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	Treatment and Care Planning Practice Standards


	1.
	PRE-ADMISSION REQUIREMENTS
IMMEDIATE POST ADMISSION REQUIREMENTS


	1.1
	Following a referral to the trust the pre admission assessments (TC1) will be completed by representatives from medical, nursing and psychological treatment services within two weeks of receipt, where this is not the case (in exceptional circumstances), this will be recorded in the notes the trusts co-ordination team meeting. 

	1.2
	At least 3 days prior to admission the Behaviour Nurse Therapist in conjunction with the Clinical Team Leader will develop the Initial Management Guidelines.  These will then be forwarded to the respective Matron and Service Manager for presentation at the next Trust Co Ordination Team Meeting

	1.3
	Within 24 hours of admission the ward medical/duty medical officer will lead the development of the Initial Treatment and Care Plan (including the Risk Mitigation Profile) in conjunction with the Clinical Team Leader or nominated deputy. 



	1.4
	Within 7 days of admission an initial MDT review meeting will be arranged by the Ward Based ECC Coordinator (or nominated deputy) to undertake the following tasks:
· Identify the Case manager and Key worker.
· Review all documentation completed on admission.
· Agree the workgroup membership.
· Review initial risk assessment.
· Identify and allocate the assessment tasks to be completed for the formulation meeting.

· Allocate a date and time for the formulation meeting. (week 12 – 14).
· Agree a date and time for the first ECC meeting (week 16)
Attendance required at this meetings includes:
· Consultant Psychiatrist (or nominated deputy)
· The nominated PTS member (responsible for TC1) or in their absence another qualified PTS member).
· At least two members of the nursing team are required to attend i.e. Clinical Team Leader, Case Manager, ECC Ward Based Co-ordinator, Behaviour Nurse Therapist. 
· Network Co-ordinator

· Ward clerk for minute taking or in the case of ward rounds medical secretary.
N.B. It is acknowledged that other clinicians/professionals who may inform the meeting or be active in the provision of treatment may also be in attendance at this meeting i.e. day services, Speech and Language Therapy, Network Co-ordinator. 


	2.
	INVITATIONS



	2.1
	The invitations and provisional agenda for the first ECC meeting will be developed following discussion with the client by the ECC Ward Based Co-Coordinator and Case Manager. The Ward Clerk will distribute this information to internal and external stakeholders 10 weeks before the first ECC meeting.



	3.
	CLIENT CONSULTATION


	3.1
	By week 12, each health care professional responsible for producing a clinical report will consult with the client involved to check for content accuracy and agreement/disagreement of same prior to the development of the Treatment and Care Plan. 


	3.2
	Prior to the report being issued (by week 14) a entry will be included by the author on each respective report and a clinical note made in the clients Electronic Patient Record (EPR) stating that the contents had been discussed with the client prior to the development of treatment care plan.  



	4.
	TREATMENT AND CARE PLAN DEVELOPMENT


	4.1
	The MDT will complete the treatment and care plan, formulation and risk management  by week 12.
Attendance required at this meetings includes:
· Consultant Psychiatrist (or in their absence by the Medical Officer (MO) responsible for completing the post-admission assessment or a MO who is an active member of the client/patients work group.

· A nominated PTS member (author of TC 9) or in their absence another qualified PTS member.
· At least two members of the nursing team are required to attend i.e. Clinical Team Leader (CTL), Case Manager, ECC Ward Based Co-ordinator (ECC) Behaviour Nurse Therapist (BNT). The aim should be to ensure the nursing team is fully represented at the meeting. 

· Medical Secretary for entering the information in the EPR (during ward rounds).



	
	N.B. It is acknowledged that other clinicians/professionals who may inform the formulation meeting or be active in the provision of treatment may also be in attendance at the treatment and care planning meeting. Should the respective professional be unable to attend in person their clinical assessment report must be made available to the ECC ward based co-ordinator prior to the meeting.



	
	The clinical rationale for the treatment intervention will be clearly identified as part of the treatment and care planning outcomes.


	4.2
	Risk Management 
This Agenda item will address all issues regarding risk.  The assessment of risk will however not take place within the ECC meeting itself (this should have taken place within a workgroup/ward round held previously).  The ECC meeting will however review and confirm the risk management issues.
The workgroup/ward round will have ensured adequate review/assessment of the following:
· Identification of specific risks/management 

· Incidents from previous meeting to date [context of]

· Management guidelines [specific to need. e.g. Community activities]

· Relapse indicators and relapse strategies

· Environment/peer group consideration
· Tasks generated from risk issues [suicide protocol/child protection/Sex Offender process/Multi Agency Public Protection Agency Meetings]



	4.3
	Development of Treatment and Care Plan
This section must reflect the needs of the individual client; therefore the information below will be viewed as a menu of potential issues and considered accordingly.

· Offending /Challenging Behaviour

Short/medium/longer term treatment options. This should be underpinned by the clinical formulation and  linked to the risk component. 
· Health Components
      Physical Health/health action plan

      Mental Health/medication and reason for/concerns

      Psychological/therapies

· Quality of Life Issues
      Self-care/social skills

      Relationships/family contact

      Occupational/Educational/vocational

      Leisure/community skills

      Gender specific issues

      Culture, ethnicity issues

· Environmental Issues
      Internal/external to the service

· Legal Issues
      This maybe to look at continued detention / or to discuss outcomes of recent MHRT / Managers renewal / or legal status on discharge.   

· Section 117
Confirm where the client is in relation to their treatment and care pathway, this should provide clear indication for service providers as to where the client is in relation to future community service provision being required.
      

	
	Each treatment and care plan element will be supported by a short explanatory information text outlining the rationale for the respective intervention.



	
	Treatment and care intervention will be supported by written outcomes and anticipated completion time frames (where appropriate).


	5.
	TREATMENT OUTCOMES 



	5.1
	The treatment and care interventions within the ‘treatment and care plan’ will have clearly defined and measurable outcomes and the review period for key stages of the treatment / pathway intervention identified.


	5.2
	The treatment and care planning interventions will be underpinned (where available) by evidence based / best practice guidance. 



	6.
	DOCUMENTATION COMPLETION  


	6.1
	The invitations and provisional agenda for the first ECC meeting will be developed following discussion with the client by the ECC ward based co-ordinator and case manager. The ward clerk will distribute this information to internal and external stakeholders 10 weeks before the first ECC meeting.



	6.2
	At week 14 following the ‘treatment and care plan meeting’, all assessment reports, the formulation, and the proposed ‘treatment and care plans’  will be sent to the Network Co-ordinators (by the respective ECC Ward Based Coordinators) for distribution to internal and external stakeholders (e.g. Commissioners, Social Worker Probation service, Community nurse) prior to first ECC meeting).



	7.
	FIRST ECC MEETING


	7.1
	The first ECC meeting will take place 16  weeks after admission and must be attended by the following internal stake holders:
· Consultant Psychiatrist or in their absence by the MO responsible for completing the post-admission assessment or a MO who is an active member of the client/patients work group.
· Relevant member of the PTS, (or in their absence by another qualified PTS member).  


	7.2
	The aim should be to ensure the nursing team is fully represented at the meeting. The following members of the nursing team are required to attend: Clinical Team Leader (CTL) or deputy, Case Manager, ECC Ward Based Co-ordinator (ECC) Behaviour Nurse Therapist (BNT). 


	7.3
	The client/patient must be provided with the appropriate nursing support to attend their full ECC meeting.



	7.4
	Where the multidisciplinary team agree that it is not in a client/patients best interest to attend all or part of the meeting a detailed entry must be made in the EPR by the RMO prior to the meeting.   A member of the MDT will explain to the client/patient the reasons for the multidisciplinary team’s decision that it would not be in the client’s best interest to be in attendance at the meeting.



	7.5
	The ECC meeting discussions and agreed outcomes will be discussed with the client/patient, clinical exceptions are acknowledged, this will be undertaken by the Case Manager or ECC ward based co-ordinator, following the meeting.


	7.6
	Secretarial input will be in attendance at the meeting for the purpose of accurate / comprehensive minute taking (minutes must be distributed to respective stakeholders within 3 weeks).


	8.
	TREATMENT AND CARE PLAN REVIEWS


	8.1
	The MDT will as a minimum track the client’s treatment and care plan at least once within each four week period. This will take place as part of the scheduled ward round.


	8.2
	 All clients’ treatment and care interventions must be entered within the clients treatment and care plan documents on EPR.



	8.3
	If the clinical presentation of the client significantly changes, the doctor/therapist will enter and update the necessary treatment interventions within the respective treatment plan.  The CTL will ensure the nursing care plan reflects the respective treatment plan.


	8.4
	The treatment and care plan review will include consultation with members of the MDT / work group, the client must also be afforded the opportunity and nursing support to attend and participate in their treatment and care plan review.



	8.5
	Clinicians involved in the clients treatment provision and who are unable to attend the review should forward their comments to the ECC ward based co-ordinator prior to the meeting.



	8.6
	Client’s views on their treatment and care must be clearly documented within the EPR by the MDT member responsible for the respective treatment intervention.



	8.7
	The medical secretary must be present for ensuring an accurate and comprehensive record of the treatment and care plan review.



	8.8
	An EPR entry will be made by the doctor/therapist to indicate a treatment plan review has been undertaken.


	8.9
	Every 12 weeks a full multidisciplinary review of the treatment and care plan will take place as part of the ward round function.  Where it is deemed by the MDT that the client’s attendance is inappropriate the reason/s for the non attendance will be documented by the doctor/RMO within the client’s EPR. This meeting will be planned in line with the ECC schedule of meetings. Attendance at these reviews must consist of the RMO or in their absence a MO who is an active member of the client/patients work group, ECC ward based co-ordinator, BNT, Case Manager, CTL (if possible), PTS (if possible), and matron where appropriate and any relevant others. If a PTS member is not available then ECC ward based Coordinator should liaise with relevant person to provide feedback.
· If no changes are required to the Treatment Plan an entry will be made by the RMO to indicate a review has taken place.   
· Reviews must be consistent with the proposed outcomes.
· Clients must be present at all reviews and their views recorded.
· Medical Secretary should be present for recording this review in the EPR.



	
	

	9.
	SUBSEQUENT ECC MEETING


	9.1
	After the initial ECC meeting at 16 weeks a second ECC meeting will take place at 6 months and all subsequent ECC meetings should take place at 6 monthly intervals. 



	9.2
	Attendees required at subsequent ECC meetings will be as follows: Consultant Psychiatrist (or in their absence their nominated deputy), ECC ward based co-ordinator, BNT, CTL, Case Manager, PTS as appropriate and Ward Clerk. 



	9.3
	Invites to be prepared by Case Manager / ECC ward based co-ordinator in conjunction with client/patient consultation


	9.4
	Invitations to the respective stakeholders will be distributed by the ward clerk 10 weeks prior to the respective ECC meeting.


	9.5
	Progress reports will be provided by all relevant professionals (e.g. Psychiatric report, Nursing Report, Behaviour Report, Psychological report and others as appropriate).


	9.6
	Progress reports will be forwarded to the ECC ward based co-ordinator at least two weeks prior to the meeting.


	9.7 
	The ECC Ward Based Coordinator will be responsible for co-ordinating the receipt of     these reports prior to the meeting, and will then forward the reports to the respective Network co-ordinator.


	9.8
	The meeting is likely to take 1 – 1½ hours



	9.9
	The meeting will comprehensively review all aspects of the Treatment and Care plan and the risk assessment.



	9.10
	This meeting will be supported by the ward clerk.



	9.11
	This review must be discussed with the client prior to and following the ECC meeting. This will be carried out by the Case Manager / ECC Ward Based Coordinator.

	10.
	ECC AGENDA 


	10.1
	The ECC agenda will cover the following elements:


	10.2
	Introductions and Apologies.


	10.3
	Review of Previous Minutes. Attendees to read through previous minutes and note any  amendments.


	10.4
	Service Task Actions/Outcomes. To review progress on all service tasks from previous meeting.


	10.5
	New Assessment Material / Updates
· Nursing Assessment –  Name of presenter 

· Behavioural Assessment – Name of presenter
· Psychiatric assessment –  Name of presenter
· Day services – Name of presenter
· Psychological assessment – Name of presenter
· Any additional assessments – Name of presenter
      

	10.6
	Risk Management

To include date last reviewed, discussion of risk levels and amendments as required.  It is not always necessary to do a full risk review in ECC meeting this can be done at ward round.


	10.7
	Treatment and Care Plan Development/Review
To include all treatment and Care plans which have been identified for the individual including expected outcomes?


	10.8
	Other relevant issues.

If any of the following information is not identified within the clients treatment and care plan it must be discussed at the ECC meeting


	10.9
	Offending /Challenging Behaviour including:
Short/medium/longer term treatment options. This should be linked to the risk component.



	10.10
	Health Components including: 
Physical health/health action plans, mental health/medication and reason for/concerns, psychological/therapies



	10.11
	Quality of Life Issues including:
Self-care/social skills, relationships/family contact, occupation/education/vocation, leisure/community skills,  gender specific issues,  culture, ethnicity issues.



	10.12
	Environmental Issues
Internal and external to the service


	10.13
	Legal Issues 

This maybe to look at continued detention / or to discuss outcomes of recent MHRT / Managers renewal / or legal status on discharge


	10.14
	Section 117 
Confirm where the client is in relation to their treatment and care pathway, this should provide clear indication for service providers as to where the client is in relation to future community service provision being required.  



	10.15
	Any other Business



	10.16
	Agree New Actions/Service Tasks


	10.17
	Confirm Date & Time of Next Meeting 

Have this ready prepared



	11.
	WORK GROUPS


	11.1
	These will be arranged as necessary by any member of the Multidisciplinary team involved with the clients care. The ECC Ward based co-ordinator will at the request of any MDT member co-ordinate such a meeting.


	12.

12.1
	MDT CLINICAL FORMULATIONS – PRACTICE STANDARDS

The Practice Standards for clinical formulations will be followed for all clients.




	
	MDT CLINICAL FORMULATIONS – PRACTICE STANDARDS


	1.1
	Clinical formulations have been recognized as a useful conceptual and clinical tool, diagnosis itself does not focus on the underlying causes of a clients/patient's problems. Clinical formulation can fill the gap between diagnosis and treatment, with the potential to provide insights into the integrative, explanatory, prescriptive, predictive, aspects of a case. Clinical formulation skills are fundamental to providing effective treatment. Formulating a case means constructing a meaningful story, which, places the clients/patient's present illness/problems within the context of his or her life. Formulation is also the foundation for rational treatment planning and as such constitutes the key process in clinical practice. 


	1.2
	All clients/patients residing at Calderstones NHS Trust (on site and Scott House) will have a clinical formulation in place.



	1.3
	All new clients/patient admitted to the Trust will have a formulation meeting by week 12 of admission as part of the MDT meeting.
In order for the formulation planning meeting to take place by week 12 it must be attended by the following personnel:
· Consultant Psychiatrist or in their absence by the Medical Officer responsible for completing the post-admission assessment or Medical Officer who is an active member of work group.

· Relevant PTS member, or in their absence by another qualified PTS member).  This is only compulsory for the first formulation. For subsequent reviews of formulations it is desirable that a PTS member be present but not essential.
· With regard to nursing, at least two members of the nursing team must attend (CTL, Case Manager, ECC Co-ordinator, BNT).  Ideally the full team should attend where possible.

· Medical Secretary to administer the electronic patient record. 


	1.4
	The clinical formulation will be led by the clients/patients Consultant Psychiatrist / Responsible Medical Officer or their nominated deputy and should be inclusive of the other professionals identified above. The Formulation will be entered into the Clients/Patients electronic patient record at the formulation planning meeting by the Medical Secretary. 


	1.5
	The following information must be included in all clinical Formulations:


	1.6
	Precipitating Stressors
These are events that act as a catalyst or exacerbate the person's current symptoms and problems. These events may be construed either as directly leading to the current problems or as increasing the severity of pre-existing problems to a level of clinical significance. Examples: recent divorce or relationships break-up, physical injury, illness, loss of social support.


	1.7
	Predisposing life Events
These are traumatic events or stressors that have occurred in the person's past and are assumed to have produced an increased vulnerability to developing symptoms or problems. Separating these into three categories: early life (childhood and adolescence), past adulthood, and recent adulthood.

	1.8
	Maintaining factors:

This factor represents an attempt to link together and explain information in the preceding categories. The inferred mechanism is the clinician's hypothesis of the cause of the person's current difficulties. There are three major categories under inferred mechanism: psychological, biological, and socio-cultural. Psychological mechanisms may include a core conflict; a set of dysfunctional thoughts, beliefs, or schemas; skills or behavioural deficits; problematic aspects or traits of the self; problematic aspects of relatedness to others; defence mechanisms or coping style; and problems with affect regulation. Biological mechanisms refer to both genetic and acquired conditions that cause or contribute to the patient's problems. Socio-cultural mechanisms are factors such as ethnicity, socio-economic status, religious beliefs, and absence of social support. A separate mechanism should be included for substance abuse or dependency, as it spans the other categories.


	1.9
	Mitigating Factors:
In addition a category for positive treatment indicators such as strengths and adaptive skills and the clinician's treatment expectations and inferences as to the client/patient's overall level of adjustment should be added. 


	1.10
	Narrative: presenting problem/index offence

This incorporates the clients/patient's presenting symptoms and chief complaints as well as problems that may be apparent to the clinician, but not to the client/patient. This section should include a chronological description of the client/patients past history of mental health care, developmental history, social or educational history, medical history, and mental status. The personal history reviews the stages of the patient's life, with special attention to developmental milestones and to patterns of response to normative life transitions and major life events. The client/patient's history of formal education and history of important cultural and religious influences on the client/patient's life are to be obtained. Any involvement with the juvenile or criminal justice system should be noted. A sexual history should also be obtained, as well as any history of physical, emotional, sexual, or other abuse or trauma. The social history includes the client/patient's living arrangements and currently important relationships.


	1.11
	All formulations will be re-planned/ reviewed by the Consultant Psychiatrist every six months and thereafter in line with the clients ECC meeting. This re-plan/ review will include any changes in the client’s presentation and any new information that may come to light. If there are no changes to the client’s presentation the EPR records MUST reflect the date the formulation reviewed.


	1.12
	The Consultant Psychiatrist/RMO will take leadership responsibility and authorise all clinical formulations in the Electronic Patient Records, checking for accuracy and relevance. Authorisation should place by the Consultant Psychiatrist/RMO within two weeks of the multidisciplinary team completing the clinical formulation.



PAGE  
1
_________________________________________________________________________________

ECC Treatment and Care Planning Practice Standards                                                                                                     Reviewed 30.08.06 

‘G’EOC/ECC/2006-sh 

