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This chapter describes the development and implementation of an integrated care
pathway within a Crisis Resolution and Home Treatment (CRHT) service. Discus-
sion begins by outlining the current context of this service setting; the background
to home treatment services in the United Kingdom (UK), the characteristics of
the team and the interdisciplinary nature of provision. There are brief details about
who the service is available to, the interventions offered and how this service
integrates with other teams in a whole systems approach to mental health services.
The chapter illustrates how the care pathway was developed as part of an organ-
isational approach to service improvement. There are service-specific descriptions
of the challenges of development and implementation. Arrangements for
monitoring, auditing and variance reporting are described. Details of the specific
benefits arising from this pathway are detailed as well as implications for future
development.

CRISIS RESOLUTION AND HOME TREATMENT SERVICES

Before providing a review of CRHT services in England, it is appropriate to
determine what, in mental health terms, is meant by a crisis. Minghella et al (1998)
define a crisis as a time when someone is unable to cope due to either a recent
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severe deterioration in their mental health or high levels of distress. Parad & Parad
(1991) note that crises acutely disturb individuals’ abilities to function, and often
create major disruption in the lives of their families or friends. Historically,
such crises resulted in urgent admission to psychiatric hospitals for treatment,
predominantly with medication (Wallcraft 1996). Developments in psychotropic
medications in the 1950s (Brimblecombe 2001) and the commencement of
outpatient clinics, day hospitals and community psychiatric nursing services (Rose
2001) challenged long-standing attitudes about the need for hospitalisation.
Consequently, this resulted in reduced hospital admissions and the closure of
mental hospitals (Freeman 1993). The development of a broader knowledge base
about crisis intervention by Caplan (1964) and others, in conjunction with the
more extensive provision of community-based care, led to the creation of the
first community-based crisis intervention and home treatment services (Burns et
al 1993, Dean & Gadd 1990, Muijen et al 1992).

Early CRHT teams demonstrated their efficacy in terms of clinical results
(Dean et al 1993), reduced inpatient bed occupancy (Whittle & Mitchell 1997) and
service user satisfaction (Coleman et al 1998, Kwakwa 1995). Government recogni-
tion of those and subsequent CRHT teams was demonstrated in the National
Health Service (NHS) Plan (Department of Health 2000), which announced the
establishment of 335 crisis resolution services in England by 2004. Hospitalisation
in response to crisis for too long had paid little attention to the individual or to
the life circumstances that had brought about the crisis (Punukollo 1991). This
viewpoint is now embedded into current mental health policy and service design.
It is firmly acknowledged in the literature that therapeutic outcomes are positive
when individuals can fully engage with their recovery process and are offered
appropriate interventions and information in a timely manner. The feasibility of
crisis assessments and interventions outside of restrictive settings has been a
preoccupation of services for some time.

CRHT teams generally have representation from several different professional
groups. According to the Durham mapping database (University of Durham &
Department of Health 2004), which lists the services provided by all of England’s
Mental Health Trusts, in September 2004 every CRHT team had nurses in
their teams, 89% had managers and/or administrative support, 73% had social
workers, 54% had medical input (from consultant psychiatrists and/or career
grade doctors), 38% had social care support and development staffing, 10% had
psychologists and 24% of the teams had input from other therapists. This is similar
to the findings of Orme (2001), who noted the wide diversity in the staff disciplines
represented in the CRHT teams she appraised. Concern has been expressed that
the mixing of so many different disciplines within a single team might create
conflict due to different professional philosophies. However, this can also be
interpreted as the richness of integrated working and demonstrating the need for
an integrative service philosophy. The team who developed this care pathway
comprised nurses, managers, an administrator, an approved social worker, a
consultant psychiatrist and a staff grade doctor. Interdisciplinary differences
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were a feature that arose within the integrated care pathway development and
review process. It is believed that using the pathway has enabled team members to
maintain a common focus on clients” assessments and in the planning and delivery
of the most appropriate therapeutic interventions.

ACCESS TO THE PATHWAY

Review of the criteria for referral to the CRHT teams around England (University
of Durham & Department of Health 2004) indicates a general consensus in the
problems that service users experience when they access CRHT services. There is a
general view that crisis resolution and home treatment is available for individuals
who are suffering from deteriorated mental health. Many of these people will be
previously known to the local mental health teams, with care coordinators and
existing Care Programme Approach (CPA) care plans. Those care plans may
include contingency plans to indicate how similar crises have been managed
previously. Some CRHT teams designate one member of their team to take over as
a service user’s CPA care coordinator for the duration of their crisis (Orme 2001).
For the team whose pathway is the focus of this chapter, this does not occur and
that role remains within the local Community Mental Health Team (CMHT).
The CRHT team manages care using a team approach, rather than one individual
worker being responsible for each client’s care. The coordination and liaison
required for team case management to be effective are facilitated by the integrated
care pathway approach. However, where there is no previous care coordinator
and these arrangements are required during CRHT then CPA is triggered by
the team.

As well as those with previous identified and long-term mental health prob-
lems, crisis intervention and home treatment also help individuals who find
themselves in a psychiatric or psychological crisis following a major life event
(perhaps a loss or bereavement they feel unable to cope with). These referrals
originate from the local general hospitals and often involve people not previously
known to mental health services. Many CRHT teams try to be available to all
individuals who are experiencing crises due to deteriorated mental health or life
trauma, but most teams have some exclusion criteria (Orme 2001). For example,
many teams do not accept referrals for individuals who are intoxicated due to
illicit drugs and/or alcohol at the point of referral or individuals for whom drug
or alcohol dependence is their primary problem (Audini et al 1994). The triage
process in this CRHT team prompts staff to ask referrers about the drug or alcohol
usage of referred individuals, to allow staff to signpost to specialist services where
this is needed. The philosophy regarding fair access to services is applied. Crisis
resolution is generally restricted to adult mental health services (Sainsbury Centre
for Mental Health 2001) and this CRHT team does not accept referrals for people
under the age of 16 years; and although opinions vary from team to team, this
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service accepts referrals for those over 65 years old (Marks et al 1994, Orme 2001,
Ratna 1991).

ASSESSMENT AND INTERVENTIONS

Due to the wide scope of the service offered, CRHT teams require crisis workers
to be skilled and knowledgeable in mental health assessment. Assessment involves
collecting and evaluating the incidence and significance of the service user’s
problems and needs along with how they are influenced by psychological stressors
(Freud 1991), socio-economic factors (Gomm 1996, Sims & Owens 1993) or
physical health problems (Snowley 1992). The need to formulate an impression
of the individual’s risk to themselves and others is essential (Motto et al 1985,
Williams 1997). It is essential that the service user is a partner in this process and
able to make decisions from as early a stage as possible in the care process. The
service user’s definition of recovery should be established to underpin all future
care arrangements. The involvement and assessment of carers’ requirements are
integral to this process (as outlined in statutory statements and good practice
guidance). Assessment will allow the worker to ascertain the individual’s need
for home treatment and indicate the type of interventions which will best help
recovery. If assessment reveals that home treatment is not appropriate, the team
facilitates access to other services; perhaps inpatient admission or access to another
agency. The integrated care pathway developed provides a format that enables
crisis workers to provide consistently thorough and rigorous assessments to all
referred clients.

The interventions provided by the CRHT team can be many and varied. Many
people need support and reassurance during their time of crisis, which the CRHT
team can provide with home visits or telephone support. Visits may be used to
offer advice about anxiety management, confidence-building techniques or
methods for improving assertiveness (Powell 2001); or they may be used to
help people to improve their problem-solving skills (Spivack et al 1976). Some
people may need support to cope safely with suicidal ideas and depressive symp-
toms (Morgan 1997). Others may need medication to help them overcome the
deterioration in their mental health or heightened distress (Davies & Winter 2001,
Nagamoto 2001, Vasile 2001). The CRHT team may then have a role in overseeing
use of medication, encouraging compliance and monitoring the effects of the
medication. CRHT workers often fulfil an important role in informing individuals
about their illnesses, treatments and self-help to maintain good mental health
in the future. This is not a complete list of the interventions a CRHT team can
offer, but it is intended to demonstrate how a CRHT team can help an individual
and their family overcome a crisis without needing to be admitted to a psychiatric
hospital. The integrated care pathway guides the assessment process to establish
areas of need, which can be addressed by the therapeutic alliance, and the
interventions offered.
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AN ORGANISATIONAL APPROACH TO CARE PATHWAYS

The Trust in which this care pathway is used places importance upon maintaining
high-quality integrated health services that are organised around the health
needs of individuals. Underpinning this is a care pathway strategy which has the
ambition of establishing programmes of care, which span professional boundaries
and determine how needs might be met over a period of time (Department of
Health 1998). The care pathway described in this chapter was one of the first
developed in the Trust and was viewed as integral to the Trust’s modernisation
processes. The Trust’s approach aspires to use integrated care pathway arrange-
ments as a formula for ensuring that care experiences are built around the needs
of service users, their families and carers. Implementation seeks to ensure that
a journey across services is negotiated, managed and agreed. Specifically, in this
case, the pathway is used to determine, plan and coordinate therapeutic and
organisational activities for the CRHT service.

The CRHT service has two care pathways available for use: one for crisis triage
and assessment (which is the focus of this chapter) and the other for home
treatment. Both care pathways:

determine locally agreed, multidisciplinary practice based upon guidelines and
evidence where available, for a specific patient/client group. It forms all or part
of the clinical record, documents the care given and facilitates the evaluation of
outcomes for continuous quality improvement.

(Riley 1998)

The general aim of the organisational strategy is to improve the experience of
receiving services by using care pathways as a tool for monitoring, coordinating
and improving standards of care. This approach hopes to secure a culture of
practice development and pursuit of improvement which places service users at
the centre of care. All care pathways developed and implemented in the Trust:

B Are a consequence of rigorous review of existing practices and involve all
stakeholders in development.

B Adopt an integrative philosophy and deliberately use teamworking and shared
belief systems from the outset. Collaboration is visible during development,
within the pathway content and in subsequent feedback of variance.

B Form all or part of the patient record and describe a pathway of care that
articulates expected interventions. The document in conjunction with others
satisfies existing standards of record keeping and is multidisciplinary in nature.

B Describe effective interventions targeted to effect the greatest clinical benefit.
This incorporates evidence-based practice and clear reference to available
clinical guidelines, outcome measures, benchmarks, research and expert opinion.

m Identify through variance analysis: clinical deterioration, variation in care
delivery and clinical outcomes. This specific information is used to facilitate
clinical decision-making, risk management, individualised interventions and
continuous quality improvement.
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m Focus upon benefits management — reviewing service availability, ‘gate-
keeping’ arrangements and reducing delays, duplications, hold-ups and
deficiencies.

THE CASE FOR USING A CARE PATHWAY IN THIS SERVICE

This care pathway was selected as an early priority for the Trust for several reasons.
Generally it is known that target processes suitable for pathway development are:

B high-cost services
B high-volume processes
B high-risk practices, and
m difficult to manage case groups.
However, these criteria have quite limited applicability in a mental health context.
Compared with situations in acute care (medicine) CRHT cannot be described
as high cost or high volume. However, the nature of the CRHT service and the
interventions offered involve high clinical risk and difficult to manage case groups.
Most significant is the complex nature of situations and the need to coordinate
the interventions of different agencies when service users and their carers first
access mental health services. As new mental health services have been developed
as part of the mental health modernisation agenda, there has been the need to
ensure that new care experiences are built to provide a whole patient journey and
that interfaces are managed. Relevant to this pathway, patient journeys may begin
and end purely within CRHT or continue with other agencies or mental health
services. The CRHT service where this pathway was developed was a new service
and interfaces had to be agreed and established. This made the pathway a priority
process for development. Alongside this was the need for clear risk assessment and
management processes to be built in to routine practice. It was believed that there
would be advantages to the process mapping involved in considering the variations
in patient journeys through CRHT and seeing how processes vary as a consequence
of clinical and individual variations.

Notably successful development of pathways has been seen in:

areas where there is a high level of interest among professionals

services which wish to monitor implementation of clinical guidelines

areas where considerable variations in practice affect patient outcomes, and
new services.

There was a high level of interest amongst the CRHT team to develop the care
pathway, which was spearheaded by the Locality Team Manager and Clinical Team
Manager. Also, this area of service has grown in interest locally and nationally.
The volume of literature around crisis mental health services has expanded pre
and post-pathway development. The National Institute for Clinical Excellence
(NICE) published guidelines for treating and managing schizophrenia (National
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Institute for Clinical Excellence 2002) during the period when the pathway was
being developed, and guidelines for self-harm and eating disorders subsequently
followed. Each guideline has implications in terms of monitoring the implementa-
tion of evidence-based practice. The development of CRHT services had been
cemented in the UK by the mental health policy implementation guidance and
subsequent performance indicators (Department of Health 2001). The team that
developed the pathway was piloting a model for CRHT before this was developed
as a Trust-wide service.

THE PATHWAY DEVELOPMENT PROCESS

Over the last decade, models for care pathway development have evolved and a
general pattern was followed in this case. The process began by defining the pathway
parameters and continued through the process of authoring and implementation.
Contributing to the model used were the works of Campbell et al (1998),
Ignatavicius & Hausman (1995), Johnson (1997) and Stephens (1997).

The first stage of the care pathway development process was that of selecting a
case type, client group or care process. The team debated whether to have specific
care pathways for individual case types or need. However, after considerable
discussion, the team agreed to begin by generally mapping journeys through the
service and examining how these varied for specific problems or needs; and then
indeed what impact this had upon the patient journey. Through this process it
was found that, especially in the early part of crisis work carried out by the team,
there were core activities that occurred within most patient journey processes.
There were, however, significant differences where interventions for specific
individual needs were concerned. These differences had to be accounted for within
the care pathway. After versions of early process maps were developed it was
felt that to develop one care pathway for the whole of the journey through CRHT
was not viable. Data collection determined that many service users left the service
following short crisis interventions and not all required intensive home treatment
offered by the CRHT team. It was felt that to make the care pathway development
manageable the processes would be broken down into discernible chunks or
elements. The first chunk (or pathway) would begin at the point of referral
through crisis intervention (where this is required), to the point that service users
leave the CRHT service or access a subsequent pathway for home treatment.
This decision involved data collection to determine the needs of the service users
and carers accessing the service, the interventions offered, any measurable
outcomes and services accessed following immediate crisis care. At this point, it
was acknowledged that pathways for specific needs at the point of home treatment
would be desirable at a later stage of development by the team. It was decided that
a Crisis Triage and Assessment Integrated Care Pathway could be flexible enough
to portray the patient journey for most cases in the early process of CRHT. It was
agreed that later development could see the boundaries of the pathway suitably
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extended to incorporate gate-keeping arrangements and transfer arrangements with
other services and agencies (indeed, joining together with subsequent pathways).

So, having selected the process to be subject to the integrated care pathway,
crisis triage and assessment, the next stage in the process was to establish an
authoring team. This involved any stakeholders with an interest in the process.
A small group of core members was established, which included health and social
care representatives, service users and carers. Co-opted onto the authoring team
as required were professionals not available at that time within the CRHT team,
and representatives of other services and voluntary agencies. A significant issue
for pathway authoring was that not all disciplines which normally exist in a CRHT
team were in post. Hence, opinions from these professionals had to commissioned
for the development process. Once the authoring team was formed, education
into the care pathway development process took place. Authoring team members
then were able to raise awareness of development and secure support from others.
The care pathway manager took responsibility for leading the process and
administration.

An early task of the authoring team was to clarify the timeframe and
parameters of the pathway. This determined where the pathway began and ended.
Patient journeys can span many services and in their entirety are extremely
complex, as mentioned previously. Integral to this is some form of a timeframe.
Often in mental health care pathways the timeframe is elusive and phases are
used rather than absolute time periods. It was agreed by the authoring team that
the first pathway developed by the CRHT would begin on referral to the service
and end at the point where the immediate crisis abated or the service user accessed
the home treatment interventions offered by the team, or accessed alternative
sources of help. Previous mapping indicated that within the crisis triage and
assessment process offered by the CRHT there are discernible timeframes which
could underpin certain activities and these could be built into the pathway.

PROCESS MAPPING AND REDESIGN

A key activity undertaken by the team during these early stages was to determine
the goals and outcomes of the care process. At this stage the views of different
stakeholders were extremely valuable. As in many cases, professionals view processes
and outcomes from a specific perspective whereas the only stakeholder group to
experience the entire process is the services user (and carer). Thus the expression
of aims and outcomes from a pluralistic perspective is essential. This moves away
from a process dominated exclusively by professional opinion. After much debate
and editing the authoring team agreed the following aims and outcomes of the
pathway. Overall objectives of the crisis triage and assessment care pathway are to:

B initiate a therapeutic relationship
B provide prompt and expert assessment of individual needs during crisis
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Figure 15.1

The crisis triage and
assessment high-level
process map

B provide effective, evidence-based interventions to reduce and resolve crisis
B establish effective liaison and ensure that appropriate and necessary treatments
are planned.

The task of reaching this consensus must not be underestimated. This involves
acknowledging the parameters of the pathway as CRHT teams offer much more
than crisis triage and assessment (i.e. home treatment). But also there were huge
and inevitable debates around the sociological understanding of the process and
use of terms such as triage and its suitability in this context.

The next stage was to process map the patient journey from all perspectives.
This involved all contributors mind-mapping the major steps and activities
throughout the timeframe. This produced high-level process maps and more
detailed maps of activity (examples can be seen in Figures 15.1 and 15.2). It
was quite clear from this exercise that even short processes involve many steps and
individual activities. At some points contributors were able to include approximate
time periods and parallel processes. The mapping made known loops, complexi-
ties, roles and relationships. Different stakeholders mapped their experiences
and inputs but were also asked to articulate improvements to the process. Previous
medical records were used to establish practice patterns that may have been
overlooked. One service user offered extracts from a personal journal to describe
needs, activities, timing and experiences. Interestingly, this activity did establish
that although the service was newly developed there were already considerable
variations in practice and views of the service being offered.

Once the early maps had been drawn, then began the process of redesign.
First, this involved a rigorous scrutiny of current practices from different perspec-
tives. The variations in practice and standards were viewed critically as were
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Figure 15.2

Crisis assessment extract of a lower-level process map

the potential of these activities in meeting the outcomes of the pathway. Also,
important discussions followed about what this process feels like. All the steps in
the map were reviewed for appropriateness, value and timeliness. Each stakeholder
group was able to consider their roles within the map and determine duplications,
delays, and added value. The authoring team considered problems and issues at
each step. Some activities without value were removed from the process at this
stage. Other steps were re-ordered to make processes clearer and more efficient.
Some activities, for example, administration of GP (general practitioner) letters,
were changed from the role of clinical staff to administrative staff. Examples
of specific steps added related to consent, education for service users and
carers, access to other services and interagency communication. Contributing to
redesign was the comparison of activities with established clinical guidelines and
benchmarks from other organisations. A review of the literature, guidelines and
national recommendations which influenced the expected integrated care pathway
identified key areas for pathway development. A wealth of literature was reviewed
with regard to its contribution to the care pathway content and later made available
to those using the pathway. Key sources of evidence used were: Churchill et al
(2001), Cormac et al (2003), Department of Health (2001), Gould et al (1997),
House et al (1998), National Institute of Clinical Excellence (2002, 2004), Royal
College of Psychiatrists (1994), the Sainsbury Centre for Mental Health (2001).
The aim of this stage of the process was to discern the evidence-based inter-
ventions effective for those experiencing a mental heath crisis; and then, conse-
quently, where appropriate, to integrate these within a redesigned process which
is built around the experience of receiving care. There followed an analysis of
training needs, any requirements to extend roles and issues around matching
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capacity to demand. The aim was to make the process into a sustainable, feasible
vision based upon best practice. Subsequently, the redesigned process map content
was redefined then moulded into the corporate care pathway template, variance
analysis system and prevailing clinical documentation.

PILOT, IMPLEMENTATION AND REVIEW

Following training of the team in the use of the pathway, the first version of the
pathway was piloted in February 2003 for a period of 2 months. During this time
the pathway was offered for consultation within the Trust and to others outside the
Trust with a known profile in CRHT. The pathway content was validated through
the Trust’s clinical governance processes and agreed for use by the Trust. One
significant issue arising from the pilot was that the pathway was not required for
a number of people who only contacted the service by telephone and for a variety
of reasons were not seen or assessed by the team. Thus it was agreed that an initial
triage document would be used as an appendix to the pathway. This document
spans two sides of paper and includes contact details, reasons for contacting the
CRHT service and the outcome of the triage or later assessment after the pathway
is used. The primary use of the second page of the two-page triage sheet is to
record the outcome of triage and/or crisis interventions. Following revisions the
pathway was reissued ready for use.

The two-page triage document is shown in Appendix 15.1 and the current
version of the pathway in use is shown in Appendix 15.2. In the 20 months that
the pathway has been in use, it has been subject to revision on three occasions and
is now in its fourth version. Revisions have been due to changes in the evidence
base and organisational arrangements. The pathway is now used by three teams.
Each team has a care pathway champion who oversees its use within the CRHT
team. Any changes to the version or arrangements are recorded on the care
pathway implementation plan to provide an open audit trail. The pathway content
is subject to at minimum an annual review. This review is essential to ensure that
the pathway is revised and upgraded according to emerging evidence, variance
analysis and organisational developments.

It has been acknowledged that there is a need to monitor how the care pathway
is used within teams and the level of completion. The use of the care pathway has
been audited twice since its implementation to assure the Trust regarding levels
of completion. An audit tool such as that shown in Figure 15.3 is used to define
a level of compliance. The audit tool essentially turns each place on the pathway
into an audit point. Therefore the audit results identify the parts of the pathway
completed (or not).

Figure 15.4 shows the findings of an audit of usage and completion of 20 care
pathways randomly selected in May 2003, just a few months after the care pathway
was fully implemented. At that time the pathway was not dissimilar from its
current version. In part 2 the rate of compliance for completion measured between
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CRISIS RESOLUTION & HOME
TREATMENT

Lincolnshire Partnership m

NHS Trust

INITIAL TRIAGE

1. PERSONAL INFORMATION

Last name: First name(s):

Maiden Name: Date of Bith: / / (DD/MM/YR)
Address: Marital Status:

Postcode

Telephone: Spoken Language:

Male/Female: (circle as appropriate)

Ethnic Origin:

Next of Kin: (name, address, telephone)

GP: (name, address, telephone)

CPA level: (circle as appropriate) Psychiatrist:

None/Standard/Enhanced

Care Coordinator:

Appendix 15.1
The two-page triage document
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2. REFERRAL INFORMATION

Date and Time: Referral Source:

CRHT No:

Mode: phone/F2F/other (circle as appropriate) Home Treatment

Crisis Referral

Reason for Contact:

3. TRIAGE RESPONSE

Triage Category: 1. Emergency 2. Urgent/Acute 3. Non-Urgent 4. Triage Coordinator Response

5. Other Agency Referral 6. Inconclusive Contact 7. Inappropriate Referral (circle as appropriate)

Actions Required: 1. Return Phone Call 2. F2F Assessment Onsite/Off-site 3. D/W Care Coordinator

4. DIW Psychiatrist 5. MHA 6. No further action (circle as appropriate)

Assessed: Yes/No Alert Form: Yes/No
Triage by: Date:

(signed)

Appendix 15.1  (Continued)




F10172-Chl5.gxd 2/22/06 10:47 AM Page 298 $

Integrated care pathways in mental health

4. TRIAGE SUMMARY

Presenting Circumstances:

Formulation & Needs:

Drug/Alcohol Use:

Medication:

Other Agencies Involved:

5. TRIAGE OUTCOME

Crisis & Risk Management Plan/Outcome (inc referral/signposting, or why no services are offered)

(name, date & time)

Contact details entered onto the electronic information system Yes/No
Triage information faxed/telephoned to GP

Crisis team member assigned Yes/No
Name

Outcome shared with service user and carer as appropriate Yes/No
Triage Response by: Yes/No

Appendix 15.1

(Continued)
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INTEGRATED CARE PATHWAY
FOR CRISIS TRIAGE

& ASSESSMENT Lincolnshire Partnership m

NHS Trust

This Integrated Care Pathway is for individuals referred to the Crisis Resolution Home Treatment Service. It is intended to guide crisis assessment.
Wherever possible the interventions are based upon evidence and best practice.

Overall Objectives of this care pathway are to

+ Initiate a therapeutic relationship

+  Provide prompt and expert assessment of individual needs during crisis

+  Provide effective, evidence based interventions to reduce and resolve crisis

+ Establish effective liaison and ensure that appropriate and necessary treatments are planned.

1. PERSONAL DETAILS

Name, Date of Birth & Address: Service Location:

Pathway Start Date:

Pathway End Date:

Sources and evidence which inform the content of this pathway are:

DEPARTMENT OF HEALTH (2001). Mental Health Policy Implementation Guide. Department of Health; London

HOUSE A., OWENS D., & PATCHETT L. (1998). Effective Health Care — Deliberate Self Harm. NHS Centre for Dissemination and
Reviews; University of York

ROYAL COLLEGE OF PSYCHIATRISTS (1994). The General Hospital Management of Adult Deliberate Self-Harm. Royal

College of Psychiatrists; London

THE SAINSBURY CENTRE FOR MENTAL HEALTH (2001). Mental Health Topics; Crisis Resolution. The Sainsbury Centre; London

Instructions for use:

Before writing in this Integrated Care Pathway, please ensure you have signed the signature sheet (overleaf). When using this document please
ensure that you date, time and sign against each activity when it has been completed. It is important to remember that the aim of the Integrated
Care Pathway (ICP) is to ensure the most appropriate care is given at the correct time.

If an activity outlined in the ICP has not, for whatever reason, been completed then this must be shown as a Variance. A ‘V’ should therefore be

placed in the box next to the intervention. The variance record sheet should then be completed. If further action needs to be taken, e.g. the intervention
needs to be repeated, then use the blank spaces in the appropriate time frame of the ICP to record this. These blank spaces can also be used to add
interventions which are deemed appropriate for that person but are not already in the ICP. These additions should also be recorded as a variance.

To view an example of a completed ICP please read the ICP file which is in your ward/area. It remains each professional’s responsibility to ensure
that practice is safe. This ICP is not a replacement for experienced clinical judgement and inter-disciplinary discussions. If you require further
information please contact your Clinical Team Leader or Care Pathway Manager.

LIST OF ABBREVIATIONS:
CRHT: Crisis Resolution Home Treatment. D/W: Discussed with. F2F: Face to Face. GP: General Practitioner
ICP: Integrated Care Pathway. MHA: Mental Health Act. HONOS: Health of the Nation Outcome Scales. DSH: Deliberate Self Harm

Appendix 15.2
The current version of the pathway in use.
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Crisis Triage & Assessment High Level Process Map

Are further
Mental Health

Is a Full
Referral Initial Triage — Assessment
Needed?
Short-term Are Crisis
Crisis Interventions
Interventions Needed?

Full Crisis
Assessment

]

Interventions
Needed?

Home Treatment or
access arranged to
other services

End of Crisis
Resolution (may inc
access to other services)

2. SIGNATURE SHEET Would all disciplines please sign below prior to writing in this ICP.

Full Name (print)

Designation

Signature

Initials

Date

Appendix 15.2  (Continued)




F10172-Chl5.gxd 2/22/06 10:47 AM Page 301

An integrated care pathway for crisis triage and assessment

3. PRESENTING CRISIS ASSESSMENT

PART 1 - CRISIS ASSESSMENT

Complete within 4 hrs of referral (or otherwise as agreed)

Code:

Activity: Itis expected that these activities have been completed unless they are
recorded as a variance

‘V’

Date/Time/Sign:

1.1

Process of assessment explained and agreement sought

Presenting Problems (e.g. mental disorder, self injury, loss)

Previous Psychiatric History: (i.e. current/past treatment, hospital admissions, MHA)

Daytime Occupation, Finances, Spiritual Needs:

Household Management: (accommodation, cooking, shopping)

Registered Disabled: Yes/No (circle as appropriate)

Physical lliness/Injury/Access/Mobility/Sexual Health: (e.g. head injury, epilepsy, comorbidity factors, family planning)

Substance Misuse

Social Relationships, Family/Dependants:

Personal and/or Forensic History: i.e. chidhood development)

Information provided by: patient, family/carer, other (circle as appropriate)

Appendix 15.2  (Continued)
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4, MENTAL HEALTH ASSESSMENT

Appearance, Manner and Behaviour: (self care, eye contact, agitation, hostility)

Self Neglect: (physical, social, environment, bathing, toileting, managing medication)

Communication; Speech, Content: (flow, content, amount)

Mood: (affect, hopelessness, anxiety, guilt)

Indication of Depression: (diurnal variation, weight loss, emotional reactivity, low self esteem, loss of interest, energy, concentration)

Evidence of Perceptual/Thought Disorder/Insight: (form, content, perception, awareness)

Cognitive Function: (orientation, concentration, cognitive ability, memory)

COPING ABILITIES

Does the person feel able to utilise any mechanisms to cope with crisis situations? (problem solving skills, networks)

Scale 0-10 Coping Abilities

Is a Carer’s Assessment required? Yes/No (delete as required)

Code | Activity: Itis expected that this activity has been completed | ‘V’ | Date/Time/Sign:
unless it is recorded as a variance

21 Assessment of presenting crisis & mental
health completed

Appendix 15.2  (Continued)
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5. DELIBERATE SELF HARM ASSESSMENT Complete only where indicated

Consider all of the following

1. Presenting DSH Problem (ideation, statement of intent, frequency of thoughts, preparation. Act - description of event i.e. method, where
took place, did seek help, suicide note, what was the problem/stressor)

2. Planning element of Intent (suicide note — access to means, put affairs in order)

3. Clarification of the reasons why wanting to harm self (expected outcome)

4.  Specific Risk Factors (i.e. age, sex, living alone, employment status, family history of self harm, history of substance misuse, recently
discharged, mental/physical illness, past DSH, bereavement)

5.  Evaluate the context of any suicidal act/thoughts and meaning to the individual (what happened in preceding days, did they seek help
after the attempt, regret, effects on others, likelihood of being discovered)

6. Level of Hopelessness (the belief that things are not going to change, future life plans)

7. Is self-injury a coping mechanism? (details e.g. any established patterns, rituals, frequency, eating disorder, is self harm a result of
religious belief)

8.  Has there been involvement of specific support services regarding self-injury?

9. Extent of social support/protective factors

10. Strengths Assessment/Coping Strategies

Likelihood of further self harm (delete as appropriate) Potential level of harm (delete as appropriate)

Low / Moderate / High Low / Medium / High

Completed by: (Name / designation) Date:

Appendix 15.2  (Continued)
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PART 2 - SAINSBURY RISK PROFILE & MANAGEMENT BRIEF

6. PERSONAL DETAILS Complete for all referrals

Name:

Date of Birth:

Source of Information:

This format is part of a comprehensive mental health assessment and care planning process. This is not an exhaustive list of risk factors; it indicates the
potential sources of risk, and possible management responses. Accurate prediction of risk is difficult, as initial assessment may be based on
incomplete/inaccurate information. This assessment offers a guide to further discussion and investigation, and an initial management plan. If completed

by one person, this assessment should be quickly discussed with Medical Officers and multi-disciplinary team (inc. users and carers, where appropriate).

7. RISKINDICATORS (\') Tick only the indicators that apply

Suicide Yes | No | Don’t Yes | No | Don’t
Know Know

Previous attempts on their life Expressing high levels of distress

Previous use of violent methods Helplessness or hopelessness

Misuse of drugs and/or alcohol Family history of suicide

Major psychiatric diagnoses Separated/widowed/divorced

Expressing suicidal intent Unemployed/retired

Considered/planned intent Recent significant life events

Believe no control over life Major physical illness/disability

Other (please specify) Comments:

Neglect Yes | No | Don't Yes | No | Don't
Know Know

Previous history of neglect Lack of positive social contacts

Failing to drink properly Unable to shop for self

Failing to eat properly Insufficient/inappropriate clothing

Difficulty managing physical health Difficulty maintaining hygiene

Living in inadequate accommodation Experiencing financial difficulties

Lacking basic amenities (water/heat/light) Difficulty communicating needs

Pressure of eviction/repossession Denies problems perceived by others

Other (please specify) Comments:
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Aggression/Violence Yes | No | Don't Yes | No | Dont
Know Know

Previous incidents of violence Paranoid delusions about others

Previous use of weapons Helplessness or violent command hallucinations

Misuse of drugs and/or alcohol Signs of anger and frustration

Male gender, under 35 yrs/age Sexually inappropriate behaviour

Known personal trigger factors Preoccupation with violent fantasy

Expressing intent to harm others Admissions to secure settings

Previous dangerous impulsive acts Denial of previous dangerous acts

Other (please specify) Comments:

Other Yes | No | Don't Yes | No | Don’t
Know Know

Self-injury (e.g. cutting, burning) Exploitation by others (e.g. financial)

Other self-harm (e.g. eating disorders) Exploitation of others

Stated abuse by others (e.g. physical, sexual) Culturally isolated situation

Abuse of others Non-violent sexual offence (e.g. exposure)

Harassment by others (e.g. racial, physical) Arson (deliberate fire-setting only)

Harassment of others Accidental fire risk

Risks to child(ren) Other damage to property

Failure to attend appointments Unplanned disengagement with services

Other (please specify) Comments:

Summary/Plan: (inc. those informed)

Continue with detailed risk profile and management brief?

Yes / No (delete as appropriate)

Code
unless it is recorded as a variance

Activity : It is expected that this activity has been completed

‘V' | Date/Time/Sign:

2.2 Risk Profile completed
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