
	Expectation Statement 1: Advocacy services are available to all patients.



	

	Indicators:

· on admission or as soon there after as patients mental state is amenable to receive and discuss information patients are informed on of the name and role of their personal advocate. 
· patients are informed of the date and time of MDT meetings and afforded the opportunity to meet with their advocate for the purpose of feeding their views and concerns into the multidisciplinary meeting.
· meetings with advocates shall be arranged on an ongoing basis for those patients without capacity and advocates will manage same in accordance with perceived needs and wishes of the patient.

· advocates are present on the wards on at least a weekly basis.

· ward managers will advise advocates as appropriate of matters on the ward which would necessitate their attendance.

· advocates are contactable directly by the patient.

· patients are able to speak privately with advocates in a timely manner.

· advocates are involved in  the facilitation of patient meetings and can attend. the patient meetings and attend same.




FAIRNESS

	Expectation Statement 2: All patients have been advised of their rights, and what they can expect in terms of care and treatment, in a manner appropriate to their understanding.


	

	Indicators:

· patient's rights are explained to them on arrival or as soon there after a patient's mental state is amenable to receive and discuss information which connects the standard to the setting.
· personal applicability of the role and work of RQIA is explained to patients.
· carers are advised of the right to be protected for all patients to include information on RQIA and any relevant support agencies.




	Expectation Statement 3: Each patient who is detained is informed of the process and the implications for them. 



	

	Indicators:

· the detention process is explained to them on arrival or as soon thereafter as a patient's mental state is amenable to receive and discuss information and this will include the provision of written information appropriate to their understanding.
· a further opportunity should be provided when a patient's mental state is more amenable to receive and discuss information. 

· the specific role of the RMO in relation to detention is explained to the patient.
· patients are informed on arrival or as soon thereafter as a patient's mental state is amenable to receive and discuss information of the Mental Health Review Tribunal, its role and how to access it.

· specific information is shared and explanation is give at each and every point of or alteration of detention i.e. following the completion of each and every detention form.

· patients are supported in relation to making application to the Mental Health Review Tribunal.  The Ward Manager will ensure that a record will be maintained of eligible patients who do not make application, for the purposes of improving support to the individual and patients overall.

· patients are informed of any impediments or delays in their access to the Mental Health Review Tribunal.

· the Trust monitors all MHRT to include those whose detention ended prior to hearing.  This information should include details on dates of hearings, adjournments, legal representation of the patient, decisions, subsequent actions, any implementation issues and patients comments.

· patients are provided with support following notification of extended detention. 

· the specific rights of patients who are detained will be explained to them in a manner appropriate to their understanding and this will include the provision of written information and an understanding of the application of this information to the patient be confirmed thereafter.


	Expectation Statement 4: Patient's are informed and familiarised with the comments and complaints process.



	

	Indicators:

· patients are provided with appropriate information around what they can expect in their care and treatment and how to comment or complain.

· the ward promotes information on how to comment or complain to all visitors to the site.

· the Trust ensures that responses to comments and complaints are recorded and communicated to relevant persons.

· the ward manager gives timely dissemination of details of comments, complaints and actions to be taken in meetings with staff.

· the Trust has governance arrangements in place to audit comments and complaints and disseminate the analysis amongst staff.

· the ward manager documents all complaints, responses by staff and the reaction of the complainant to the response.




	Expectation Statement 5: Patients are informed and familiarised with ward environment and routines in an ongoing patient focused manner.



	

	Indicators:

· patient's are given a physical tour of the ward and are guided through a welcome pack appropriate to their understanding.

· on the day of their admission or as soon as they are well enough, the patient is given a “welcome pack” or introductory booklet that contains the following.

· a clear description of the aims of the acute ward.

· the current programme and modes of treatment.

· a clear description of what is expected and rights and responsibilities.

· a simple description of the ward’s philosophy, principles and their rationales, and the ward team membership, including the name of the patient’s Consultant Psychiatrist and Key Worker/Primary Nurse.

· visiting arrangements.

· personal safety on the ward.

· an opportunity is provided for questions and answers in relation to the ward and welcome pack with an indication of when there will be further discussions for questions and answers.

· explanation will be provided to each patient of the implications of Trust and ward policies for them.


	Expectation Statement 6: All patients are informed of,  and involved in a person centred assessment and care planning process.



	

	Indicators:

· the admission assessment and initiated care plan for all patients should be in accordance with relative guidance and standards and should include the following:

· communication needs.

· preferred name.

· domestic arrangements to include where relevant:

· caring responsibilities.

· animal welfare issues.

· security of property.

· nearest relative contact.

· identification of points of disagreement in relation to assessment, care and or treatment.

· identification of unmet need.

· the care plan and all subsequent entries is agreed, signed, dated and timed as an accurate reflection of the individual assessment by patient and staff member (and nearest relative as appropriate).

· the ongoing assessment and care plan should also include the following:

· dietary requirements.

· smoking.

· ethnicity.

· employment status.

· gender needs.

· spiritual needs.

· continuing consent or refusal of consent to treatment.

· interests. 

· personal preferences.

· financial circumstances.

· needs for intimacy/sexual expression.


· care plans evidence consideration of consent requirements for interventions on every occasion and consent being given or withheld on every occasion. 

· care plans are responsive to change and are regularly reviewed with the multidisciplinary team and patient.




	Expectation Statement 7: There will be weekly multidisciplinary team review with patient involvement and appropriate representation from advocates and other relevant agencies involved in the patient's care.



	

	· there should be a written record of the MDT meeting to include:

· persons present.

· presentation of patient's views.

· written record of inputs from relevant agencies.

· review of care plan.

· indication of, in the absence of the patient, what is to be communicated for further consideration by the patient.

· written evidence of patient involvement in decision making process with regard to care and  treatment.

· evidence of resulting changes in care plans.

· evidence of changes resulting from input of patients views and concerns.

· there is written evaluation of progress of patient in respect of optimising independence and promoting positive outcomes.

· be able to demonstrate that MDT's operate in a person centred, user friendly manner.

· be able to demonstrate co ordination of all disciplines.

· decisions and reasons for decisions from MDT are discussed with the patient by allocated nurse in a timely manner.

· patients wishes in relation to communication of decisions from MDT being shared with carer and/or advocate upon request are noted and complied with.




	Expectation Statement 8: Patients have the opportunity to meet and discuss their care and treatment in private with their consultant. 
                                                                       

	

	Indicators:

· a record should be made of overall progress, issues discussed and any actions to be taken.

· a record should be made of all patient requests to meet in private with their consultant.

· a record should be made of actual changes resulting, communication of same with patient and  follow up evaluation.

· there should be a user friendly, person centred style of engagement.

· in an acute admission unit this opportunity should be at least weekly.




	Expectation Statement 9: Patients will be given the opportunity to meet and discuss in private any issues with their primary nurse, associated nurse or in their absence an allocated nurse on a daily basis.



	Evidence Type

	Indicators:

· a record should be made of issues discussed, actions to be taken, resulting changes and follow up evaluation.

· patient's notes record discussion of overall progress.

· there should be a user friendly, person centred style of engagement.

· in advance of the MDT, meetings shall be arranged with the named or allocated nurse and also with the patients advocate.       




	Expectation Statement 10: Patients have the opportunity to meet and discuss in private their care and treatment, with any health or social care professional involved in their care.



	

	Indicators:

· a record should be made of issues discussed, actions to be taken, resulting changes and follow up evaluation.

· patient's notes record discussion of overall progress.

· there should be a user friendly, person centred style of engagement.

· in advance of the MDT, meetings shall be arranged with the named or allocated nurse and also with the patients advocate.  


	Expectation Statement 11: The discharge plan should be initiated at the earliest opportunity following admission.



	

	Indicators:

· estimated date of discharge is recorded in the patient's notes and signed by the patient.

· discharge discussed at first multidisciplinary team meeting.     

· there is a record of liaison in relation to discharge with appropriate health and social care statutory and voluntary agencies e.g. GP and Community Teams.

· evidence of involvement with the patient from the point of admission around discharge, to include discussion of:

· progress towards recovery.

· positive risk management.

· personal circumstances and concerns.

· identification of persons to be notified.

· identification of health and social care package and/or placement.

· summary of treatment benefits e.g. therapeutic interventions and outcomes.

· family support. 

· continuing treatment. 

· the patient is made aware of progress towards expected discharge and any obstacles to or changes in expectation of discharge with reasons.
· with consent from the patient, carers and advocates are informed as above.

· the carer or agency to whose address the patient is being discharged are notified of the discharge plan in a timely manner and their preparedness to receive the patient considered prior to actual discharge.

· on the morning of discharge the patient will be again advised of time of discharge interview, and transport arrangements confirmed.

· the decision to discharge is made by the multidisciplinary team with patient involvement.
· delay in discharge must be documented, evaluated, subject to audit and discussed with the patient.     




	Expectation Statement 12: The discharge interview with the patient will review the discharge plan, progress to date and include confirmation of the following.



	

	Indicators:

· provided with 28 day supply of all medication unless contraindicated.
· medication is issued with clear directions.
· information of emergency contact.
· next review/appointment date/s(CMHT).
· discussion around care plan and discharge plan.
· arrangements at discharge address.
· return of personal possessions. 
· clarification of any financial arrangements. 
· sickness certification.



	Expectation Statement 13: Clear documented systems are in place for the management and filing of records in accordance with professional and legislative requirements.



	

	Indicators:

· the policies and procedures for the management of records detail the arrangements for the creation, use, retention, storage, transfer, disposal of and access to those records.
· information held on record is accurate, up to date, readily accessible and staff are trained to manage records.
· the practical organisation of files should support the patients care and treatment and communication between multidisciplinary staff. 
· all previous records in relation to the patients care should be available on the ward.
· patients' case notes and kardex are accurate and up to date:
· all entries on patients' notes are contemporaneous, dated, timed, signed and name and designation of signatory made clear.
· any alterations are dated, timed and signed.
· all notes are legible and in accordance with guidelines from professional bodies.
· all treatment given and recommendations made are recorded in case notes.
· records are kept of patients' possessions.
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