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1. Title

Acute Inpatient Services
2. Introduction

Acute inpatient care is a core and integral component of the National Service Framework for Mental Health to which all the NSF standards are relevant. Improving adult acute inpatient care and its connections and integration with the other key elements of the whole system of care in its local context is a priority NSF implementation target.
The purpose of an adult acute psychiatric inpatient service is to provide a high standard of humane treatment and care in a safe and therapeutic setting for service users in the most acute and vulnerable stage of their illness. It should be for the benefit of those service users whose circumstances or acute care needs are such that they cannot at that time be treated and supported appropriately at home or in an alternative, less restrictive residential setting.

3.Geographical population served

Generally people 18-65 living within Bradford and Airedale.  In exceptional circumstances, young people between the ages of 16 and 18 may be accommodated.
3.1 Who can access Acute Inpatient Services?

· The service provides for those individuals who would in the opinion of members of the Intensive Home Treatment Team benefit from a period of intensive medical and nursing support 24 hours per day by virtue of their acute mental illness.

· People with functional conditions such as bi-polar illness, schizophrenia, depression and mood disorders where the rate or degree of disability has become significant to the individuals and others 
· People with severe and enduring anxiety disorders that seriously impair their ability to perform daily living tasks 

· Those people who are vulnerable by reason of a serious mental illness or equivalent psychological disability whose independence is at risk or may experience or present with harm or danger imminently or in the near future 

3.2 Who is not appropriate for referral to Acute Inpatient Services?

· People who have mild to moderate mental health needs unless other interventions and treatments have failed 

· People whose assessed needs are classed as moderate to low. Unless specialist intervention is necessary to prevent an imminent risk of deterioration 

· People whose only need is carer support

4. Service Description

4.1Aims 

The aim of Acute Inpatient Services is to provide: 

· Access when needed to a safe environment in which continuous specialist medical and nursing assessments and treatments can be provided over a relatively short period with access to allied professional assessment and therapy.

· A coordinated package of care in partnership with other specialist services such as CMHTs.

· Services which will be ‘needs led’ and typically for adults 18-65.
· Skill and expertise appropriate to the needs of the service users.
4.2 Services will be provided from the following units:

· The Airedale Centre for Mental Health – Based within the grounds of Airedale General Hospital is a unit which provides 24 hour in-patient nursing care and continuous assessment of the mental health state of service users for all adults with functional mental health problems, generally serving the location of Airedale.
· Lynfield Mount Hospital provides 24 hour in-patient nursing care and continuous assessment of the mental health state of service users.  These clients are seen in the Adult Acute Admission Unit, on the Lynfield Mount Hospital site.   The service takes from the postal districts of the Bradford Metropolitan Council, not including Keighley and Bingley.  
· Ashbrook 21 bedded female only ward serving the City and North localities, with two alcohol detox beds 

· Birchwell 21 bedded female only ward serving the South and West localities. Birchwell also serves the Adult Rehabilitation Unit 

· Oakburn 21 bedded male only ward serving the City and North localities, with three alcohol detox beds 

· Maplebeck 21 bedded male only ward serving the South and West localities and the Adult Rehabilitation Uni

5. Key Elements
· Providing prompt and expert assessment of mental health problems 

· Providing effective and evidence based health interventions 

· Maximizing independence levels 

· Effective discharge planning to ensure reduce risk of readmission 

· Providing a service that is focused on rehabilitation and recovery 

· All staff involved with service users will have received appropriate training within the last two years

· Ensuring active involvement of service users, carers and their advocates in the planning, delivery and monitoring of services 

· Provide access to health promotion information

· Ensuring the privacy and dignity of service users is met at all times

· Providing equality of access to culturally sensitive services which consider individuals religious, gender and sexuality needs 

· Communicating effectively to service users, carers and other agencies 

· Identify family and carer support and provide Carers’ Assessments 

· Active liaison with other parts of the health and social care system including liaison with Local Authority, voluntary sector and other health care teams (Primary Care Practitioners).

· Work collaboratively with a range of agencies to meet the needs of service users with a dual diagnosis of severe mental illness and substance misuse 

· Support access to the Independent Mental Capacity Advocate (IMCA) within the criteria of the Mental Capacity Act 

· Safeguarding adult investigations: identification and protection for children and vulnerable adults at risk, whether or not they are members of service user’s family 
· Support access to Independent Mental Health Advocates (IMHA) within the criteria of the Mental Health Act The service will operate within a framework which promotes equality of access to Bradford and district’s diverse communities. 

· It will work to promote access according to need, recognising that communities may have issues around increased need or difficulty of access due to gender, race, disability, sexual orientation, age or belief system.
· If the service user does not have sufficient understanding of English and the member of staff does not speak their language, an interpreter should be available to assist when giving information. The telephone interpreting service Language Line is available to all Trust staff for short conversations or face to face interpreters can be arranged through the Interpreting Service. If a sign language interpreter is required this can also be arranged through the Interpreting service.   
· It is not good practice to use families, especially children aged 16 and under, to act as interpreters for healthcare information.

· The Care Programme Approach (CPA) is the framework for care co-ordination and resource allocation within mental health and should be an effective, efficient and transparent process of care co-ordination and care delivery that encompasses all the relevant responsibilities of the NHS and the local authority.
· A holistic assessment tool should be utilized which incorporates an assessment of service users physical, mental, psychological, emotional and spiritual wellbeing.  

· A risk assessment should be utilized which includes a recognized suicide assessment tool. 

· More specialized assessment tools should be incorporated into the on going assessment process based on identified needs.  

· Assessment outcomes will be documented in the appropriate report to the referrer/GP and within the CPA care plan.

· All regular and substantial carers will be offered an assessment of their own needs. (Carers Recognition Act). They will be offered appropriate services within resources available and will have a written care plan

6. Key relationships with other agencies/services

Mental health problems are viewed holistically as part of the wider context of an individual’s life and functioning. Each person is an individual with many differing requirements all of which require careful consideration in the shaping and delivery of support systems that promote the mental well being of the individual. The application of a rehabilitation approach enables individuals to self-care over time, reducing dependency on long-term care packages. Employment of these approaches requires closer working with primary and social care partners, acute and voluntary sectors
6.1Interface with other Services

Utilisation of BDCT Transition/Interface Policies, when there is a request for transfer of care between services, for example, Adult Mental Health Services, Learning Disability Services

7. Service Delivery

7.1 Core Members of the in patient service Team:

7.1.1 Ward Manager: Co-ordinates the work of the team members and ensures that the necessary systems and communications are in place to deliver the service that is required. The role requires strong leadership skills, experience of working in mental health services for older people and understanding of the roles and responsibilities of all staff. The ward manager will manage the team’s operational practice overall. Management responsibilities do not extend to the psychiatrist or psychologist. These professional groups are managed separately.

7.1.2 Mental Health Nurse: A mental Health Nurse provides clinical expertise in assessing mental health, including risks and symptoms. They can provide a range of interventions aimed at reducing symptoms, managing difficult behaviours and improving quality of life. They have specialist knowledge of medication and skills in medication managements. They plan and implement treatment. With developed skills of communicating with people who are experiencing mental health problems they deliver care to those older people whose behaviour is influenced by their mental illness.
7.1.2 Support Worker: Support Workers provide support to ward professionals in the delivery of treatment and care. They work to care plans devised by care co-ordinators using a rehabilitation model of enablement rather than task focussed model of care. 

7.1.3 Psychiatrist: A psychiatrist has particular expertise in diagnosis and treatment of mental illness in old age. The psychiatrist also has special experience and responsibilities in relation to the Mental Health Act and the Mental Capacity Act. The psychiatrist is the team member with skills and responsibility for prescribing medicines. The psychiatrist will provide clinical leadership in formulating clinical issues and implementing care plans. The psychiatrist will have areas of clinical work outside the scope of the inpatient unit.

7.1.4 Administrator: provides clerical support and administrative support both staff service users and visitors. Administrators have a key role in ensuring that outcomes data is collected and collated.

7.2 Associated Team Members:

In order to support the ward based team, advice will be sought from a wider group of professionals drawn from within the Trust or in a sub-contracts, including:
Clinical psychology

Occupational therapy

Physiotherapy

Speech and Language therapy

Dietetics

7.3 Referral Process

The service takes from the postal districts of the Bradford Metropolitan Council, including Keighley and Bingley. Referrals come from Primary Care sources such as General Practitioners, the Accident and Emergency Department, Intensive Home Treatment Team and from consultants following visits to people's homes. There is also a small group of patients who are known to the service and who, as part of their discharge Care Plan, may self-refer for assessment and in some cases for admission.
7.4 Discharge Process
Transfer of care to another area will be managed by the care coordinator according to CPA & BDCT Interface/Transition Policy guidelines.  

All patients discharged from hospital will be seen by a specialist mental health worker within 7 days in line with CPA policy. 
Discharge may be supported by the intensive home treatment team, where appropriate.
8. Service Monitoring

Every effort will be made to provide services of high quality.

· Accessibility; inpatient services will be available except in extreme circumstances on a semi –district basis serving the populations of Bradford City, North and South & West and the Airedale 
· Equity of access; Ensuring the service is available to all sections of the community, by means of a local equality impact assessment.

· Population coverage; generally those 18-65 years, residing in the districts of Bradford and Airedale.

· Effectiveness; Services can be measured through HoNOS 

· Individual effectiveness through CPA process including 7 day follow up, Readmission rates and Delayed discharge monitoring 
· Acceptability and quality; by monitoring satisfaction and choice amongst people who use the service, benchmarked against comparators nationally 
Inpatient services will contribute to the overall risk management process including incident reporting and participation in serious untoward incident reviews as appropriate.   BDCT will ensure that all Managers are sufficiently trained in Root Cause Analysis techniques so that where appropriate practice can be reviewed, lesson learned and improvements implemented.

BDCT has a responsibility to ensure that services provided meet the standards and performance targets as agreed by the Trust Board, Bradford & Airedale tPCT and Local Authority commissioners as set out in schedule 3 and 5 of the contract and include:

