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Care Treatment Reviews (CTR)
1. BACKGROUND AND INTRODUCTION
Care Treatment Reviews (CTRs) were implemented in August 2014 and Care Education and Treatment Reviews (CETRs) were implemented in March 2017 to ensure consistent and robust decision making about the need for in-patient care for people with Learning Disability (LD) or Autistic Spectrum Conditions (ASC). CTRs/CETRs seek to make sure that people, including children and young people with LD and/or ASC are supported to have good lives in the community and only be within a hospital environment if they absolutely need to be, for the shortest length of time necessary and on a clear evidence based assessment and treatment pathway.
The CTR/CETRs process essentially asks whether the person needs to be in hospital and if there are care and treatment needs whether these can be provided in the community. If the resources and support are not currently in place to support someone’s discharge the CTR/CETRs will make clear recommendations that seek to address what needs to be done to get to the point of a safe discharge. A CTR/CETR can also be held for patients ‘due’ to be admitted and are known as ‘Community CTRs/CETRs’; these need to be undertaken at the point when concerns are raised about care provision or when there are increased risks identified  with the current community care package. A  CTR/CETR may revert to a ‘Local Area Emergency Protocol’ to prevent unnecessary admission or even a ‘Post Admission CTR/CETRs’ if the patient is admitted to hospital before the Community CTR/CETR could take place.
2. OBJECTIVES
2.1 The primary objective of a CTR/CETR is to take a fresh and independent look at a person’s hospital care / need for hospital care, ask questions about how care is given, the reasons why and to check that the person is safe and living in the right place with the right care and treatment. 

2.2 CTRs/CETRs are not to be used to challenge any diagnosis, support a current inappropriate care plan and/or support a ‘no change’ situation, instead it should be used to explore in greater detail why the diagnosis has been given, what this really means in terms of the specifics of the individuals care package and whether the person can be supported on discharge to move into a more appropriate community setting if deemed best for the patient, family and community.
3. PURPOSE OF THIS PROTOCOL
This Protocol is designed to provide an agreed framework to deliver consistent, safe and high quality CTR/CETRs across Kent and Medway. 
3.1 It will provide guidance to all parties, organisations and professional individuals involved in the CTR/CETRs process with respect to roles and responsibilities, due process and standards expected for the benefit of individuals assessed and their family members. 
3.2 It will provide adherence to National and Local reporting requirements that indicate all key decisions are documented & reported to NHSE in a uniform and timely manner; hence the use of standard documentation and reporting tools.
4. DEFINITION OF TERMS
	Acronym/Phrase
	Definition
	Description

	Local Area Emergency Protocol   (LAEP)
	
	An urgently convened meeting or teleconference triggered when a person is at risk of being admitted to hospital. The aim of a LAEP is to support a person in crisis to continue residing in their community, if possible. 

LAEP is conducted through a set of prompts and questions for Commissioners to use in cases where a CTR/CETR cannot be arranged in the 14 day time frame.


	CCG
	Clinical Commissioning Group
	Groups of GP practices in 1 geographic area responsible for implementing the commissioning roles as set out in the Health and Social Care Act 2012. Of which there are 8 across Kent and Medway. Thanet, Ashford, Canterbury & Coastal, South Kent Coast, Swale, West Kent, Dartford / Gravesham & Swanley and Medway.


	KCC
	Kent County Council
	Local county authority – in reference to this document the council commissions, as well as provides health and social care services across Kent. 


	MCC Medway Council
	
	Local unitary authority – in reference to this document the council commissions, as well as provides health and social care services across Medway.


	Chair
	Lead and Chair of the CTR/CETR meeting
	Expected to be a Senior CCG Commissioning representative of a minimum Band 7 or above.


	Clinical Expert/Reviewer
	
	A psychiatrist, psychologist, LD nurse or other health professional who either works with, and/or has experience of community models of support for children and young people with learning disabilities and/or autism.


	Commissioner
	
	Person allocated by the organisation responsible for purchasing the service/resources that an individual receives against assessed, unmet need.


	Community  or CTR/CETR

	Pre-admission 
	CTR/CETR undertaken prior to the admission of an individual


	Specialist Assessment and Placements Team
	
	Team that co-ordinates and carries out specialist assessments to procure packages of care for the North Kent CCGs.


	Contract Holder
	
	NHSE South is to hold the contract with the Regional CSU and hold them to account for delivery against the agreed contract.


	CTR/CETRs
	Care (Education and) Treatment Review
	The full day meeting held on behalf of the patient to review their treatment, care package & care plan and understand the prerequisites for discharge


	Educational Setting
	
	Environment in which education is provided, can include schools, academies, free schools, pre schools, nurseries, further education colleges, pupil referral units


	Expert by Experience (EbyE)
	
	Person with direct life experience of having a learning disability and/or autism or has provided support and care as a family carer. Preferably has experience of hospital admissions and or being supported/ supporting someone with challenging behaviour in the community.


	Local Authorities
	Councils
	Councils who should be informed of CTRs/CETRs undertaken in their area and involved should packages of care be in place. 


	Parent/Carer
	
	Person who provides or intends to provide care for a child for whom the person has parental responsibility. 


	Partner organisations
	
	Organisations involved through inclusion of staff in the CTR/CETRs process


	Spec. Com
	Specialised Commissioning Group/Hub
	Commissioning collaborations as above who oversee  commissioning of highly specialised health services- of which there are 3 in NHS England South area (South West, South East and Wessex) 


	TCP
	Transforming Care Partnership
	Commissioning collaborations of CCGs, NHS England’s specialised commissioners and local authorities - of which there are 14 in NHS England South.



5. ACCOUNTABILITY
5.1 Each CCG, Specialised Commissioning hub and local authority is accountable both to the citizens within their area, the individuals receiving treatment and care who are from their area and ultimately to NHSE to follow due process as set out in this Protocol and national policy in relation to CTRs/CETRs. 
5.2  Each partner organisation is accountable both to the clients within their service and to their commissioning body to follow due process as set out in this Protocol and national policy in relation to CTRs/CETRs. 
5.3 The individuals organising and those participating in the CTRs/CETRs are ultimately responsible to their own organisations (known as partner organisations within this document), but also responsible to the Contract Holder (NHSE).
5.4 During the course of any one CTR/CETR, the colleagues coming together from across the various partner organisations (see section 9 for the typical composition of a CTR/CETR team) are accountable to the Commissioner and Chair of that CTR/CETR for their proactive participation & any follow-up actions after the event. 
5.5 Partner organisations responsible for care delivery to clients within the transforming care criteria are accountable for 

· Notifying CCG`s or their nominated representative when a CTR/CETR would be beneficial.

· Making available all relevant information required for when the local area emergency protocol (LAEP) is triggered. (See appendix 6 – Professional’s Toolkit)
· CTR/CeTR information being legible, suitable for purpose and all appropriate assessments and consents are provided.
· Supporting quality CTR/CeTR  outcomes through attendance (primarily) or telephone liaison
· Assuring the best outcomes for the client, through ensuring recommendations to the CTR/CeTR are supported by either a person centred specification or linked to an evidence base.
5.6 Partner organisations that have a time limited role in crisis care provision; such as the police, acute trusts and ambulance have no accountability within the CTR/CeTR.

6. SCOPE  AND ELIGIBILITY
6.1 This protocol relates to people of all ages with LD and /or autism with challenging behaviours associated with CCGs, Local Authorities and partner organisations, who are at risk of hospital admission or are currently in receipt of specialist LD or mental health inpatient services.

· This includes those currently in hospital who are subject to Ministry of Justice restrictions.
· Or those where hospital admission is being considered at any level
6.2 This protocol does not apply to 
· Individuals on the pre-admission part of their pathway where the route into hospital is through the courts or from prison.  
· people with LD and/or autism of all ages admitted to general hospital for assessment and treatment of physical illness and
· at this stage, those who are in High Secure settings. 
6.3 This guidance covers the procedure for setting up, running, reporting and monitoring of a CTR/CETR as well as setting out the expectations for post CTR/CETR action completion and reporting. It also includes the method of escalation of concerns, but does not set out onward process for resolution of concerns.
6.4 CTR/CETRs must be offered to any individual of any age either currently in  specialist in-patient services (e.g. Tier 4 CAMHS, adult assessment and treatment or rehabilitation units or adult secure units) or ‘at risk of admission’ with a diagnosis of LD and/or ASC. 

6.5 Individuals admitted to local acute mental health units do not require a CTR/CETR unless they are referred on to a specialist in-patient unit via Out of Area Treatment Panels

6.6 Community/Pre admission CTR/CETR - Eligible individuals will typically be identified by community or in-patient services and these services will refer to the relevant CTR/CeTR Team, (Appendix 2, 6 & 7). 
6.7 Where the individual is under 18 years, the parent or carer must be informed.  
6.8 Likely community or in patient services include, but are not restricted to;

· Local acute mental health services or

· Out of Area Treatment Panels / Specialist Assessment and Placements Team

· CAMHS Crisis Teams
· Educational setting (school/college)Pupil Referral Units (PRUs)/Health PRUs

· Mental Health or Learning Disability Teams /KCC and Medway Council Specialist Children’s Services

· KCC and Medway Council Early Help Teams

· KCC and Medway Council SEN Assessment Teams 
6.9 Commissioners/local administrators will maintain a record of all in-patients who are eligible for a CTR/CETR on behalf of the responsible CCGs.

7. CTR/CeTR PROCEDURE
7.1 ROLES AND RESPONSIBILITIES 
7.1.1 Referrer/Care co-ordinator responsibilities – (Referrer will be nominated as the care co-ordinator unless otherwise specified and consented).
· To obtain consent for CTR/CeTR using national or locally agreed templates. 
·  In the case of a person under 18 years this should be the individual with parental responsibility.  
· Those individuals with lack of capacity to consent. Organisational “Best Interest Protocol” is to be followed prior to referral for CTR/CeTR.

· Arrange a suitable venue to enable the CTR/CeTR to proceed.  Venue must be appropriate for the person involved or reasonable adjustments made.

· Provide CTR/CeTR administration with details of relevant professionals to invite to the Review. (CTR/CeTR administration details in appendix 2)
· Work in partnership with CTR/CeTR administrative team to ensure relevant family, advocate and any non-professional interested parties are invited to the Review.

·  Work in partnership with CTR/CeTR administrative team to ensure relevant family, advocate or any non-professional interested parties have the opportunity to provide written supporting information that should be considered in the Review. 
· Work in partnership to assure that the individual subject to the CTR/CeTR is at the centre of the proceedings and is enabled to attend, with support if required. Or when this is not possible through an independent advocate.
7.1.2 CCG Responsibilities – (devolved to administration)
· To plan in advance when referral for community CTR/CeTRs is received.

· Assure appropriate consent has been obtained (and documented in referring organisation records i.e signed CTR/CeTRs Planner) or Best Interests decision has been documented and confirmed when person unable to provide consent.

· To inform the regional CSU of any CTR/CeTRs, (community or otherwise) in sufficient time to allow for arrangement of the Independent Panel.

· To arrange date / time of CTR/CeTRs and to communicate relevant and appropriate information to panel attendees in sufficient time and detail prior to the review (including contact details for any queries).

· In the case of a Young Person, ensure that the educational setting at which a child is on the roll is informed and invited to attend.

· To ensure that all staff engaged in the CTR/CeTR processes are aware of the Kent and Medway protocol.

· Work with the referrer to ensure all appropriate persons are informed of the CTR/CeTR and invited to attend.

· Assure the review of any ‘non-consent’ person on a 3 monthly basis for Young People or 6 months for Adults to assess if circumstances and/or needs have changed.
7.1.3 Clinical Expert and Expert by Experience
· To ensure they have no conflicts of interest in terms of their involvement in the process. 
7.1.4 Professionals  Responsibilities – Health / Local Authority/Education
· Working in partnership to assure that the individual subject to the CTR/CeTR is at the centre of the proceedings and is enabled to attend, with support if required. Or when this is not possible through an independent advocate.
· Supply requested documents as soon as requested to enable CTR/CeTR panel to review at beginning of the review day.   (Appendix 5 – Professional Toolkit – Document Checklist)
7.1.5 CCG Chair Responsibilities

· Chairing the C(E)TR on behalf of the  responsible CCG
· Introduction to nominated person/Parent/Carer prior to CTR/CeTR; providing an opportunity for clarification about the day and familiarisation of one panel member.
· Ensure all people attending the review are clear of the purpose of the care and treatment review- the early part of the CTR / CETR meeting is used for this.

· Set the context for the day- it is discussion based, not reading through a list of questions- there may be some details that the panel need to check out later on to make sure they have got all of the information they need.

· The process is solution focused, and intended to draw together from all involved how to prevent admission / overcome barriers to discharge. 

· The review panel needs to remain focused on the principles on which the review is carried out of “people with a learning disability and or autism having a right to live in the community, near their families and community supports, and not Live in hospitals” and to ask “what care and treatment is provided here that cannot be provided in the community” https://www.england.nhs.uk/learningdisabilities/ctr/support/commissioner/
· Remind the provider to think about where the patient will be comfortable to meet the CTR / CETR panel and to ensure that the patient has access to appropriate support i.e. advocacy. 

· Ensure that any staff supporting people in their discussions know that time is for the patient, staff may hear things that are difficult but staff will have a time to give their views

· Ensure support is available to the individual and their parent / carer before, during and after where there is evidence of past trauma.

· Keep the day on track and ensure that there is time for the panel to meet together and identify key findings and recommendations and to feedback at the end of the day.

· To ensure that the relevant commissioning and quality leads (not in attendance) for the person subject to the CTR/CETR are advised of any specific actions that are required of them as detailed in the Panel recommendations.
7.2   POST CTR ROLES AND RESPONSIBILITIES
7.2.1 Professionals Responsibilities – Care Co-Ordinator / Local     Authority/Health/Education
· Ensure any immediate actions resulting from reviews are actioned.

· Ensure that agreed recommendations are implemented 

· Utilise the learning and the independent opinion to review and to improve the quality of service provided.

· Act on concerns flagged by a CTR/CeTR and report actions back to the Chair of the panel, the person and family.
7.2.2  CCG Responsibilities (the Commissioner or their nominated representative) - 
· Giving feedback on outcomes, key findings and recommendations of the CTR/CeTR panel to the review attendees, including parent / carer family and reviewee.

· Fully completing the CTR/CeTR template approved by NHS England national team & to submit this to the Regional CSU within 2 weeks of the CTR/CeTR meeting.

· Follow up with designated professionals that they have undertaken any immediate actions resulting from reviews.

· Tracking delivery of discharge/transfer plans recommended by CTR/CeTR. 

· Escalating any quality, performance or professional concerns to NHS England in respect to any attending Clinical Reviewer or Expert by Experience in CTR/CeTR meetings.

· Informing the regional CSU of any new patient ID number should one be allocated post admission.

· Provision of a good quality handover of any patient CTR/CeTR information to any new ‘receiving’ CCG or Specialist Commissioner and to inform the CSU of any changes to patient responsibility in a timely manner where patients step up / down between CCG or NHS England funded placements;
7.3  NHSE IN-PATIENTS

7.3.1 NHS England are responsible for co-ordinating and chairing CTRs / CETRS for all patients within Specialised Commissioned Services including adult secure and Tier 4 CAMHS. 

7.3.2 NHS England will invite the relevant CCG and local authority commissioners or their representatives to attend CTRs / CETRs. i.e. case co-ordinator or other appropriate person.
7.4 INPATIENTS – Best Practice 
7.4.1 When a person is admitted to an adult secure or tier four hospital it is the role of the commissioned service to provide a responsible clinician for the inpatient. It is the responsible clinician’s role to contribute to the inpatients CTR/CeTR,  ensuring there is a clear understanding on what community provision is required prior to discharge. (See Person Centred Spec – Appendix 8 ) 
7.4.2 Community services have an obligation to remain closely involved with inpatients, (as appropriate), and a care co-ordinator should be provided from the community mental health team. The care co-ordination must be proactive and engage all invested services.
7.4.3 Care co-ordination role can be attributed to another service such as social care, education but this must be recorded during the CTR/CeTR .
7.5 General Information for All Parties
7.5.1 The person requesting the CTR/CeTR will be termed the Care Co-ordinator. (This role may be re-allocated as necessary).
7.5.2 All efforts to provide partnership integrated care to negate/avoid the rationale for admission should have been explored prior to Community CTR/CeTR referral.
7.5.3 The role of the care co-ordinator is to support the CTR/ CeTR Chair and process.  
7.5.4 It is important that the request for a community CTR/ CeTR is made early, to enable the                                    process to effect meaningful change in the person’s care pathway.
7.5.5 Supporting guidance for Health and Social Care providers can be found here.

https://www.england.nhs.uk/publication/care-education-and-treatment-reviews-the-role-of-health-and-social-care-providers/
8.0  Consent and capacity.

8.1 It is essential that the person’s capacity is understood in relation to their consent prior to the CTR/CeTR taking place.  Therefore, it is essential that the professional seeking consent and considering capacity has a good awareness of the CTR/CeTR process.  
As such it is the responsibility of all invested partners to ensure their services are aware of the CTR/CeTR Protocol and the ‘Localised Referral Pathways’. (Appendix 2)
8.2 If the person is deemed to not have capacity to consent then a best interests meeting should be convened and decision made, documented and shared with the CTR/CeTR Chair.  Unless this happens a CTR/CeTR can not proceed.
8.3 The adult or child over 16’s capacity to give consent may need to be assessed and it is vital that they are supported to understand by using accessible information (Appendix 5 – Professional’s Toolkit – CTR easy read or  information on NHSE website) and by a person who knows the individual well and understands what their communication needs involve. 
8.4 Templates for consent forms can be found on website.    https://www.england.nhs.uk/learningdisabilities/ctr/)
8.5 If the child is under 16, with limited capacity, seek parent carer/guardian consent though the childs understanding should be supported by using their relevant communication process.
8.6 For children under the age of 16 year where there are no concerns about capacity the MCA does not apply. Instead the child needs to be assessed whether they have enough understanding to make up their own mind – this is termed as Gillick competent. 
8.7 Where a competent under 16 year old and parental consent conflict; parental consent cannot override the child’s. In this situation there is a duty to ensure all reasonable attempts have been made to understand both positions and the CCG and partner organisations document considerations proposed for compromise.
8.8 In the event of a patient refusing a CTR/CETR at any time this should not prevent a CTR/CETR being offered at a later date which should be determined at the time of refusal.

8.9 It is the responsibility of the CCG to keep records of care offers and reasons for refusal/non consent.

9.0
 Composition of a CTR/CETR Panel

9.1 A CTR/CETR Panel will include a number of professional individuals involved in or able to contribute intelligence into the ongoing treatment and care for the associated individual. This should always include:
· The Kent or Medway CCG (and in cases of joint funding) the relevant local Authority ‘Commissioners’ who are responsible for the individual’s community package of care and treatment (or someone delegated by the commissioner with delegated authority on behalf of the commissioner).

· An Expert by experience  

· An impartial Clinical Reviewer

· Health professionals currently or recently responsible for the care of the individual, e.g. Responsible Clinicians, Community Psychiatrist, named nurse, other Lead Therapists and/or local community specialist health team

· For individuals under 18 years, the parent carer or named guardian. (see consent for Gillick competent Children 16 years and under)
· Social Care professionals currently or recently responsible for the care of the individual

· Education representative for children and young children. This would usually be someone from the school/college where the child is on the roll.

· For individuals with an Education, Health and Care plan, the KCC/Medway Council SEN case worker.

· Note taker – this individual will have and be familiar with the template for completion with key questions and information that must be recorded (with as much patient specific data pre-recorded as possible prior to the CTR meeting) and will support the Chair to ensure that all key elements are covered.
· The Chair will cascade formal recommendations of the CTR/CETR to all stakeholders within 2 weeks of the meeting.

(Appendix 1 & 2- Key Partner details)
10.0 Frequency of CTR/CETRS

10.1 Frequency of CTRs/CETRs will be as per national policy (Revised March 2017). In summary this is as follows: 
· Every six months for people in non-secure hospitals

· Every twelve months for people in secure hospitals

· Every three months for children and young people in hospital
10.2 Prior to the admission of any individual with LD or ASC to specialist hospitals.
10.3 All Children who have been party to the emergency protocol; with an admission outcome, will have a CETR commenced within two weeks of admission. The completion date should not exceed six weeks or as dictated by the child’s treatment and care needs. 
11.0 Escalation of Concerns : relating to Quality and Safety 
11.1.1 Concerns about staff members and their conduct, lack of competency in relation to person centred care, poor quality documentation and the use of restraint either physical or chemical. To be raised following CTR/CeTR and escalated through appropriate service pathway. Responsible CCG Commissioner to be notified.
11.1.2  Concerns about inpatient faculties such as infection prevention, poor environmental conditions such as lack of personalised accommodation, lack of appropriate stimuli in the environment. To be raised to the appropriate commissioning body i.e. NHSE or CCG by Chair. 
11.1.3 Concerns about lack of resource to meet person’s needs, inability to be able to access social environment due to lack of resource, inability to be able to meet physical health needs through attendance at primary and secondary care. To be raised to the appropriate CCG, Medway or Kent County Council Safeguarding leads. CCG Relevant commissioner to be made aware.

11.1.4  Concerns about provision of appropriate educational environment or lack of resources to meet assessed educational needs as identified within recommendations of the CETR. To be raised with appropriate Local Authority and CCG Commissioner. 
11.2    Concerns relating to the achievement of recommendations from CTR / CETR                    avoid admission or facilitate discharge

11.2.1 The CTR / CETR chair will escalate concerns where barriers or disputes are encountered to fulfilling recommendations of the CTR / CETR, to relevant service director and notify CCG/ Local Authority Commissioner.  
11.2.2 It is the responsibility of either CCG Commissioner or NHS England South, to escalate concerns higher/wider, should the need arise.
11.3 CCG and Local Authority Commissioning Responsibilities for escalating concerns 
11.3.1 If there are concerns in relation to the quality or safety of a service and/ or provider, either the Local Authority or the CCG responsible commissioner is to be responsible for following these up. The responsible commissioner should: 

· Raise any concerns through the appropriate channels, e.g. to the provider, CQC, other commissioning partners Commissioner for establishment, ensuring relevant paperwork is completed and actions are followed up. As well as local forums where such issues regarding care provision can be raised to ensure high quality care is maintained, and any issues and concerns addressed. 

· Ensure that concerns are shared through the relevant NHS England or internal commissioning reporting mechanisms such as Quality surveillance groups (QSGs) to ensure that where an area is commissioned by several commissioners’ relevant concerns are shared appropriately. 
11.3.2 NHS England through the regional transforming care leads will hold the CCG and Specialist Commissioners to account to ensure that the recommendations of reviews are implemented. Escalation to Delivery Directors and to Accountable Officers will be used where actions are not appropriately taken forward.
12.0 Dispute resolution

12.1 The CTR/CETR Panel has no regulatory or legal powers, but are empowered on behalf of the person with LD and/or autism to ask questions based on a human rights and least restrictive framework. 

12.2 The role of the CTR / CETR Panel is to challenge this, and support cultural change and a shifting model to community care.

12.3 The CTR / CETR Panel, through the Kent or Medway Commissioning can escalate concerns in relation to a service provided to an individual through a number of routes including:

· Kent and Medway CCGs & Specialist Commissioning Contracts (get contacts for listing)
· Lead TCP or Lead Specialist  Commissioner

· NHS England 

· CQC
· Ofsted

· Safeguarding Lead, relevant to age
· KCC and Medway Council Operational Commissioners
12.4 If there are concerns about an educational setting in the first instance these should be escalated to the head teacher of that education provision with notification to Local Authority Commissioner
12.5 When a CTR / CETR Panel raises a dispute the Kent or Medway Commissioner is responsible for following up raised concerns to the point that it is resolved to the satisfaction of the CTR / CETR Panel Chair. The CTR / CETR Panel Chair must inform all CTR / CETR panel members of the dispute.

Appendix 1:

Key Partner details (as an appendix)
	Organisation
	Contact Name
	Contact Details
	Area of responsibility

	NHSE England – Specialist Commissioning Case managers

	Joe McElvoy, 
	Email:
joseph.mcevoy@nhs.net
	Assistant Director – Specialist Commissioning


	North Kent Specialist Assessment and Placements Team
	Santha MacKenzie

Sarah Davis
	santha.mackenzie@nhs.net
sarahdavis3@nhs.net 
1st Floor, Gravesham Civic Centre
Windmill Street, Gravesend, Kent DA12 1AU 
03000 424 999
	Responsible for arranging CTRs for adults - time date & venue, liaises with  South West CSU for independent panel expert

Responsible for arranging CTRs for Children – time date & venue, liaises with  South West CSU for independent panel expert



	Transforming Care Lead:

Kent Clinical Commissioning Groups and Kent County Council,  Adult Integrated Commissioning

	Jimmy Kerrigan
	James.kerrigan@kent.gov.uk
jkerrigan@nhs.net 

07703 380758
	Kent Project Lead for Transforming Care Programme 

	Medway Clinical Commissioning Group and Medway Council
	Lorraine Foster, 
Emma Block  


	lorraine.foster@medway.gov.uk
07753430220

Emma.block@medway.gov.uk
01634 334404
	Project Lead for Transforming Care Programme

Programme Lead for Specialist Services – Adults.

Programme Lead Mental Health and Emotional Wellbeing 



	North East London Foundation Trust


	Gill Burns Assistant Director


	gill.burns@nelft.nhs.uk
	C&YP Mental Health services in Kent and Medway

	Kent and Medway Partnership Trust
	Victoria Stevens
	victoria.stevens3@nhs.net
	Head for Business and Service Development

	Kent County Council Commissioning
	Karen Sharp
	karen.sharp@kent.gov.uk
	Children’s Commissioning Lead

	
	
	
	


Appendix 2 - Contact details CTR’s   (for either children, or adults)
	CCG Area
	Nominated person to chair CTRs /CETRS 
	Contact

details

	East Kent CCG`s
West Kent CCG`s
Medway CCG

	CTR / 
CETR Administrator
	Phone: 03000 424609

Email: kent.ctr@nhs.net


	Dartford, Gravesham and Swanley CCG
Swale CCG
	Santha Mackenzie 

Head of Specialist Mental Health Assessment and Placements (Adult)
Sarah Davis

Lead Nurse (Children & Young People).

	Specialist Assessment and Placements Team

NHS Swale Clinical Commissioning Group
1st Floor, Gravesham Civic Centre
Windmill Street, Gravesend, Kent DA12 1AU 
Tel: 03000 424 999
Email:  nkccg.placements@nhs.net



Appendix 3 - Contact details for children’s partner services   

	Kent CC SEN Teams: (where child has an EHCP or SSEN)


	SENNorth@kent.gov.uk if child lives in Dartford or Gravesham & Sevenoaks
Phone 03000 419345
Senwest@kent.gov.uk  if child lives in Maidstone, Tunbridge Wells, Tonbridge & Malling or Sevenoaks district council areas 

Phone 03000 420997

SENEast@kent.gov.uk,  if child lives Canterbury, Thanet, Swale 

Phone 03000421160

SENSouth@kent.gov.uk, if child lives Ashford, Dover, Shepway
Phone: 03000 420889


	Medway Specialist Children’s Services
	Medway Council Children’s Advice and Duty Team (CADS)

Tel: 01634 334466 Monday - Friday between 9am - 5pm 

03000 419191 (out of hours

	Medway SEN: (where child has an EHCP or SSEN)
	Contact: seneducationteam@medway.gov.uk 

	Kent CC Specialist Children’s Services,
Contact child/young person’s social worker (where the child/ young person is known to Specialist Children’s Services/ DCLDMH)


	Contact:

KCC Central Referral Unit

03000 41 11 11
(with child’s details to obtain Social Worker contact email ).


APPENDIX 4 – Checklist for Care & Treatment Review set up, review and post review
Patient Identifier:                Local named lead for review:                            ._________________
	Timeline – at least
	Stage
	Activity 
	Who responsible
	Tick when done

	PRE REVIEW

	4 weeks  before
	Review Initiation
	Identification of need for CTR/CeTR. 
Pre-discussion with CCG or CCG nominated Chair

	All local invested partners, families, and LD/ASC persons.
	

	2 weeks before-
	Consent
	Obtain consent from individual (parent carer for child) and share with Commissioner who is responsible for gaining consent.
 Send resources and protocol  to referrer
	Referrer/ care co-ordinator and CCG.
	

	2 weeks before
	Organising date of Review

	Agree possible dates with for CTR/CeTR with referrer/Family
	Referrer/ care co-ordinator and CCG
	

	2 weeks before
	Requesting Reviewers
	Contact CSU to arrange clinical and expert by experience input to the review, with location of  CTR/CeTR. 


	CTR Administration
	

	2 weeks before
	Organising Reviewers
	CSU contact Clinical Reviewers and Experts by Experience with possible dates and confirms participants and final date
	CSU
	

	2 week before
	Finalising Panel
	Identify clinical attendees & additional stakeholders required in relation to the package of care for the individual and inform of required involvement, date and location of CTR/CeTR. 


	CCG or nominated Chair/ CTR administration
	

	1 week before
	Finalising Panel
	CTR/CeTR Chair to contact and engage the family in the process. Refusal to attend should be documented and opportunity to dial into an appropriate section of the review should be made available if the family wish to provide some input. If the patient refuses involvement for the family again this should be clearly documented. NB for children the parent carer with parental responsibility must be present


	CCG or nominated Chair
	

	1 week before
	Communication with Area team
	Alert relevant area teams of reviews taking place in their areas via operational meetings/liaison with areas

	CTR administration
	

	On the day
	Quality check
	Review link to latest CQC compliance report on recommended care setting.
	CCG Commissioner
	

	
	
	
	
	


	Information relevant to the review should be sent to the Clinical and Expert by Experience reviewers a minimum of 4 days prior to the review (where timescales do not allow this to happen CTR Administrator should make contact with the reviewers as soon as possible to ensure they have the appropriate information e.g. venue, timings, contact names etc)

	REVIEW
	
	
	
	

	Timeline – at least
	Stage
	Activity 
	Who responsible
	Tick when done

	At beginning of the day
	Common understanding 
	Panel chair (usually the commissioner review lead) ensures people of all ages understand the process and have necessary materials available


	Commissioner/ Nominated Chair
	

	On the day
	Due Process
	Panel chair (usually the commissioner review lead) leads the review and ensures people of all ages use the materials
	Commissioner/ Nominated Chair
	

	On the day
	Conclusions and recommendations
	Panel reflect on the day and prepare feedback, ensuring key findings and recommendations are recorded on the template 

under Support Tools. 

https://www.england.nhs.uk/learningdisabilities/ctr/support/commissioner/
Also it is important to agree how this will be shared with the reviewee & family if not present in the meeting.  It is the Commissioner Review Lead’s responsibility to complete the paperwork relevant to the day.
	Commissioner/ Nominated Chair
	

	On the Day
	Quality concerns & escalation
	Any quality concerns highlighted are escalated as appropriate by the commissioner on the day.
	Commissioner/ Nominated Chair
	


	POST REVIEW

	Immediately after review
	Review template
	Finalise detail on the template & send to CSU to enter onto tracking template and processing within 2 weeks
	Commissioner/ Nominated Chair
	

	On receipt of review template
	Regional tracker
	Populate regional tracker and send excel to data team for collation
	CSU
	

	1 week post review
	Thank you letters
	Letter to the individual, professionals and family involved thanking them for their input. 
	CTR Administrator
	

	Weekly post reviews
	Reporting
	CSU provides a weekly update to the NHS England South team of outcomes from the CTRs along with themes identified to support regional planning and gain an understanding of conversion rates from CTRs within the region.
	CSU
	

	Post review
	Reviewer remuneration
	The relevant CCG pays the Expert by Experience & Clinical Reviewer for time, expenses and mileage on receipt of invoice within 6 weeks of the CTR date.
	Commissioner supported by CTR Administrator
	


APPENDIX 5 - Professionals TOOLKIT
CETR booklet Health and Social care providers
Family Survival guide written by families
CTR Document Checklist 

Easy read version 

Appendix 6 - CTR/LAEP Process
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Appendix 7 – CTR referral form
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Appendix 8 – Person Centred Placement Proforma
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Care, (Education) and Treatment Review 

Referral Form for Children & Young People

		1. Criteria For CeTR Referral





		Young person has a learning disability and/or Autism Spectrum Condition AND challenging behaviours with or without a mental health condition and



a) The child or young person is being considered for LA accommodation, (s.20 CA 1989) due to parental request as a result of behaviours 

b) Concerns re deteriorating mental health expressed by health professionals despite mental health care package in place

c) Excluded or high risk of exclusion from special or mainstream school due to risk levels posed to peers and staff

d) Forensic assessment being considered or requested

e) In 38/52 week placement WITH recent  escalation in challenging behaviours 

f) High risk challenging/offending behaviour or current involvement with YOT

g) Young person is at participatory educational age, has/had an EHCP and not in employment or further training 











		ALL FIELDS TO BE COMPLETED ELECTRONICALLY BY THE REFERRING CAMHS CLINICIAN.  IF ANY INFORMATION IS NOT AVAILABLE PLEASE STATE THIS IN THE RELEVANT BOX







		Diagnosis and date of diagnosis:

		Please state LD / ASC or Both 









		1. Young Person’s Personal Details



		Full Name:



		Previous Surnames:





		AKA: 

		



		Home Address:

		Date of Birth:





		

		NHS No.:





		

		Gender:





		

		Religion:





		

		Ethnicity:





		Postcode:

		First Language:





		GP Name,  Address, Postcode



		GP Contact Number:



		Parent/Guardian Name:



		Parent/Guardian Address:





















		Disability, access, interpreter requirements –  

please provide details:   

		



		Does the above person have Parental 

Responsibility? 



		



		If no, is there a lead decision maker of those 

With parental responsibility? 

Name: 

		



		Contact Telephone Number:



		



		2. Family and Social Situation



		Composition of household and significant adults:



		







		Social support network/ current significant relationships



		



		If not living currently with family please give details of family members



		



		Information about siblings (names, ages and relevant needs):



		







		3. Young Person’s Education



		Current School:



		Previous School:



		

		Current School Year:



		Please detail school performance (academic, social, current bullying or any other issues):







		Please detail any learning difficulties:







		Does the child/young person have an Education Health Care Plan? 











		4. Safeguarding



		If there are current safeguarding concerns around this young person, please detail here: 

Current concerns including sexual activity, exploitation and online issues









		5. Care Education & Treatment Review  (CETR) – please include any previous CETR reports



		Please tick as appropriate:     

		Yes

		No



		Does the patient have a diagnosis of neurodevelopmental disorders, such as autism?   

		☐		☐

		Does the patient have a diagnosed learning disability?

		☐		☐

		Has a Community CETR been completed? (Please send CETR report with this form)

		☐		☐

		Does the CETR support referral to Tier 4?

		☐		☐

		Date of Community CETR:



		



		Please detail any relevant information regarding functional level,  diagnosis, reasonable adjustments 

if known :









		









		6. Legal Status At Time of Referral



		Mental Health Act:                                                                                                          Please tick: 

		   Yes

		    No



		Is the young person subject to the Mental Health Act?

		☐

		☐



		If Yes, which Section and date of detention:





		 S136                                                                                                                                   Please tick:

		   Yes

		   No



		Is the young person currently subject to S136?                                              

		☐

		☐



		If  Yes,  time application was made: 





		Current status under Children’s Act                                                                           Please tick:

		Yes

		No



		Voluntarily accommodated by the Local Authority (s20)  

		☐

		☐



		Subject to Care Order (s31)

		☐

		☐



		Subject to Secure Order (s25)

		☐

		☐



		Child in Need Plan

		☐

		☐



		Child Protection Plan

		☐

		☐



		Any other legal status or issues ie police protection, guardianship -  please specify











		7. Consent



		                                                                                                                   Please tick as appropriate:     

		   Yes

		    No



		Has the Parent/Young person/Carer consented to a Community CETR?

		☐

		☐



		Has the Parent/Young person/Carer consented to being on Early Warning Risk Register?  

*Please record on client record method of consent*

		☐

		☐







Consent



The young person’s capacity to consent to admission and treatment must be assessed. For the young person (or parent / carer) to make an informed decision; information, where possible, should be explained in terms of expectations and purpose of the CETR and Early Warning Admission Register.



Considerations also to take into account: 

1.      Competent child or young person can consent to admission

2.      Parents can consent on behalf of a child up to age 16 if child lacks capacity.

3.      Over 16 years, a mental capacity assessment should be considered in accordance with clinical guidance and Mental Capacity Act.

4.      If a competent child/young person refuses or there are reasons not to rely on consent or if parental consent not applicable or reasons not to rely on parental consent then consider admission under the Mental Health Act 1983 (NB: only young people detained under the Mental Health Act may be considered for Psychiatric Intensive Care Units (PICU), low or medium secure units























		8. Reason for Referral for Community CeTR 



		Rationale for referral:

 (Detail KEY bullet point information why a Community CETR is necessary and the care and treatment that cannot be effectively delivered in the community)



		



























































		9. Physical Health



		Details of any physical health conditions, disabilities and known allergies: 

Please include any known future appointments or physical investigations







		                                                                                                                   Please tick as appropriate:     

		   Yes

		    No



		Does this young person have any sensory impairment? (e.g. visual disability, deaf, user of British Sign Language (BSL) or person with a hearing impairment)

		☐

		☐



		If Yes, please give details:





		Does this young person smoke?                                                               

		☐

		☐



		If yes, please give details: (include amount; frequency; motivation to use/change; effects)











		10. Details of all Services involved with family and Young Person



		



		Primary community contact or care coordinator

		Social work contact:





		Name: 

Job Title:

Organisation: 

Telephone Number:

Email Address: 



		Name: 

Job Title: 

Name of School/College : 

Telephone Number:

Email Address: 





		Nearest relative (if under the MHA) if different from next of kin

		Community psychiatrist 



		Name: 

Job Title:

Organisation: 

Telephone Number:

Email Address: 



		Name: 

Job Title:

Organisation: 

Telephone Number:

Email Address: 





		Education contact



		Other (Please specify)



		Name: 

Job Title:

Organisation: 

Telephone Number:

Email Address: 



		Name: 

Job Title:

Organisation: 

Telephone Number:

Email Address: 









		11. Details of Referring Clinician



		Full Name and Profession: (Please print)

		Address:





		Date and time:



		Job Title: 



		Email:



		Telephone no: 

Mobile no:



		Name and contact details   of Psychiatrist  supporting this referral:

		







		12. Name of CAMHS Case Manager (NHS England / New Care Model) clinical lead/ Commissioners 



		Name:



		Region:





		Email:



		Tel:



		Responsible CCG :- if in a residential or out of area placement, please  include details of the originating CCG responsible for the placement 

		



		Responsible Local Authority:- if in a residential or out of area placement, please  include details of the originating LA responsible for the placement
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Transforming Care

CTR/CETR and Emergency Protocol Guide



Escalation in challenging behaviours that meet referral criteria: Referrer completes CeTR/CTR referral and emails to applicable CETR/CTR access point.



DGS and Swale CCG: nkccg.placements@nhs.net



East, West, and Medway CCG`s:

kent.ctr@nhs.net 



Crisis Response required contact CTR access point directly for advice or to escalate to Emergency Protocol.



DGS and Swale CCG: 01634 335045



East, West, and Medway CCG`s:

03000 424609

















 North, East, West, and Medway CCG`s:



CETR/CTR



Relevant CCG Chair notified of referral

and Chair to provide CTR admin with three dates within three weeks. (Three full days)



CTR admin liaises with referrer to locate room convenient to family.



North, East, West, and Medway CCG`s:

                                    Emergency Protocol



Relevant CCG Chair will agreed date/time for teleconference.

Referrer to complete below and email to CTR admin:



[bookmark: _MON_1606210362]  

Referrer completes CeTR/CTR referral form sends to CTR admin as per email above

Follow Kent and Medway CTR Protocol.



If inpatient admission recommended, referrer to complete NHSE Form 1 and 2.



Send to: Specialist Commissioning Case Manager









Teleconference Guidance







Adults – CTR review 6 monthly



Children and Young people – review 3 monthly 

Summary of key points and action plan sent to all conference attendees within 48 hours.





[bookmark: _GoBack]***C(e)TR to be conducted within two weeks from admission to Local crash pad accommodation such as Waterstones, The Nest, or an agreed local provider. ***







CTR admin sends request for expert by experience and clinical expert (the panel) as per date agreed with CCG Chair and referrer. 



Version 1	11th December  2018	CETR/CTR
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CARE, EDUCATION AND TREATMENT REVIEW- EMERGENCY PROTOCOL RECORD


To be completed by Referrer:


			Full name:


			Click here to enter text.


			Address:


			


			Date of Birth:


			





			


			


			NHS No:


			





			


			


			Gender:


			





			


			


			





			


			





			Special consideration for communications etc:


			





			CCG:


			





			GP: 


			





			Parent or guardian name:


			Click here to enter text.			Address:


			



			Does the person above have parental responsibility?


			Click here to enter text.			


			





			Name of person with parental responsibility:


			


			


			





			Contact telephone number:


			Click here to enter text.			


			











			Main Clinical Contact (tel no and email):


			

















			NHSE form 1 required?





If required – has this been completed


 (Chair to advise on completion following EP)


			


YES/NO





YES/NO

















			EP – Details of Invitees


			Organisation/Designation


			Accepted


			Attended





			Local CAMHS











			Click here to enter text.			Click here to enter text.			





			CRHT








			Click here to enter text.			Click here to enter text.			





			Health





NHSE Spec Comms


			


			


			





			Health Commissioners


			Click here to enter text.			Click here to enter text.			





			Social Care





			Click here to enter text.			Click here to enter text.			





			Education (Including SEND)





			Click here to enter text.			Click here to enter text.			





			Family members





			     			Click here to enter text.			











To be completed by CETR/CTR Administrator:


			Date and time of scheduled EP telecon


			





			Telecon details


			











			Is there a clearly supported clinical indication for admission?


			





			If yes, is there clarity about intended outcomes and timescales?


			





			What alternatives have been explored?


			





			What barriers are there to supporting the individual in the community?


			











To be completed by CETR/CTR Chair:





			Action


			Named individual responsible for action


			Date by which update required
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CARE, EDUCATION AND TREATMENT REVIEW- EMERGENCY PROTOCOL RECORD


To be completed by Referrer:


			Full name:


			Click here to enter text.


			Address:


			


			Date of Birth:


			





			


			


			NHS No:


			





			


			


			Gender:


			





			


			


			





			


			





			Special consideration for communications etc:


			





			CCG:


			





			GP: 


			





			Parent or guardian name:


			Click here to enter text.			Address:


			



			Does the person above have parental responsibility?


			Click here to enter text.			


			





			Name of person with parental responsibility:


			


			


			





			Contact telephone number:


			Click here to enter text.			


			











			Main Clinical Contact (tel no and email):


			

















			NHSE form 1 required?





If required – has this been completed


 (Chair to advise on completion following EP)


			


YES/NO





YES/NO

















			EP – Details of Invitees


			Organisation/Designation


			Accepted


			Attended





			Local CAMHS











			Click here to enter text.			Click here to enter text.			





			CRHT








			Click here to enter text.			Click here to enter text.			





			Health





NHSE Spec Comms


			


			


			





			Health Commissioners


			Click here to enter text.			Click here to enter text.			





			Social Care





			Click here to enter text.			Click here to enter text.			





			Education (Including SEND)





			Click here to enter text.			Click here to enter text.			





			Family members





			     			Click here to enter text.			











To be completed by CETR/CTR Administrator:


			Date and time of scheduled EP telecon


			





			Telecon details


			











			Is there a clearly supported clinical indication for admission?


			





			If yes, is there clarity about intended outcomes and timescales?


			





			What alternatives have been explored?


			





			What barriers are there to supporting the individual in the community?


			











To be completed by CETR/CTR Chair:





			Action


			Named individual responsible for action


			Date by which update required
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Local Area Emergency Protocol





 Introduction:





Care and Treatment Reviews (CTRs) or Care Education and Treatment Reviews (CETRs) for children and young people have been developed as part of NHS England’s commitment to improving the care of children, young people and adults with learning disabilities, autism or both with the aim of preventing unnecessary admissions and lengthy stays in hospitals. 





CTRs bring together those responsible for commissioning and procuring services for individuals who are at risk of admission or who are inpatients in specialist mental health or learning disability hospitals, with independent clinical opinion and the lived experience of people with learning disabilities and their families. 


The aim of the CTR is to bring a person-centred and individualised approach to ensuring that the treatment and support needs of the individual and their families are met and that barriers to progress are challenged and overcome. 





In circumstances where an admission is unplanned, urgent or someone is in ‘crisis’ it is recognised that a CTR may be, on a practical level, very difficult to set up due to short time scales, level of risk and the need for urgent action. 


The aim of the Local Area Emergency Protocol is to provide the commissioner with a set of prompts and questions both to prevent people with learning disabilities being admitted unnecessarily into inpatient learning disability and mental health hospital beds and, where there is a clearly supported clinical indication for admission to ensure that there is clarity about the intended outcomes and timescales. 





It is also intended to help identify barriers to supporting the individual to remain in the community and to make clear and constructive recommendations as to how these could be overcome by working together and using resources creatively. 


The format of the ‘Local Area Emergency Protocol’ is most likely to be a secure teleconference to allow people to participate at short notice, although it can be a face to face meeting and must make every effort to involve the person with learning disabilities or their representative/advocate and family to gain their views on their preferred options for treatment and support and what could help to avoid admission into hospital. 





This protocol describes when this response is needed, and suggests who should attend and what discussions should take place. Organisations need to sign up to this protocol locally to support prioritising of their time and resource to respond both flexibly and at short notice to a request for a meeting. 


For NHS England specialist commissioned services, a referral for an ACCESS assessment may happen alongside this protocol if it is felt that the individual may need admission to secure services or CAMHS. 








Local Area Emergency Protocol 


Anyone involved in the care of a person with learning disabilities, autism or both can raise concerns about an individual who is at risk of being admitted to hospital unnecessarily. This ordinarily should lead to a community CTR being arranged. 





This protocol is to be used where there is neither prior knowledge of the escalating risk of admission, nor the time to set up or hold a CTR. 





The lead commissioner will be responsible for ensuring that a Local Area Emergency Protocol meeting is organised and chaired. 











			


Role





			Involvement








			Person being considered for admission 


			To give a first-hand account of issues and what would help. Listening to the individual is essential and should be prioritised and facilitated 











			Family member/s 


			To give additional information. As above, listening to the family views, ideas and wishes should also be prioritised and facilitated 








			Psychiatrist 


			To provide feedback on assessed clinical needs and risks. Role in MHA processes. 





			


Community Learning Disability Nurse 


			


Coordinating role, provider of clinical 


information.( May be CPA Care Coordinator) 








			Social worker 


			Care manager, involvement in assessment and care planning.(May be CPA Care Coordinator) 








			IMHA/IMCA/Independent advocate 


			As appropriate- to advocate for the individual concerned 








			Commissioner 


			To provide support to fund alternatives to institutional care. 








			GP 


			To ensure effective support around health needs as required. 














It is important for all involved to sign up to a ‘no blame’ principle, in order to give individuals or services the confidence to speak up should they face difficulties fulfilling their contracted role/s. 





The chair should bring people together for a conversation using the following questions and steps





			1. 


			Gather a pen picture. ‘Understanding me?’ 








			2. 


			What are my and my family’s / carers’ views of the current situation? 








			3. 


			What are my symptoms? How is my physical health? Does any of this mean I need to be in hospital? Have I had an annual health check and do I have a health action plan? 








			4. 


			What are the current issues and risks and how can I stay safe and keep others around me safe? 








			5. 


			What’s working well / what doesn’t work? (Everyone’s views, including what has helped me before). 








			6. 


			What support has been/can be put in place so I that can stay in the community? 





			


			





			7. 


			What treatment am I currently receiving including medication, therapy, diet and care? Does this need reviewing? Is it helping? 








			8. 


			Can the care and treatment I need be given in a community setting? 








			9. 


			What additional support is needed to keep me/others safe in the community? 








			10. 


			What resources are available/can be created or used in a different way to support me? 








			11. 


			What additional support is needed for my family/ carers? Has there been a carers assessment? 








			12. 


			Do I have advocacy to support me to understand my care and treatment? 





			13. 


			What is the reason for considering inpatient admission? 








			14. 


			What would the outcomes be for me from an admission? 








			15. 


			What would the impact of admission be on me and others around me? (For example, moving away from home and the people I know, to a new environment).








 











Preference list:





No placement should take place ‘out of area’ without the agreement of the commissioner. The preference of support arrangements are as follows: 





			


Preference 1 


			


Support the person at home with the relevant help taking place there. Additional support packages will be considered favourably by commissioners. 








			Preference 2 


			The person is supported in a local non inpatient unit, using residential nursing, or via a short breaks service.


 





			Preference 3 


			A local inpatient service in the CCG area. Please note that mental health needs should be met in acute mental health services and underlying physical health needs in acute hospitals. 











Out of area placements should be avoided at all costs. If an out of area placement is suggested it needs to be approved by the commissioner in line with the contracting process and would only ever be considered when the move is justified by clinical need and / or risk management and all other avenues have been exhausted. Where it is agreed, it should be time limited. Any gaps in local delivery should be reported to the relevant commissioner if needs cannot be met locally.





Follow up:


If an individual is at risk of admission and they are not part of the Care Programme Approach pathway, it is likely that they now meet the criteria for CPA and a care co-ordinator is to be allocated to follow up the agreed care plan. For an under 18 year old, this may trigger a review of their Education, Health and Care Plan (ECHP). 


The revised care plan will require regular review in line with the CPA policy by the care coordinator to ascertain effectiveness and quality. The individual will now be placed on the local register that identifies people who are at risk of admission if they are not already on it. 





Should admission take place following a ‘Local Area Emergency Protocol Meeting’ a full CTR will need to take place within two weeks, for children and young people or within four weeks for adults.
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Local Area Emergency Protocol





 Introduction:





Care and Treatment Reviews (CTRs) or Care Education and Treatment Reviews (CETRs) for children and young people have been developed as part of NHS England’s commitment to improving the care of children, young people and adults with learning disabilities, autism or both with the aim of preventing unnecessary admissions and lengthy stays in hospitals. 





CTRs bring together those responsible for commissioning and procuring services for individuals who are at risk of admission or who are inpatients in specialist mental health or learning disability hospitals, with independent clinical opinion and the lived experience of people with learning disabilities and their families. 


The aim of the CTR is to bring a person-centred and individualised approach to ensuring that the treatment and support needs of the individual and their families are met and that barriers to progress are challenged and overcome. 





In circumstances where an admission is unplanned, urgent or someone is in ‘crisis’ it is recognised that a CTR may be, on a practical level, very difficult to set up due to short time scales, level of risk and the need for urgent action. 


The aim of the Local Area Emergency Protocol is to provide the commissioner with a set of prompts and questions both to prevent people with learning disabilities being admitted unnecessarily into inpatient learning disability and mental health hospital beds and, where there is a clearly supported clinical indication for admission to ensure that there is clarity about the intended outcomes and timescales. 





It is also intended to help identify barriers to supporting the individual to remain in the community and to make clear and constructive recommendations as to how these could be overcome by working together and using resources creatively. 


The format of the ‘Local Area Emergency Protocol’ is most likely to be a secure teleconference to allow people to participate at short notice, although it can be a face to face meeting and must make every effort to involve the person with learning disabilities or their representative/advocate and family to gain their views on their preferred options for treatment and support and what could help to avoid admission into hospital. 





This protocol describes when this response is needed, and suggests who should attend and what discussions should take place. Organisations need to sign up to this protocol locally to support prioritising of their time and resource to respond both flexibly and at short notice to a request for a meeting. 


For NHS England specialist commissioned services, a referral for an ACCESS assessment may happen alongside this protocol if it is felt that the individual may need admission to secure services or CAMHS. 








Local Area Emergency Protocol 


Anyone involved in the care of a person with learning disabilities, autism or both can raise concerns about an individual who is at risk of being admitted to hospital unnecessarily. This ordinarily should lead to a community CTR being arranged. 





This protocol is to be used where there is neither prior knowledge of the escalating risk of admission, nor the time to set up or hold a CTR. 





The lead commissioner will be responsible for ensuring that a Local Area Emergency Protocol meeting is organised and chaired. 











			


Role





			Involvement








			Person being considered for admission 


			To give a first-hand account of issues and what would help. Listening to the individual is essential and should be prioritised and facilitated 











			Family member/s 


			To give additional information. As above, listening to the family views, ideas and wishes should also be prioritised and facilitated 








			Psychiatrist 


			To provide feedback on assessed clinical needs and risks. Role in MHA processes. 





			


Community Learning Disability Nurse 


			


Coordinating role, provider of clinical 


information.( May be CPA Care Coordinator) 








			Social worker 


			Care manager, involvement in assessment and care planning.(May be CPA Care Coordinator) 








			IMHA/IMCA/Independent advocate 


			As appropriate- to advocate for the individual concerned 








			Commissioner 


			To provide support to fund alternatives to institutional care. 








			GP 


			To ensure effective support around health needs as required. 














It is important for all involved to sign up to a ‘no blame’ principle, in order to give individuals or services the confidence to speak up should they face difficulties fulfilling their contracted role/s. 





The chair should bring people together for a conversation using the following questions and steps





			1. 


			Gather a pen picture. ‘Understanding me?’ 








			2. 


			What are my and my family’s / carers’ views of the current situation? 








			3. 


			What are my symptoms? How is my physical health? Does any of this mean I need to be in hospital? Have I had an annual health check and do I have a health action plan? 








			4. 


			What are the current issues and risks and how can I stay safe and keep others around me safe? 








			5. 


			What’s working well / what doesn’t work? (Everyone’s views, including what has helped me before). 








			6. 


			What support has been/can be put in place so I that can stay in the community? 





			


			





			7. 


			What treatment am I currently receiving including medication, therapy, diet and care? Does this need reviewing? Is it helping? 








			8. 


			Can the care and treatment I need be given in a community setting? 








			9. 


			What additional support is needed to keep me/others safe in the community? 








			10. 


			What resources are available/can be created or used in a different way to support me? 








			11. 


			What additional support is needed for my family/ carers? Has there been a carers assessment? 








			12. 


			Do I have advocacy to support me to understand my care and treatment? 





			13. 


			What is the reason for considering inpatient admission? 








			14. 


			What would the outcomes be for me from an admission? 








			15. 


			What would the impact of admission be on me and others around me? (For example, moving away from home and the people I know, to a new environment).








 











Preference list:





No placement should take place ‘out of area’ without the agreement of the commissioner. The preference of support arrangements are as follows: 





			


Preference 1 


			


Support the person at home with the relevant help taking place there. Additional support packages will be considered favourably by commissioners. 








			Preference 2 


			The person is supported in a local non inpatient unit, using residential nursing, or via a short breaks service.


 





			Preference 3 


			A local inpatient service in the CCG area. Please note that mental health needs should be met in acute mental health services and underlying physical health needs in acute hospitals. 











Out of area placements should be avoided at all costs. If an out of area placement is suggested it needs to be approved by the commissioner in line with the contracting process and would only ever be considered when the move is justified by clinical need and / or risk management and all other avenues have been exhausted. Where it is agreed, it should be time limited. Any gaps in local delivery should be reported to the relevant commissioner if needs cannot be met locally.





Follow up:


If an individual is at risk of admission and they are not part of the Care Programme Approach pathway, it is likely that they now meet the criteria for CPA and a care co-ordinator is to be allocated to follow up the agreed care plan. For an under 18 year old, this may trigger a review of their Education, Health and Care Plan (ECHP). 


The revised care plan will require regular review in line with the CPA policy by the care coordinator to ascertain effectiveness and quality. The individual will now be placed on the local register that identifies people who are at risk of admission if they are not already on it. 





Should admission take place following a ‘Local Area Emergency Protocol Meeting’ a full CTR will need to take place within two weeks, for children and young people or within four weeks for adults.
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Care and Treatment Review 

Referral Form for Adults

		1. Criteria For CTR Referral





		Adult has a learning disability and/or Autism Spectrum Condition AND challenging behaviours with or without a mental health condition and



a) Concerns re deteriorating mental health expressed by health professionals despite mental health care package in place

b) Forensic assessment being considered or requested

c) High risk challenging/offending behaviour 









		ALL FIELDS TO BE COMPLETED ELECTRONICALLY BY THE REFERRING PROFESSIONAL.  IF ANY INFORMATION IS NOT AVAILABLE PLEASE STATE THIS IN THE RELEVANT BOX







		Diagnosis and date of diagnosis:

		Please state if LD / ASC or Both 









		1. Personal Details



		Full Name:



		Previous Surnames:





		AKA: 

		



		Home Address:

		Date of Birth:





		

		NHS No.:





		

		Gender:





		

		Religion:





		

		Ethnicity:





		Postcode:

		First Language:





		GP Name,  Address, Postcode



		GP Contact Number:



		Parent/Guardian Name:



		Parent/Guardian Address:





















		Disability, access, interpreter requirements –  

please provide details:   



		



		

 

		



		Contact Telephone Number:





		



		2. Family and Social Situation



		Composition of household and significant adults:







		







		Social support network/ current significant relationships



		



		If not living currently with family please give details of family members



		



		Information about siblings (names, ages and relevant needs):



		









		3. Safeguarding



		If there are current safeguarding concerns around this person, please detail here: 

Current concerns including sexual activity, exploitation and online issues









		4. Care & Treatment Review  (CTR) – please include any previous CTR reports



		Please tick as appropriate:     

		Yes

		No



		Does the patient have a diagnosis of neurodevelopmental disorders, such as autism?   

		☐		☐

		Does the patient have a diagnosed learning disability?

		☐		☐

		Has a Community CTR been completed? (Please send CTR report with this form)

		☐		☐

		Does the CTR support referral to a secure hospital environment?

		☐		☐

		Date of Community CTR:



		



		Please detail any relevant information regarding functional level,  diagnosis, reasonable adjustments 

if known :









		









		5. Legal Status At Time of Referral



		Mental Health Act:                                                                                                          Please tick: 

		   Yes

		    No



		Is the person subject to the Mental Health Act?

		☐

		☐



		If Yes, which Section and date of detention:





		 S136                                                                                                                                   Please tick:

		   Yes

		   No



		Is the person currently subject to S136?                                              

		☐

		☐



		If  Yes,  time application was made: 









		6. Consent



		                                                                                                                   Please tick as appropriate:     

		   Yes

		    No



		Has the adult consented to a Community CTR?

		☐

		☐



		Has the adult consented to being on the Early Warning Risk Register?  

*Please record on client record method of consent*

		☐

		☐







Consent



The person’s capacity to consent to admission and treatment must be assessed. For the person  to make an informed decision; information, where possible, should be explained in terms of expectations and purpose of the CTR and Early Warning Admission Register.



If the person is deemed to not have capacity to consent then a best interests meeting should be convened and decision made, documented and shared with the CTR Chair / Administrator.



		7. Reason for Referral for Community CTR 



		Rationale for referral:

 (Detail KEY bullet point information why a Community CTR is necessary and the care and treatment that cannot be effectively delivered in the community)



		



















































		8. Physical Health



		Details of any physical health conditions, disabilities and known allergies: 

Please include any known future appointments or physical investigations







		                                                                                                                   Please tick as appropriate:     

		   Yes

		    No



		Does this person have any sensory impairment? (e.g. visual disability, deaf, user of British Sign Language (BSL) or person with a hearing impairment)

		☐

		☐



		If Yes, please give details:





		Does this person smoke?                                                               

		☐

		☐



		If yes, please give details: (include amount; frequency; motivation to use/change; effects)











		9. Details of all Services involved with the person



		



		Primary community contact or care coordinator

		Social work contact:





		Name: 

Job Title:

Organisation: 

Telephone Number:

Email Address: 



		Name: 

Job Title: 

Name of School/College : 

Telephone Number:

Email Address: 





		Nearest relative (if under the MHA) if different from next of kin

		Community psychiatrist 



		Name: 

Job Title:

Organisation: 

Telephone Number:

Email Address: 



		Name: 

Job Title:

Organisation: 

Telephone Number:

Email Address: 





		Other (please specify)



		Other (please specify)



		Name: 

Job Title:

Organisation: 

Telephone Number:

Email Address: 



		Name: 

Job Title:

Organisation: 

Telephone Number:

Email Address: 









		10. Details of Referring Professional



		Full Name and Profession: (Please print)

		Address:





		Date and time:



		Job Title: 



		Email:



		Telephone no: 

Mobile no:



		Name and contact details   of Psychiatrist  supporting this referral:

		



		Responsible CCG :- if in a residential or out of area placement, please  include details of the originating CCG responsible for the placement 

		



		Responsible Local Authority:- if in a residential or out of area placement, please  include details of the originating LA responsible for the placement
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Local Area Emergency Protocol



 Introduction :



Care and Treatment Reviews (CTRs) or Care Education and Treatment Reviews (CETRs) for children and young people have been developed as part of NHS England’s commitment to improving the care of children, young people and adults with learning disabilities, autism or both with the aim of preventing unnecessary admissions and lengthy stays in hospitals. 



CTRs bring together those responsible for commissioning and procuring services for individuals who are at risk of admission or who are inpatients in specialist mental health or learning disability hospitals, with independent clinical opinion and the lived experience of people with learning disabilities and their families. 

The aim of the CTR is to bring a person-centred and individualised approach to ensuring that the treatment and support needs of the individual and their families are met and that barriers to progress are challenged and overcome. 



In circumstances where an admission is unplanned, urgent or someone is in ‘crisis’ it is recognised that a CTR may be, on a practical level, very difficult to set up due to short time scales, level of risk and the need for urgent action. 

The aim of the Local Area Emergency Protocol is to provide the commissioner with a set of prompts and questions both to prevent people with learning disabilities being admitted unnecessarily into inpatient learning disability and mental health hospital beds and, where there is a clearly supported clinical indication for admission to ensure that there is clarity about the intended outcomes and timescales. 



It is also intended to help identify barriers to supporting the individual to remain in the community and to make clear and constructive recommendations as to how these could be overcome by working together and using resources creatively. 

The format of the ‘Local Area Emergency Protocol’ is most likely to be a secure teleconference to allow people to participate at short notice, although it can be a face to face meeting and must make every effort to involve the person with learning disabilities or their representative/advocate and family to gain their views on their preferred options for treatment and support and what could help to avoid admission into hospital. 



This protocol describes when this response is needed, and suggests who should attend and what discussions should take place. Organisations need to sign up to this protocol locally to support prioritising of their time and resource to respond both flexibly and at short notice to a request for a meeting. 

For NHS England specialist commissioned services, a referral for an ACCESS assessment may happen alongside this protocol if it is felt that the individual may need admission to secure services or CAMHS. 





Local Area Emergency Protocol 

Anyone involved in the care of a person with learning disabilities, autism or both can raise concerns about an individual who is at risk of being admitted to hospital unnecessarily. This ordinarily should lead to a community CTR being arranged. 



This protocol is to be used where there is neither prior knowledge of the escalating risk of admission, nor the time to set up or hold a CTR. 



The lead commissioner will be responsible for ensuring that a Local Area Emergency Protocol meeting is organised and chaired. 







		















Role 

		















Involvement 



		Person being considered for admission 

		To give a first-hand account of issues and what would help. Listening to the individual is essential and should be prioritised and facilitated 







		Family member/s 

		To give additional information. As above, listening to the family views, ideas and wishes should also be prioritised and facilitated 





		Psychiatrist 

		To provide feedback on assessed clinical needs and risks. Role in MHA processes. 



		

Community Learning Disability Nurse 

		

Coordinating role, provider of clinical 

information.( May be CPA Care Coordinator) 





		Social worker 

		Care manager, involvement in assessment and care planning.(May be CPA Care Coordinator) 





		IMHA/IMCA/Independent advocate 

		As appropriate- to advocate for the individual concerned 





		Commissioner 

		To provide support to fund alternatives to institutional care. 





		GP 

		To ensure effective support around health needs as required. 



































It is important for all involved to sign up to a ‘no blame’ principle, in order to give individuals or services the confidence to speak up should they face difficulties fulfilling their contracted role/s. 



The chair should bring people together for a conversation using the following questions and steps



		1. 

		Gather a pen picture. ‘Understanding me?’ 





		2. 

		What are my and my family’s / carers’ views of the current situation? 





		3. 

		What are my symptoms? How is my physical health? Does any of this mean I need to be in hospital? Have I had an annual health check and do I have a health action plan? 





		4. 

		What are the current issues and risks and how can I stay safe and keep others around me safe? 





		5. 

		What’s working well / what doesn’t work? (Everyone’s views, including what has helped me before). 





		6. 

		What support has been/can be put in place so I that can stay in the community? 



		

		



		7. 

		What treatment am I currently receiving including medication, therapy, diet and care? Does this need reviewing? Is it helping? 





		8. 

		Can the care and treatment I need be given in a community setting? 





		9. 

		What additional support is needed to keep me/others safe in the community? 





		10. 

		What resources are available/can be created or used in a different way to support me? 





		11. 

		What additional support is needed for my family/ carers? Has there been a carers assessment? 





		12. 

		Do I have advocacy to support me to understand my care and treatment? 



		13. 

		What is the reason for considering inpatient admission? 





		14. 

		What would the outcomes be for me from an admission? 





		15. 

		What would the impact of admission be on me and others around me? (For example, moving away from home and the people I know, to a new environment).





 





Preference list :



		No placement should take place ‘out of area’ without the agreement of the commissioner. The preference of support arrangements are as follows: 



Preference 1 

		









Support the person at home with the relevant help taking place there. Additional support packages will be considered favourably by commissioners. 





		Preference 2 

		The person is supported in a local non inpatient unit, using residential nursing, or via a short breaks service.

 



		Preference 3 

		A local inpatient service in the CCG area. Please note that mental health needs should be met in acute mental health services and underlying physical health needs in acute hospitals. 













Out of area placements should be avoided at all costs. If an out of area placement is suggested it needs to be approved by the commissioner in line with the contracting process and would only ever be considered when the move is justified by clinical need and / or risk management and all other avenues have been exhausted. Where it is agreed, it should be time limited. Any gaps in local delivery should be reported to the relevant commissioner if needs cannot be met locally.





Follow up:

If an individual is at risk of admission and they are not part of the Care Programme Approach pathway, it is likely that they now meet the criteria for CPA and a care co-ordinator is to be allocated to follow up the agreed care plan. For an under 18 year old, this may trigger a review of their Education, Health and Care Plan (ECHP). 

The revised care plan will require regular review in line with the CPA policy by the care coordinator to ascertain effectiveness and quality. The individual will now be placed on the local register that identifies people who are at risk of admission if they are not already on it. 



Should admission take place following a ‘Local Area Emergency Protocol Meeting’ a full CTR will need to take place within two weeks, for children and young people or within four weeks for adults.
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Guidance for completion

I. Completion of this Person Centred Placement Specification summary should be co-ordinated by the in-patient team because

· They have daily access to the patient and will therefore be able to undertake ongoing Person Centred Planning to inform the discharge plan

· The in-patient team undertake MDT assessments of the patients’ needs and are the best placed to collate the clinical and PCP information into a single summary document to inform the choice of aftercare placement.



II. Person Centred Planning

· Person Centred planning is an ongoing process throughout an admission. The key elements of person centred planning for discharge purposes is the location and type of discharge accommodation and support the patient’s aspirations for the future. 

· The process and means of documenting PCP may differ for each patient e.g. a very able person may express their views very clearly through the CPA process and have their views documented in the minutes of their review. Other less able people or people with particular needs may need to use a particular tool or template (e.g. KMPT in-patient services have included a Section in their person centred documentation called “Making Feasible Plans”)

· Responsibility for co-ordinating the PCP should lie with the in-patient team because they have regular access to the patient (and relatives) in order to discuss and record their views but this should be unbdertaken in collaboration with others



III. Person Centred Placement Specification

· Patients who have spent time in assessment and treatment units will have had a number of clinical assessment and risk assessments carried out during the admission e.g Psychiatry, Psychology, SaLT, OT etc. 

· The longer a patient spends in hospital the more assessments and reports will have been completed. The placement specification should merge the PCP with the clinical and risk assessments into a detailed but concise picture of the aftercare accommodation and support required to meet the patient’s needs.

· Ideally, the Person Centred Placement Specification should be drafted by the in-patient team (as they have access to the PCP/patients expressed wishes and preferences and the various reports that have been completed) and circulated for comments / amendments among the patients wider Circle of Support in order to ensure all relevant information is included and to ensure consensus on the aftercare package. NB – This should be an iterative process until all parties agree the final version with clear description/rationale for any differences of opinion that remain.

· A really detailed INP may suffice but responsibility for ensuring the INP / CNM is completed sits with the lead practitioner from the locality community team (Care Co-ordinator/Community Nurse/Care Manager). The difference between a Placement Specification and an INP is that the INP may present a broader picture of needs whereas the Placement Spec is intended to be person centred and provide greater detail on the support and accommodation that the individual requires based on the PCP and the evidence in assessment reports.  

· Some patients have been identified as requiring a type of robust support and accommodation that does not currently exist (e.g. bespoke accommodation, Forensic Outreach). This should be clearly identified in the placement specification with a rationale for why it is needed in order that it can be highlighted to Commissioners and NHSE as a service gap/barrier to discharge.

· The placement specification should take account of the patients Mental Capacity and appropriate steps taken to address a lack of capacity in relation to the discharge plans. 



Patient ID:  ………………………………………………………….

Current Hospital Placement:……………………………………..





1. Clients expressed wishes re preferred location of placement including their reasons.

		























2. Relatives/Carers views re preferred location of placement including their reasons.

		



















3. Clients expressed wishes re type of accommodation including rationale ( e.g. residential/supported living/own tenancy)



		















4. Relatives/carers views re type of accommodation including rationale

		















5. Summary of client’s communication needs (Speech and Language Therapy Report) to inform the choice of accommodation and support



		Strengths

		Support needs



		· 













		· E.g visual aids







6. Summary of client’s skills with Activities of Daily Living (Occupational Therapy Report)    to inform choice of accommodation and support. e.g. strengths/support required for cooking , budgeting, public transport, medication etc

		Strengths

		Support needs



		· 













		· E.g Low stimulus (quiet) living environment,

· ground floor

























7. Summary of health support needs. What supports will the client need e.g. mental state monitoring, rehabilitation, maintenance programmes, medication. What staff skills/experience are required to effectively support the client?



		Strengths

		Support needs



		· 













		· 







8. Legal issues

e.g. CTO, DoLs required ( include rationale)



		















9. Risks

What are the risks to self/others and what type of placement and adaptations are required to manage these  risks (include rationale)

		Self / Mitigation

		Others / Mitigation



		· 



















		· 







10. Summary of the placement required considering the above e.g. type, location, nurse led? , in-house MDT,  staffing level, waking nights?

		















































11. Rationale for difference between clients/relatives views and professionals’ recommendations 

		

































Signed by (patient and/or family)                                                           Date


