safeguarding meetings the
SCPL can chair where required. If the LEO needs support and guidance with the
safeguarding enquiry they will and can speak to the SCPL in the first instance.

Once the enquiry is completed it is returned via a Mosaic task to the SCPL who
will review and if the enquiry needs more work this will be sent back for further
action to the LEO with instructions.
If the enquiry is satisfactory then this will be closed by the SCPL on Mosaic and
the LEO will be informed of this.
If the LEO does not have access to Mosaic the word document of the enquiry
needs to be sent back the SCPL via an email who will then complete the Mosaic
requirements on their behalf of the LEO they will then inform the LEO this has
been completed via an email.
The SCPL will be monitoring the safeguarding enquiry for their area and ensure
they are completed in a timely manner. If actions are not undertaken in a timely
manner this may be escalated to senior management in both WSCC (West Sussex
County Council) and SPFT (Sussex Partnership Foundation Trust) to ensure this
enquiry is completed fully.

Appendix 4 - Virtual Consultation - Adult Community Teams

Virtual Consultation - Adult Community Teams
1 WHY DO WE NEED THIS GUIDANCE?
Adult Community mental health services are increasingly utilising digital technology including the
use of virtual consultation as part of community service modernisation. The Covid 19 pandemic has
rapidly increased the pace, roll out and uptake of virtual consultation to support both staff and
service users to remain safe and reduce the spread of the virus.
Virtual consultation is a tool that will continue to support community service transformation beyond
the Covid 19 pandemic and it is recognised nationally and locally we need to continue to embrace
new ways of digital working, in a safe and effective way. Virtual consultation will support a blended
approach to offering care, support and intervention utilising both face to face and virtual contact.
As with all new clinical tools it is important we utilise virtual consultation safely, with clear
guidelines to support clinicians to make decisions about when to use virtual consultation. This
includes guidance on areas to consider in the decision making process, and guidance on where
and how to record decisions made and guidance on recording the content of virtual interactions.
This work supports the work outlined in the NHS 5 year forward plan (Chapter 5 - Digital) which
describes digital as an essential element of modernising and transforming care, and is line with the
Trusts Digital strategy, supported by the Digital Board and technology support team.
The digital team are supporting the roll out of 'attend anywhere' as the main platform for virtual
consultation, they offer training and are collating feedback and learning to support ongoing
development of this way of working. The digital team have excellent usage data to support teams,
including an increasing level of service user feedback to support learning in this field.
* This guidance excludes learning disability, children and young people, older adult and dementia
services as guidance for these specific groups has been developed to reflect specific areas for
consideration.

2 WHAT DO I NEED TO DO?
•

Utilise the embedded matrix to support your decision making when considering use of virtual
consultation

virtual consultation
final matrix and guidance October 2020.docx

•

Document your rationale for using virtual consultation, ensuring you have considered the
benefits and risks (update risk assessment and safety plan if any risks identified). *For groups,
the above should be considered and documented for each group member

•

Update care plan if virtual work will be a regular part of care and treatment

•

Ensure you and the service user /carer/family has the technology needed to support a virtual
consultation and a private environment to use. A test session prior to the planned intervention
is useful

•

Document your virtual consultation on care notes with the same level of detail as recording a
face to face contact

•

Record relevant diary and event codes when you use virtual consultation (See matrix)

•

If you need support to use virtual consultation in your team, discuss with your team leader and
the digital support team

3 QUALITY STANDARDS
•

Virtual consultations should be planned in advance, utilising the decision making matrix

•

The rationale for utilising virtual consultation should be documented on Carenotes

•

If virtual consultation is going to be utilised regularly, this should be reflected in the care plan
and any risks identified addressed in the risk assessment and safety plan

•

Service user and carer feedback should include feedback re use of virtual consultation

•

Virtual consultation quality standards will form part of the new operational policy in development
for community teams

•

Any learning should be shared with your team and CDS and fed into relevant forums

USEFUL CONTACTS
Digital
https://staff.sussexpartnership.nhs.uk/services/training/attend-anywhere

Appendix 5 - ATS pathway requirements
Assessment
The ATS will provide a thorough and comprehensive assessment of need, including
mental health and history, physical health, social stressors, medication, family and
carer support, review of other services offering support.
Consider how the service and/or other services may offer the most appropriate
treatment and support.
Assessments should take place with the agreed time frames of either 4 hour/5 day or
28 days, as agreed by triage.
Assessments should take place by a suitably qualified lead practitioner as agreed by
the team and clinical lead.
Assessments should be fully documented on Carenotes including a risk assessment
and HoNOS.
Responsibilities after assessment
Following assessment, the Assessor will ensure Carenotes documentation is
completed and includes:
•
•
•
•
•
•
•
•
•
•
•

Event - to confirm attendance
Risk Assessment
HoNOS - MHCT
Main Presenting Problem
Care and Safety Plan
Audit (Alcohol screening tab) if required
MPI (Managing Patient Information)
Marital Status
Ethnicity
Medication tab
Core information – Alerts re: allergies etc.

Reviewing Assessments
The Assessors and Referral Co-ordinator will agree a time to review the
assessments and/or DNA’s in that day.
The outcome following the review is likely to be one of the following:
•
•
•

A care plan agreed which might include referral to other agencies and
discharge.
Short term assessment and stabilisation intervention.
Agreement that it is a complex assessment and needs to be discussed at the
MDT.

The outcome of this review will be written on Carenotes by the Assessor.
The Assessor is responsible for completing any follow on work from the assessment.
People who DNA their assessments
If someone DNA’s the Assessor will phone the person and try to establish the reason
for their non-attendance, this will be discussed with the Referral Co-ordinator and a
decision made of how to proceed, documented in Carenotes, and the Active
Engagement Policy followed.
https://policies.sussexpartnership.nhs.uk/download/clinical-1/264-activeengagement-incorporating-did-not-attend-dna-policy-a-procedure
Correspondence to be issued following all assessments (duty and outpatient):
The following Correspondence will be sent to the GP and/or referrer and the person
concerned within 7 days:
Letter to patient (if accepted)
A letter will automatically be sent to the patient unless they have stated they do not
wish to receive correspondence. It may be the same letter sent to GP/Referrer or
slightly different. Content should be the same for both – “nothing about me without
me”.
The letter will contain as a minimum:
•
•
•
•

The words ‘CARE PLAN’ written in bold at the start of the letter
The plan agreed
Information about crisis services if appropriate
If there is a delay in allocating a lead practitioner the letter should include
contact details of the team in case the person’s circumstances change,
contact details of other local support available and a date the person will be
reviewed/allocated

Letter to GP/Referrer
The letter will contain as a minimum:
•
•
•
•
•
•
•

The words ‘CARE PLAN’ written in bold at the start of the letter
The presenting problem
Assessment of risk
Medication - what they have said they are on, who is prescribing, if changes
have been made and ‘who is going to do what’
Diagnosis and/or formulation
Care Plan
If there is a delay in allocating a lead practitioner the letter should include
contact details of the team in case the person’s circumstances change,
contact details of other local support available and a date the person will be
reviewed/allocated

If the person concerned is not taken by the ATS, where possible the assessor will
speak with them and agree next steps, as a minimum;
•

The person will receive a letter outlining the outcome of the assessment and
any agreed next steps/useful contacts.

•

The GP/referrer will be updated with the outcome of assessment and any next
agreed steps/useful contacts.

•

The letters will refer to any risk and mitigation of that risk.

Tasks for Duty Workers and Referral Co-ordinators managing referrals
•

The Duty workers and Referral Co-ordinator / Team leader meet to review the
pending work. Work is prioritised and allocated to the Duty Workers. If there are
any plans which are unclear, then these will be discussed with the Referral Coordinator or if not available the respective Team Leader.

•

Duty workers will not see patients for assessments unless there are urgent/crisis
assessments that could not be booked into the assessment slots, an assessor is
off sick or not at work for other reasons. If a patient walks into a team base
without an appointment they will be seen by the Duty Worker to manage any
immediate issues. ATS does not accept self-referrals so people should be
directed to their GP or other local agencies if they have not been referred.

•

New referrals will be Triaged by the Referrals Co-ordinator and the Duty Worker
undertakes follow up plans as directed.

•

If a referral is marked ‘urgent’ the Duty Worker will be asked to undertake a
telephone screening assessment to better establish elevation of risk and clinical
need. Then a decision will be made on how to proceed.

•

All work done by the Duty Workers will be recorded on Carenotes and a plan
entered into the event. If something is going to be pended for a week or more,
(i.e. awaiting contact from the person concerned or another party) then the plan
should indicate a date the case is pended to. Ideally the worker should suggest
what should happen if for example the person does not make contact or other
partners do not respond.
Duty Worker
•

Provides the ‘same day’ contact function for the team, in the absence of
named worker, who is able to respond, providing and/or organising more
immediate support required to manage changing needs and risks. If the risks
are low and do not need a same day response the duty worker should liaise
with the lead practitioner to agree next steps.

•

If the person does not have an allocated worker and the persons’ needs do
not require a same day response the duty worker should discuss and agree
next steps with the team leader.

•

All duty work should be recorded on Carenotes and risk assessments/care
plans updated accordingly.

•

The Duty Worker should not book their own clients into duty time without an
exceptional reason and agreement.

•

Duty Workers should let the next day’s duty know by e-mail, copied to the
Referral Co-ordinator, about anything that needs to be followed up as a
priority, e.g. particularly urgent cases that need screening or action.

Referral Co-ordinators
•

Negotiates the allocation of work with the Duty Workers and Assessors.

•

All new referrals that come in on the day are to be reviewed by the Referrals
Co-ordinator and Duty manager. The duty manager makes a decision to:

•

Ask the duty worker to undertake some work (i.e. gather more information)
before a decision is made on a way to proceed.

•

If a referral is marked urgent or appears to need an urgent response, the
referral co-ordinator contacts the client to work out how and when ATS should
respond. The purpose of contacting the client is to carry out a risk screen and
assess clinical need on the telephone. In some circumstances we may want
to contact the GP/referrer to discuss the priority and response time. Any
actions or plans regarding urgent referrals to be discussed on the day and
recorded on Carenotes.

•

Reviews all clients who have not responded to opt-in. If there is no indication
for more assertive follow up then standard letter is sent by administrators to
GP/referrer discharging them or returned to the MD team meeting for
discussion.

Tasks for Lead practitioners/MDT
•
•
•
•
•
•
•
•

To operate within the CPA framework including;
To participate in supervision, zoning, MDT meetings as required.
To work collaboratively with people to create safety, care, and relapse prevention
plans together, including friends, family and carers where possible.
To agree and deliver and/or coordinate evidence-based interventions.
To work with MDT colleagues where needed to deliver evidenced based
interventions and facilitate social care support.
To review care plans regularly.
To work flexibly with partners to support people to maintain longer term support
networks.
To work towards a supportive discharge.

Concluding Treatment
•
•
•
•
•
•

To ensure the person’s risk assessment and care plan in reviewed prior to
discharge, including;
Agreed next steps for the person.
Contact details/advice if their circumstances change.
Where possible and appropriate a relapse prevention plan.
Any medication details*, including date when next prescription is needed and who
will be prescribing (*medication details to be sent to the GP on the day).
Letter to the person and GP outlining the above within 7 days.

