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The MCA Lead had developed a two level approach to recording assessments and decisions prior to the audit, these were one for formal decision taking and one for more day to day decision taking. During the audit it was found that staff were using a variety of versions of the assessments templates, therefore the MCA Lead took the decision to make
the most current assessment forms available via the ICT software case managment system used in adult social care in Coventry, known as Care Director and also on the UMCC website. Before the forms were uploaded to Care Director, a number of additions were made both to the forms and associated guidance. These concentrated on the areas that
the audit identified as most consistently not completed and those areas identified by staff as being unclear: salient details, causative nexus (how there is a causal link between the disturbance or impairment of the person’s mind or brain and the person’s inability to make the decision(s) in question) and the different types of advanced decision and
planning. The Council’s comprehensive MCA guidance document, designed and written by the MCA Lead, was revised to include a section on salient details. Each section of the MCA forms maintained on Care Director now contains a hyperlink to a relevant section in the UMCC, again, as a result of feedback from the audit. General comments were
consistent across services and included the need for Care Director to flag the presence of capacity assessments and best interests records in the same way as safeguarding records are flagged. The MCA Code of Practice only requires proportionate recording methods and the provider arm of the council needed a simplified version of the forms and
guidance to record the day to day decisions they were making. A system used by our local mental health trust was then adapted for their use and called ID CARE (Impairment of or Disturbance in the functioning of the mind or brain affecting decision making Communicate their decision (whether by talking, using sign language or any other means),
Aware of and understand the information relevant to the decision, Retain that information, Evaluate or use that information as part of the process of making the decision). Please see the attached poster which outlines this system. This system was more beneficial as recording needs to be proportianate and the level of assessments being undertaken
did not require the formality of the ones being being undertaken by social workers. This was discussed with the relevant managers and they were very keen to start using it, commenting that it did not seem onerous to complete and was simple to understand. Another provider service had created their own record, and this works well for them. The
MCA Lead suggested a few amendments they could adopt. Few teams were aware of the ASC policies, procedures and guidance site. Links were sent to all managers who have passed them on to all their staff. Very few staff were aware of the UMCC website, during the time spent with teams the MCA Lead was able to show staff the site. Once aware
of what was available for them staff and the citizens they support they seemed very keen to use it. A follow up visit to some areas showed a number of staff had added quick links to the sites on their computers. The NICE guideline: decision-making and mental capacity helped to identify areas for potential development in regard to conducting the
assessments, such as challenges around communication and whether assessors are able to have effective discussions. In addition, the need for information leaflets about the MCA that could be used during discussions with citizens. In specific relation to the implementation of the following NICE recommendations: Recommendation 1.1.5: ‘When giving
information about a decision to the person: it must be accessible, relevant and tailored to their specific needs it should be sufficient to allow the person to make an informed choice about the specific decision in question it should be supported by tools such as visual materials, visual aids, communication aids and hearing aids, as appropriate.’
Recommendation 1.3.9: ‘Health and social care practitioners should help everyone to take part in advance care planning and co-produce their advance care plan if they choose to have one (including people with fluctuating or progressive conditions). They should: work with the person to identify any barriers to their involvement, and investigate how
to overcome these help them to communicate by providing communication support appropriate to their needs (for example communication aids, advocacy support, interpreters, specialist speech and language therapy support, involvement of family members or friends).’ The MCA Lead has now worked with the provider of the UMCC site to develop
information leaflets and most recently to add a quick read and quick audio overview of the MCA to the site. Finally, the MCA Lead wanted to identify what range of communication tools teams were using during capacity assessments. Services working with individuals with learning disabilities were using pictorial and widget tools and making their own
as and when needed. The Deprivation of Liberty Safeguards team had also developed a resource. No other form of communication tool was being used by teams. Managers appeared keen to have a resource in each team that contained standard pictorial information, particularly a standard set of pictures of the care homes/supported living placements
available in Coventry, to include outside/bedroom/garden/communal areas/thumbs up and down/expressive faces/rating scale etc. The MCA Lead is now going to use the results of the audit and the NICE guidance to apply for additional funds for communication assistance tools; such as communication boards, books and cards, visual information about
local care homes and community resources. If there is a serious risk to yourself or others, you may be detained and treated under the Mental Health Act. Health and social care professionals should consider and discuss with you and your family and carer other options first; these may include a review of any medication you are taking, respite care (for
example, social services accommodation where you can stay overnight), treatment in hospital as a 'day patient' (you stay during the day but go home at night), treatment at home or a 'crisis house' (safe accommodation for people in crisis). If you are detained under the Mental Health Act, professionals should treat you with dignity and respect and
address your needs. They should explain and make sure you understand why it is happening. You should also be given written information such as a 'patient rights leaflet' about the section of the Mental Health Act that applies to you and what your rights are. If you are detained under the Mental Health Act you have the right to an Independent
Mental Health Advocate (IMHA). Health and social care professionals should give you information about IMHAs and make sure you can get help from one. The police will only be involved if your safety or the safety of others is a concern and cannot be managed by other means. If the police take you to a 'place of safety', you should be assessed under
the Mental Health Act as soon as possible and within 4 hours of arriving there. Places of safety include hospitals or other healthcare services. If you are detained under the Mental Health Act you will be taken to a hospital. Your journey there should be comfortable and without delays, and transition to the ward should be smooth, efficient and
comfortable. Your family or carer should be able to travel with you if it is safe. When you arrive at the hospital, staff should welcome you. If you are being treated under the Mental Health Act, you may not understand why, or you may disagree with the decision. You have a right to appeal to a mental health tribunal, and health and social care
professionals should support you if you decide to appeal and tell you how the process works and how long it may take. If you wish to complain about care you are given while under the Mental Health Act, you can complain to the service detaining you; if you are not satisfied with their response you can then complain to the Care Quality Commission.
You should be told how to do this. Questions about being treated under the Mental Health Act Why have I been detained under the Mental Health Act? Can I refuse treatment? Can I have an advocate? Do I have to go to hospital? How long will I have to stay in hospital? Can I leave the ward if I want to? How can I appeal against being treated under
the Mental Health Act? Sometimes people with mental health problems may need to be controlled or restrained by staff when in hospital, or have treatment without their agreement (such as medication to calm them down quickly). This should be a last resort. If this happens to you, it should be done by trained staff, and preferably by staff you know
and trust. They should act with your best interests at heart and will make sure you are safe while using minimum force. If you are controlled, restrained or are given treatment without your agreement, the reasons should be explained to you and to your family or carer (if they are involved in your care). When you leave hospital, you should be offered
the chance to discuss such treatment with professionals. You should also have the opportunity to write about your experience in your care record, including any disagreements with professionals. If you witness someone else being controlled or restrained you should be offered support and time to discuss the experience if you find it distressing.
Although most of the recommendations in this guideline cover both planned and unplanned admissions, some (like those on pre-admission planning) are only applicable to planned admissions. If an admission is unplanned, then these recommendations should be applied at the soonest possible point after admission, if appropriate to the person's
individual circumstances. Use this guideline alongside NICE guidance on mental health services. 1.1.1 Ensure the aim of care and support of people in transition is person-centred and focused on recovery. 1.1.2 Work with people as active partners in their own care and transition planning. For more information, see the section on relationships and
communication in the NICE guideline on service user experience in adult mental health. 1.1.3 Support people in transition in the least restrictive setting available (in line with the Mental Health Act Code of Practice). 1.1.4 Record the needs and wishes of the person at each stage of transition planning and review. 1.1.5 Identify the person's support
networks. Work with the person to explore ways in which the people who support them can be involved throughout their admission and discharge. 1.1.6 Enable the person to maintain links with their home community by: supporting them to maintain relationships with family and friends, for example, by finding ways to help with transport helping
them to stay in touch with social and recreational contacts helping them to keep links with employment, education and their local community. This is particularly important if people are admitted to mental health units outside the area in which they live. 1.1.7 Mental health services should work with primary care, local authorities and third sector
organisations to ensure that people with mental health problems in transition have equal access to services. This should be based on need and irrespective of: gender sexual orientation socioeconomic status age disability cultural, ethnic and religious background whether or not they are receiving support through the Care Programme Approach
whether or not they are subject to mental health legislation. 1.1.8 Give people in transition comprehensive information about treatments and services for their mental health problems at the time they need it. If required, provide information: 1.2.1 Mental health practitioners supporting transition should respond quickly to requests for assessment of
mental health from: people with mental health problems family members carers primary care practitioners (including GPs) specialist community teams (for example, learning disability teams) staff such as hostel, housing and community support workers.Assessments for people in crisis should be prioritised. 1.2.2 If admission is being planned for a
treatment episode involve: the person who is being admitted their family members, parents or carers community accommodation and support providers. 1.2.3 When planning treatment for people being admitted, take account of the expertise and knowledge of the person's family members, parents or carers. 1.2.4 Allow more time and expert input to
support people with complex, multiple or specific support needs to make transitions to and from services, if necessary. This may include: children and young people people with dementia, cognitive or sensory impairment people on the autistic spectrum people with learning disabilities and other additional needs people placed outside the area in which
they live. 1.2.5 For planned admissions, offer people an opportunity to visit the inpatient unit before they are admitted. This is particularly important for: children and young people people with dementia, cognitive or sensory impairment people on the autistic spectrum people with learning disabilities and other additional needs people placed outside
the area in which they live. 1.2.6 If it is not possible for the person to visit the inpatient unit that they will be admitted to in advance, consider using accessible online and printed information to support discussion about their admission. 1.2.7 During admission planning, record a full history or update that: 1.2.8 If more than 1 team is involved in a
person's transition to, within and from a service, ensure there is ongoing communication between the inpatient team and other relevant teams that include: community health or social care providers, such as: the community mental health team the learning disability team teams that work with older people child and adolescent mental health services
(CAMHS) housing support teams general hospital or psychiatric liaison teams. 1.3.1 Start building therapeutic relationships as early as possible to: lessen the person's sense of being coerced encourage the person to engage with treatment and recovery programmes and collaborative decision-making create a safe, contained environment reduce the
risk of suicide, which is high during the first 7 days after admission. This is particularly important for people who have been admitted in crisis. 1.3.2 Practitioners involved in admission should refer to crisis plans and advance statements when arranging care. 1.3.3 Advance decisions must be followed in line with the Mental Capacity Act 2005. For
more information on advance decisions as part of advanced care planning, see the NICE guideline on decision-making and mental capacity. 1.3.4 At admission, offer all people access to advocacy services that take into account their: 1.3.5 Health and social care practitioners admitting someone with cognitive difficulties should try to ensure the person
understands why they have been admitted. 1.3.6 During admission, discuss with the person: any strategies for coping that they use how they can continue to use, adapt and develop positive coping strategies on the ward. 1.3.7 Start discharge planning at admission or as early as possible when in crisis (for more information, see section 1.5). 1.3.8 For
recommendations on assessing and treating people who have been detained under the Mental Health Act, see the section on assessment and treatment in the NICE guideline on service user experience in adult mental health. 1.3.10 If the person is being admitted outside the area in which they live, identify: a named practitioner from the person's
home area who has been supporting the person a named practitioner from the ward they are being admitted to. 1.3.11 The named practitioners from the person's home area and the ward should work together to ensure that the person's current placement lasts no longer than required. This should include reviewing the person's care plan, current
placement, recovery goals and discharge plan at least every 3 months, or more frequently according to the person's needs. This could be done in person or by audio or videoconference. 1.3.12 For people admitted to hospital outside the area in which they live, take into account the higher risk of suicide after discharge at all stages of the planning
process (see the National Confidential Inquiry into Suicide and Homicide by People with Mental Illness). This should include: assessing the risk discussing with the person how services can help them to stay safe discussing with the person's family members, parents or carers how they can help the person to stay safe. 1.3.13 The senior health
professional responsible for the admission should tell the person being admitted about their legal status at the point of admission. They should: use clear language discuss rights and restrictions with the person provide written and verbal information make the discussion relevant to the ward the person is being admitted to explain whether they are
under observation and what this means (see observations and restrictions). 1.3.14 A senior health professional should ensure that discussions take place with the person being admitted to check that: they have understood the information they were given at admission they know they have a right to appeal, and that information and advocacy can be
provided to support them to do so if they wish they understand that any changes to their legal status and treatment plans will be discussed as they occur. 1.3.15 The admitting nurse or person responsible should tell the person what level of observation they are under and: explain what being under observation means explain clearly the reasons why
the person is under observation and when, or under what circumstances, this will be reviewed explain how they will be observed and how often explain how observation will support their recovery and treatment discuss with the person how their preferences will be respected and how their rights to privacy and dignity will be protected offer the person
an opportunity to ask questions. 1.3.16 Ensure that restrictions, including restrictions on access to personal possessions: are relevant and reasonable in relation to the person concerned take into consideration the safety of the person and others on the ward are explained clearly to ensure the person understands: why the restrictions are in place
under what circumstances they would be changed. 1.3.17 To support the person's transition to the ward the admitting nurse or person responsible should make the following items available if the person needs them: a toothbrush hygiene products nightwear. This is particularly important for people who have been admitted in crisis. 1.3.18 Give the
person verbal and written information about ward facilities and routines (see the section on hospital care in the NICE guideline on service user experience in adult mental health). 1.3.19 At admission, a senior healthcare professional should discuss all medication and care needs with the person being admitted. This should include: physical healthcare
needs pregnancy, breastfeeding or the need for emergency contraception advice about immediate addiction issues, treatment and support mental health treatment. 1.3.20 The admitting nurse or person responsible should discuss with the person how to manage domestic and caring arrangements and liaise with the appropriate agencies. This may
include: people they have a responsibility to care for, such as: children frail or ill relatives domestic arrangements, in particular: home security tenancy benefits home care service pets. 1.3.21 On admission, ensure people (particularly children and young people) know who they can talk to if they are frightened or need support. For more information,
see the section on hospital care in the NICE guideline on service user experience in adult mental health. 1.3.22 Identify whether the person has any additional need for support, for example, with daily living activities. Work with carers and community-based services, such as specialist services for people with learning or physical disabilities, to provide
support and continuity while the person is in hospital. 1.4.1 Identify a named practitioner who will make sure that the person's family members, parents or carers receive support and timely information (see the section on sharing information with families, parents and carers). 1.4.2 Practitioners should start to build relationships with the person's
family members, parents or carers during admission. This should be done: in an empathetic, reassuring and non-judgemental way acknowledging that admission to hospital can be particularly traumatic for families and carers, particularly if it is the person's first admission. 1.4.3 Arrange for parents to have protected time at an early point in the
process of admitting their child to discuss the process with the relevant practitioners. 1.4.4 Try to accommodate parents' or carers' working patterns and other responsibilities so that they can attend meetings (if the person they care for wants this). This should include: care planning meetings discharge planning meetings other meetings concerning
the care of the person. 1.4.5 Respect the rights and needs of carers alongside the person's right to confidentiality. Review the person's consent to share information with family members, carers and other services during the inpatient stay. For more information, see the subsection on involving families and carers in the NICE guideline on service user
experience in adult mental health. 1.4.6 Throughout admission, give families, parents or carers clear, accessible information about: the purpose of the admission the person's condition (either general, or specific if the person agrees to this) the treatment, care and support that the person is receiving the inpatient unit, including: the ward and the
wider hospital environment the practicalities of being in hospital resources that are available, including accommodation for families visiting arrangements preparing for discharge. 1.4.7 Give families, parents and carers information about support services in their area that can address emotional, practical and other needs (this is particularly important
if this is the person's first admission). 1.4.8 Give young carers (under 18) of people in transition relevant information that they are able to understand. 1.4.9 Practitioners involved in admission and discharge should always take account of carers' needs, especially if the carer is likely to be a vital part of the person's support after discharge. 1.4.10
Identify carers (including young carers) who have recognisable needs. If the carer wishes it, make a referral to the carer's local authority for a carer's assessment (in line with the Care Act 2014). Ensure a carer's assessment has been offered, or started, before the person is discharged from hospital.See the NICE guideline on supporting adult carers
for recommendations on identifying, assessing and meeting the caring, physical and mental health needs of families and carers. 1.5.1 Health and social care practitioners in the hospital and community should plan discharge with the person and their family, carers or advocate. They should ensure that it is collaborative, person-centred and suitablypaced, so the person does not feel their discharge is sudden or premature. For more information, see discharge and transfer of care in the NICE guideline on service user experience in adult mental health. 1.5.2 Work with the person throughout their hospital stay to help them: keep links with their life outside the hospital (see recommendation 1.1.6)
restart any activities before they are discharged. This is particularly important for people who need a long-term inpatient stay, are placed out-of-area, or who will have restricted access to the community. 1.5.3 Before discharge offer: phased leave (the person can have trial periods out of hospital before discharge) phased return to employment or
education (the person can gradually build up hours spent in employment or education). This is particularly important for people who have been in hospital for an extended period and people who have had restricted access to the community. 1.5.4 Before discharging a person who is in education or training, arrange a planning meeting between them
and a named person from the education setting to plan their return to learning. 1.5.5 Children and young people under 18 must have continued access to education and learning throughout their hospital stay, in line with the Education Act 1996. 1.5.6 Before the child or young person goes back into community-based education or training: identify a
named worker from the education or training setting to be responsible for the transition arrange a meeting between the named worker and the child or young person to plan their return. 1.5.7 Before discharging people with mental health needs, discuss their housing arrangements to ensure they are suitable for them and plan accommodation
accordingly. This should take into account any specific accommodation and observation requirements associated with risk of suicide. 1.5.8 Give people with serious mental health issues who have recently been homeless, or are at risk of homelessness, intensive, structured support (in line with the Homelessness Reduction Act 2017) to find and keep
accommodation. This should: be started before discharge continue after discharge for as long as the person needs support to stay in secure accommodation focus on joint problem-solving, housing and mental health issues. 1.5.9 Before discharge, offer a series of individualised psychoeducation sessions for people with psychotic illnesses to promote
learning and awareness. Sessions should: start while the person is in hospital continue after discharge so the person can test new approaches in the community cover: symptoms and their causes what might cause the person to relapse, and how that can be prevented psychological treatment coping strategies to help the person if they become
distressed risk factors how the person can be helped to look after themselves be conducted by the same practitioner throughout if possible. 1.5.10 Consider psychoeducation sessions for all people with other diagnoses as part of planning discharge and avoiding readmission. 1.5.11 During discharge planning, consider group psychoeducation support
for carers. This should include signposting to information on the specific condition of the person they care for. 1.5.12 Consider a staged, group-based psychological intervention for adults with bipolar disorder who have had at least 1 hospital admission and are being discharged from hospital. This should include: evaluation by a psychiatrist within

2 weeks of discharge 3 sequential sets of group sessions led by trained practitioners that focus on, respectively: people's current mental health and recent experiences in hospital psychoeducation or cognitive behavioural therapy early warning signs and coping strategies. 1.5.13 For people being discharged from hospital, consider a group-based,
peer-delivered self-management training programme as part of recovery planning. Sessions should: continue for up to 12 weeks be delivered in groups of up to 12 members provide an opportunity for social support cover: self-help, early warning signs and coping strategies independent living skills making choices and setting goals. 1.5.14 Consider
providing peer support to people with more than 1 previous hospital admission. People giving peer support should: have experience of using mental health services be formally recruited, trained and supervised. 1.5.15 Ensure that there is a designated person responsible for writing the care plan in collaboration with the person being discharged (and
their carers if the person agrees). 1.5.16 Write the care plan in clear language. Avoid jargon and explain difficult terms. 1.5.17 Ensure the care plan is based on the principles of recovery and describes the support arrangements for the person after they are discharged. 1.5.18 If a person is being discharged to a care home, involve care home managers
and practitioners in care planning and discharge planning. 1.5.19 Ensure frequent, comprehensive review of the person's care plan and progress toward discharge. 1.5.20 Send a copy of the care plan to everyone involved in providing support to the person at discharge and afterwards. It should include: 1.5.21 Mental health practitioners should carry
out a thorough assessment of the person's personal, social, safety and practical needs to support discharge. The assessment should include risk of suicide (see recommendations 1.6.6–1.6.8). It should: relate directly to the setting the person is being discharged to fully involve the person be shared with carers (if the person agrees) explore the
possibility of using a personal health or social care budget and ensure the person understands about charges for social care cover aftercare support, in line with section 117 of the Mental Health Act 1983 cover aspects of the person's life including: daytime activities such as employment, education and leisure food, transport, budgeting and benefits
pre-existing family and social issues and stressors that may have triggered the person's admission ways in which the person can manage their own condition suitability of accommodation. 1.5.22 Recognise that carers' circumstances may have changed since admission, and take any changes into account when planning discharge. 1.5.23 Before the
person is discharged: let carers know about plans for discharge discuss with carers the person's progress during their hospital stay and how ready they are for discharge ensure that carers know the likely date of discharge well in advance. 1.6.1 Discuss follow-up support with the person before discharge. Arrange support according to their mental
and physical health needs. This could include: contact details, for example of: a community psychiatric nurse or social worker the out-of-hours service support and plans for the first week practical help if needed employment support. 1.6.2 Consider booking a follow-up appointment with the GP to take place within 2 weeks of the person's discharge.
Give the person a written record of the appointment details. 1.6.3 At discharge, the hospital psychiatrist should ensure that: Within 24 hours, a discharge letter is emailed to the person's GP. A copy should be given to the person and, if appropriate, the community team and other specialist services. Within 24 hours, a copy of the person's latest care
plan is sent to everyone involved in their care (see recommendation 1.5.20). Within a week, a discharge summary is sent to the GP and others involved in developing the care plan, subject to the person's agreement. This should include information about why the person was admitted and how their condition has changed during the hospital stay. 1.6.4
If the person has a learning disability, dementia or is on the autistic spectrum, the hospital team should lead communication about discharge planning with the other services that support the person in the community. This could include: older people's services learning disability services the home care service. 1.6.5 If a person is being discharged to a
care home, hospital and care home practitioners should exchange information about the person. An example might be a hospital practitioner accompanying a person with cognitive impairment when they return to the care home to help their transition (see also sharing information about a resident's medicines in the NICE guideline on managing
medicines in care homes). 1.6.6 In collaboration with the person, identify any risk of suicide and incorporate into care planning. 1.6.7 Follow up a person who has been discharged within 7 days. 1.6.8 Follow up a person who has been discharged within 48 hours if a risk of suicide has been identified. 1.6.9 Consider contacting adults admitted for selfharm, who are not receiving treatment in the community after discharge, and providing advice on: services in the community that may be able to offer support or reassurance how to get in touch with them if they want to. 1.6.10 Decide whether a community treatment order (CTO) or guardianship order is needed (see the Mental Health Act Code of
Practice), based on: the benefit to the person (for example, it may be helpful for people who have had repeated admissions) the purpose (for example, to support the person to follow their treatment plan) the conditions and legal basis. 1.6.11 Ensure that the person who will be subject to the order has the opportunity to discuss why it is being imposed.
Explain: the specific benefit for the person how to access advocacy (including their entitlement to an Independent Mental Health Advocate), and what this means what restrictions the order involves when it will be reviewed what will happen if the person does not comply with the order, and that this may not automatically lead to readmission. 1.6.12
Ensure that the conditions, purpose, legal basis and intended benefit of the order are explained to families, carers and others providing support.
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