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Community Mental Health Teams

Service Specification

1. Title

Community Mental Health Team (CMHT)

2. Introduction

Community mental health teams (CMHTs) in Bradford and district are part of Bradford District Care Trust and offer a specialist multi-disciplinary service for individuals suffering with mental ill health. CMHTs form part of a planned and integrated whole system approach to care that is delivered in conjunction with in - patient, crisis and specialist services and through close partnership working with primary care mental health services.
Within Bradford the modernisation agenda and wider system changes will all

have an impact on the operation of CMHTs. In particular, the introduction of gateway and psychological therapists within the Primary Care Trust will lead to CMHTs being primarily involved with service users most requiring the assistance of the secondary services.

The service offered by the CMHT is based on recovery model principles and good practice guidelines outlined in the National Service Framework (NSF), the

Bradford District Care Trust Care Programme Approach (CPA) Policy, and in the Department of Health Mental Health Policy Implementation Guide.
3. Scope of service
The CMHT should primarily offer a service to:

· Adults of working age with mental health problems that require assessment by a specialist mental health professional.

· Service users who have reached the age of 65 years will continue to receive mental health services from the CMHT until such a time as their needs are assessed as having changed, due to their age, and adult services are less able to meet their needs.   Transition of care to services for older people will then be planned via the CPA process. (Standard 1 of the NSF for Older People &  BDCT Transition Policy)

· New referrals for service users over the age of 65 years should be referred to the specialist services for older people.

· Service users who are vulnerable and eligible for social care services under the Fair Access to Care Services.

· Individuals suffering with dementia should be referred to the specialist service for older people.

· Referrals for service users under the age of 18 should be referred to the Child and adolescent mental health services (CAMHS) by the GP however if a young person aged 16-17 years requires urgent admission for their mental health needs this should be in accordance with agreed protocols.

· Service users where the main presenting need relates to their learning disability should be referred to the specialist learning disability services. Learning disability however should not act as a barrier to acceptance by the CMHT where the CMHT is best placed to meet their needs. In cases where this is not immediately clear, assessments carried out jointly by representatives of both CMHT and learning disability services should take place in line with the BDCT Clinical Interface policy. 
· Service users with a diagnosis of substance misuse should be referred to specialist drug and alcohol services. Service users with a dual diagnosis where the primary diagnosis is mental health will be the responsibility of the CMHT however it is likely a worker from the Substance Misuse Service will also be involved.
3.1. Eligibility for services

Decisions on whether someone should be accepted for services should

always be based on their health and social care needs as a whole and not on

diagnosis alone.

The CMHT will offer a service deemed to be secondary care and comprising of:

· Services users with severe and persistent mental illness, such as schizophrenia, severe depression or bipolar disorder.
· Longer term disorders of lesser severity but which are characterised by poor treatment adherence requiring proactive follow up.

· Any disorder where there is significant risk of self harm or harm to others (e.g. acute depression, anorexia, high levels of anxiety) where the level of support exceeds that which the primary care team can offer.

· Pregnant mothers suffering any type of mental disorder whose needs cannot be met within primary care mental health services.
· Disorders requiring skilled and intensive treatments such as cognitive behavioural based therapy (CBT), These may include serious and disabling phobias, Obsessive Compulsive Disorders, Post Traumatic Stress Disorders etc as well as severe depression.
· Ongoing monitoring for those service users receiving medication through consultant-led interventions

· Highly vulnerable people, (families with young children and young men) who do not fall within the serious mental illness criteria will also be considered for priority assessment. A service will be offered if their needs are assessed as requiring psychiatric medical treatment or they are eligible for social care services.

For those people who cannot be offered a service, information and help will be available in order to direct them to other services in the community such as the primary care mental health team, Relate, Citizens Advice Bureau and a variety of community based counselling services.

CMHTs will manage transition of care for the service user moving through to tertiary services.

4. Service description

The fundamental purpose of CMHTs will be to ensure that people with serious and enduring mental health problems are appropriately assessed, supported and treated and that they maintain or regain their place in the local community, and achieve their full potential as members of that community.

CMHTs have an important, indeed integral role to play in supporting service users and families in community settings. They should provide the core around which newer service elements are developed.

Teams will provide specialist assessments for people who have serious mental health problems, taking into account all of their needs; not only their medical or clinical needs, including their social and personal needs. 

CMHTs should take the lead on co-ordinating care and support for most people who receive care under enhanced CPA. The care must be the most appropriate and effective treatment possible to ensure that the person is supported and can maintain or regain their place in the community. There must be a strong emphasis on social inclusion to ensure that people remain an integral part of their own community, this must also include the recovery of a person so they can regain partial or full social functioning. 
Consultations with psychiatrists and other professionals which take place in outpatient-type settings will be a fully integrated aspect of the multi-disciplinary team’s work
 The teams will involve other appropriate professionals and teams in the care and support of service users when needed, including crisis services, voluntary services, hospital services, private and independent hospitals and other statutory services. Community mental health teams must interface with primary care mental health services and other services for example general practitioners, crisis resolution and home treatment teams, assertive outreach services, early intervention in psychosis services, inpatient services, emergency services and other voluntary sector services that provide mental health treatment or intervention for people in Bradford.

A community mental health team must be a multi disciplinary team and adopt an integrated multi disciplinary approach. The CMHT will provide assessment, care, support, treatment; intervention, advice, guidance and liaison for individuals of working age (18-65 with severe and enduring mental health problems with high complexity of needs) in their own homes. 

 CMHTs will provide a range of community-based services.  Most work is usually done outside hospital. The CMHTs will provide support and advice to primary care services including the primary care mental health teams. This includes: meeting regularly to discuss management of patients; undertake shared clinical governance, assessment of mental health problems, provide mental health treatments, assist patients and carers in accessing a range of support, advice and information, particularly in relation to housing, benefits, education, employment, recreation and physical health.

All CMHTs operate a daily duty system within the normal working hours of 9.00am – 5.00 pm, Monday – Friday.
A professionally qualified Duty Worker is available in the office to receive and

Screen urgent new referrals.
Following screening the Duty Worker is responsible for immediately referring on referrals that require an assessment under the Mental Health Act and/or the support of the Intensive Home Treatment service as an alternative to hospital admission.  a Mental Health Act assessment, or if hospital admission is being considered, for an assessment by the Crisis Resolution & Home Treatment.
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, which will be reviewed no

less than once annually.

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 (accepting the service is for people over 16) or belief system.
If the service user (or in the case of a child their parents) relatives or carers, do 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.

5. Service Delivery

CMHTs will provide a service to the geographical areas of Bradford andAiredale  and be locality based.   

The CMHTs will be available Monday-Friday 9.00 – 5.00

All CMHTs have an answer phone message giving details of emergency

contact numbers when the office is closed.

All CMHT staff directly working with service users are required to achieve

basic competencies in working with families, welfare rights and safeguarding children and vulnerable adults from abuse and neglect. Training courses to acquire these competencies are to be made available.

CMHTs have a responsibility to ensure that appropriate staff are put forward for the approved mental health professional training.

A duty manager (or delegated representative) is available on site [each day] to offer support, advice and guidance to the duty worker. The duty manager (or

delegated representative) also monitors referrals and is responsible for agreeing

the priority level for assessment.

Each CMHT manager/s has responsibility to ensure that any service users within the CMHT will be treated with unconditional positive regard and that their journey through this and other secondary care mental health services is seamless.
6. Referral Process

CMHT’s are the main point of entry to specialist mental health services. Referrals may be received by letter, fax, e-mail, telephone or in person. Following a telephone referral, a confirmation letter or fax will be requested.

Referrals where interconnecting difficulties exist, such as mental health problems and learning disabilities or substance misuse, will be dealt with according to interface policies.

Referrals will be dealt with according to the following criteria:

Emergency/Crisis/Mental Health Act Assessments [Critical Needs]

Sudden severe mental breakdown and/or severe enduring illness.  The person’s lifestyle, behaviour or self-care presents an immediate serious threat to the health or safety of the individual (suicide risk is high, violence, serious neglect or abuse has occurred – there is an immediate risk to a vulnerable adult or others) or an assessment under the Mental Health Act is required.

These referrals will receive an immediate telephone triage and a same day response.

Urgent Referrals[Substantial Needs]

Service Users with a severe and/or enduring mental health problem where there is an identifiable need for ongoing therapeutic intervention or those who are experiencing difficulties associated with their mental illness which are seriously affecting their quality of life or that of their carer. Failure to act would result in an increase in risk.

These referrals will receive a response within three working days.

Routine Referrals [Moderate Needs]

Those Service Users with intermittent episodes of mental health difficulties, known or unknown to services. These service users will receive a routine response, usually within two weeks.

GP’s will be informed of any self referrals received.
Referral to crisis resolution home treatment (CRHT)

Any new referral screened by the duty worker which indicates there is

a crisis of such severity that an in-patient admission must be considered will

be referred immediately to CRHT.

On receipt of the referral CRHT will agree actions including the time that an assessment will occur if this is the agreed way forward.

If CRHT do not offer a service the CMHT remains responsible for deciding on the most appropriate way forward. If admission is required this usually will be arranged by the CMHT however CRHT will assist if required. 
Known service users in crisis and where in-patient admission is being considered will be referred to CRHT by the care co-ordinator (or delegated representative). Prior to any referral to CRHT the service user must have been seen to assess mental state, risks and identify why in-patient admission is being considered. Whenever possible a medical assessment should have taken place. 
7. Discharge Process

Transfer of care to another area will be managed by the care co-ordinator

according to BDCT Transition Policy guidelines.

To ensure the CMHT maintains a capacity to undertake new assessments

and take on work with new users presenting for services there is a need to be

proactive in discharging service users back to the primary care .

Discharge planning will form an integral part of the service users care plan.

Liaison with other involved agencies will take place early in any work undertaken to ensure continuity of care.

Some service users, because of the nature and complexity of their mental

illness, may require on-going treatment and support for many years and long

term assistance will be offered when this is the case.

8. Key Relationship with other agencies

The Mental Health NSF covers all adults and therefore includes people with learning disabilities (Source: Green Light for Mental Health)

Staff in mental health and learning disability services need to work together to make it easy for people with learning disabilities to use ordinary mental health services. (Source: Valuing People)

People with learning disabilities who experience profound and complex needs will continue to be supported through specialist LD services.  However where a person may have a mild/moderate Learning Disability and are experiencing an acute mental health problem, that meet the appropriate referral criteria, then BDCT Interface Policy should be implemented to ensure adequate care is provided as highlighted by a needs assessment.

9. Service quality and monitoring
In all instances services will be delivered in a safe manner and every effort will be made to provide services of high quality.

CMHTs will be expected to play a full part in monitoring their own practice

against a set of standards deriving from this Service Specification, including:

· Accessibility; Ensuring waiting times and the accessing of a range of interventions as set out in the policy implementation guidance. 
· Equity of access; Ensuring the service is available to all sections of the community, by means of a local equality impact assessment.

· Effectiveness ; Obtaining pre and post-treatment outcome data for at least 90% of the people treated by the service; Demonstrating reductions of symptoms against national benchmarks for the conditions treated; Demonstrating social inclusion and employment outcomes. 
· Acceptability and quality; by monitoring satisfaction and choice amongst people who use the service, benchmarked against comparators nationally; By monitoring supervision of trainees and qualified staff.

CMHTs 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:
· CMHTs will be available Monday – Friday, 9.00 – 5.00 p.m.

· Urgent referrals assessed within 3 working days

· Emergency / crisis / approved mental heath professional referrals discussed on day of referral.

· Number of people receiving services.
The CMHT will also meet the six CMHT indicators as set out by the “Health Care Commission Performance Indicators”  Appendix 2
Appendix 1

CMHT Referral Pathway
Referral received by Community Mental Health Team 


Referral screened by the Duty Worker/Duty Manager on the day which it is received

                                                          

Referral classified as

requiring acute care                                                        

                                          
                                          Referral classified as urgent (response 

                                          within 3 working days)  or routine (response 

                                          within 14 days)                                                  Referral considered  

                                                                                                                        inappropriate by 

                                                                                                                    CMHT


Referral transferred to 

IHT                                            

EIP
                                                       Allocate to Care Coordinator

                                                           for assessment                                               Contact referrer

                                                                                                                                 to discuss 

                                                                                                                                 alternatives,

                                                                                                                                signpost to more

                                                                                                                                   appropriate 
                                                                                                                                       service

                                                      Assessment completed
                                                     Care plan and review in line 

                                                      with CPA policy

Appendix 2
The six indicators of an integrated CMHT as defined by “Health Care Commission Performance Indicator” (against which the Care Trust is assessed) are as follows: 

1. The Community mental health team has at least two different disciplines from health and a social care who are suitably experienced to carry out initial assessment on behalf of the team, meeting at least weekly (face to face or by other electronic means) 

2. Referrals to all members of the community mental health team can be made through a single point of access 

3. Individuals within this team produce and share a current summary     record 

4. Individuals within this team use a common assessment process 

5. Individuals within this team carry out a common care planning methodology. 

6. Individuals within this team carry out integrated care coordination: this means no additional assessment is required for accessing health or social care resources 
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