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GLOSSARY
The glossary below is not an exhaustive list but covers the terminology covered in the Procedures and Guidance for Section 117 aftercare.
	Term/Acronym
	Definition

	Approved Mental Health Professional (AMHP)
	Approved Mental Health Professionals work on behalf of Local Authorities to carry out a variety of functions under the Mental Health Act. One of their key responsibilities is to make applications for the detention of individuals in hospital, ensuring the MHA and its Code of Practice are followed.

	Care Programme Approach (CPA)
	The process used in secondary mental health care to assess, plan, review and coordinate the range of treatment and support needs for people in contact with secondary mental health services who have complex characteristics
[bookmark: _Hlk109117290]The Care programme approach (CPA) process is being refocused under NHS England “personalised care and support planning” Personalised care systems are evolving to replace the CPA.

	Section 117 aftercare CYP OATs Panel
	The primary role of this group is to source and fund out of area treatments 
The Out of Area Treatments Panel (OATs) for children and young people (CYP) have representation from both Health (Integrated Care Board (ICB) and Lincolnshire Partnership NHS Foundation Trust (LPFT) and the Local Authority (LA) (Lincolnshire County Council) and the panel will be supported by representation from:
· Designated Clinical Officer for CYP with (SEND LICB)
· Children’s services SEN Manager (Lincolnshire County Council)
· CAMHS Mental Health Practitioner (LPFT)
· Representative from Therapies Lincolnshire Community Health Services NHS Trust (LCHS)
· Community Paediatric Consultant Representative United Lincolnshire Hospitals NHS Trust (ULHT)
· Administrator (ICB)
· Head of Service Section 75 Social Care (LPFT)


	CYP Section 117 aftercare Quality Assurance Group
	[bookmark: _Hlk194937809]The CYP Section 117 aftercare Quality Assurance Group meets monthly, its primary role is in relation to the overall monitoring and implementation of Section 117 aftercare. To accept referrals to the group, ratify and agree initial funding of identified care packages on an individual basis following the attendance at the group and submissions from practitioners in respect of Section 117 aftercare need(s). Reviews and ending of entitlements and eligibility of Section 117 aftercare are discussed by this group. The provision of advice to practitioners in respect of Section 117 aftercare. The overall monitoring of Section 117 aftercare application across Lincolnshire.

	Eligibility and Entitlement
	Where eligibility for Section 117 aftercare is a consequence of being on a qualifying section, and entitlement is the assessed package of Section 117 aftercare services they are entitled to receive.  

	Hospital Managers Review
	This has a similar function to the Mental Health Tribunal service in that the CYP can apply to a panel of at least three hospital members who will consider whether the statutory criteria for detaining a CYP continue to be met. In the event that the criteria are not met, the panel can discharge the individual.

	Hospital Lead Professional

                      

	The Hospital Lead Professional is the professional appointed to ensure that the persons care is being co-ordinated and managed whist in hospital, and covers the terms Care Co-ordinator, Named Nurse, Lead Practitioner. 

	Section 117 aftercare Lead Professional 
	The Section 117 aftercare Lead Professional will be a Registered Practitioner who will take the lead in discharge planning. The CYP Section 117 aftercare Lead Professional will come from LPFT either from child and adolescent mental health services (CAMHS) or CAMHS Crisis and Enhanced Treatment Team (CCETTs), unless otherwise indicated by the Multi-Disciplinary Team (MDT)

	Social Worker

	A Social Worker, will complete the specific Child and Family Social Work assessment and planning/sourcing of the appropriate aftercare services to meet identified needs in conjunction with the Lead Professional.

	Mental Health Act (MHA)
	The Mental Health Act (1983 as amended 2007) is the main piece of legislation that covers the assessment, treatment, and rights of people with a mental health disorder.

	Qualifying Section
	The qualifying section a person must have been placed on in order to be eligible for Section 117 aftercare is one (or more) of the following Sections: 3, 37, 45, 47 or 48

	Section Papers
	These are the legal forms required to detain a person in Hospital under the Mental Health Act. 
· For Section 3 this will comprise of 2 medical recommendations (Form A7 or A8) and an application by an approved Mental Health Professional (AMHP) (form A6)
· For Section 37 they will be Order's from the court
· For Section 47 these will be Transfer Orders from the Ministry of Justice

	Mental Health Act Administrators
	Mental Health Act Administrators receive information, update the list and maintain the master list of all individuals eligible for Section 117 aftercare.

	Mental Health Review Tribunal (MHRT) 
	The First Tier Tribunal (Mental Health) are an independent body who are responsible for considering the appropriateness of the need for detention on section and  where appropriate discharge from section of patients detained under the Mental Health Act.

	CAMHS Provider Collaborative 
	Lincolnshire has no in-patient hospital settings for CYP detained under a section of the Mental Health Act. The CAMHS provider Collaborative is a commissioning Hub Team commissioning hospital placements for detained individuals across the East Midlands

	Urgent Care Pathway meeting
	The Urgent Care Pathway is a multi-agency meeting,discussing all aspects relating to CYP individuals at risk of admission, those individuals admitted which includes those CYP on an eligible section and entitled to Section 117 aftercare and those individuals in in-patient settings who are detained on non-eligible sections or informally admitted including the discharge process.

	LCC, LA  
	Lincolnshire County Council, Local Authority

	LICB (ICB)
	NHS Lincolnshire Integrated Care Board  

	LPFT
	Lincolnshire Partnership NHS Foundation Trust


1.0 Introduction.
Section 117 of the Mental Health Act 1983 (as amended 2007)
Section 117 of the Mental Health Act 1983 (as amended 2007) imposes a free-standing duty (Statutory Duties are those which are required by law to be carried out) by Lincolnshire NHS Integrated Care Board (ICB) and Lincolnshire County Council (LCC), (Eligible children and Young People (CYP) cannot be charged for Section 117 aftercare services under the free-standing duty) in co-operation with statutory and voluntary agencies, to provide or arrange for the provision of aftercare to certain eligible CYP. This duty arises once the CYP ceases to be detained and then leaves hospital whether or not the individual leaves hospital immediately after they have ceased to be detained. The duty to provide this service applies until such time as the ICB and the LCC are satisfied that the CYP concerned is no longer in need of such services.

Section 117 aftercare services are services which have both of the following purposes
· meeting a need arising from or related to the CYP’s mental disorder and 
· reducing the risk of a deterioration of the CYP’s mental condition and, 
· accordingly, reducing the risk of the CYP requiring admission to a hospital again for treatment for mental disorder. 

All processes should be based on aiding recovery and a meaningful personalised lifestyle within the CYP’s family, education, and local community.

The joint agency CYP policy and these procedures and guidance relate to the following partnership organisations to follow and refer to:
· Lincolnshire County Council (LCC)
· Lincolnshire Partnership NHS Foundation Trust (LPFT)
· NHS Lincolnshire Integrated Care Board (ICB) 
[bookmark: _Toc114050523][bookmark: _Toc115690308]2.0 Section 117 Information sharing agreement.
An Information Sharing Agreement (ISA) has been approved by the three organisations (LPFT, ICB and LCC) in order to share all relevant Section 117 information. The ISA can be viewed at the icon below. 
 
Information Sharing agreement

 
3.0 [bookmark: _Toc114050511][bookmark: _Toc115690296][bookmark: _Hlk137199109]Section 117 Eligibility & Entitlement.
[bookmark: _Toc114050512][bookmark: _Toc115690297]3.1 Becoming Eligible 
A person is eligible for Section 117 aftercare if they have ever been subject to any of the following 'qualifying sections' of the Mental Health Act:
· [bookmark: _Hlk146016069][bookmark: _Hlk146015564]Section 3 is the section mainly used for children and young people
· [bookmark: _Hlk146015586]Section 37 power of courts to order hospital admission
· [bookmark: _Hlk146015658]Section 47 Removal to hospital of persons in Youth detention accommodation, can be applicable however is very rarely used for children and young people 
· [bookmark: _Hlk146015614]Section 45A is not applicable to individuals under the age of 21
· Section 48 – Removal to hospital of prisoner.
[bookmark: _Hlk146727031]
[bookmark: _Toc114050513][bookmark: _Toc115690298][bookmark: _Hlk137199191]3.2 Period of eligibility for Section 117 aftercare
Once a person becomes eligible for Section 117 aftercare they remain eligible until:
· the death of an individual 
· eligibility is formally ended by the responsible commissioning agencies following a recommendation from a formal review 
· For Local authorities being detained on a further qualifying section will end the existing Section 117 aftercare that was in place immediately prior to the subsequent detention. 

All new and changes to an individual CYP eligibility to Section 117 aftercare will be provided to the Mental Health Act Administrators, the attending AMPH is responsible for updating the electronic patient record and the receiving Hospital is responsible for sending the section papers to the LPFT Mental Health Act Administrators (for Lincolnshire individuals). 

3.3 Entitlement
Entitlement to service(s) will be determined upon an assessment of Section 117 aftercare needs, and entitlement(s) can be ended and restarted throughout a person's lifetime. Details of ending, and reinstating Section 117 aftercare entitlement and eligibility is covered in paragraph 19 below.

4.0 Determining which Local Authority & Integrated Care Board is responsible for Section 117 aftercare.
· As stated at paragraph 3 of the Section 117 aftercare Joint policy for CYP it is the responsibility of the relevant NHS Integrated Care Board and Local Authority to fund eligible Lincolnshire CYP’s, entitlement to Section 117 aftercare. The determination is primarily based upon where the CYP was ordinarily resident immediately prior to them being placed on the qualifying Section (for CYP usually Section 3).
· [bookmark: _Hlk146726565]The Policy provides information in respect of the responsible authorities. The Local Authority and the Responsible Health Authority Commissioners (ICB) for ordinarily residence. 
· Ordinary residence is different for Local Authorities and Integrated Care Boards, Local Authority is based on where the individual is living (ordinarily resident) whilst the Integrated Care Board is based on GP practice registration and the ICB who is responsible for that GP practice, as described in paragraph 5 below ratified by the respective legal departments.

4.1 Who is responsible for identifying Ordinary Residence?
 There are different agencies who, in general, will be responsible for determining Ordinary Residence 
  On an individual basis, as follows
· For Section 3 it will be the AMPH making the application
· For Section 37, it will be the Court
· For Section 47 it will be the Ministry of Justice.
· [bookmark: _Hlk146017949]Sections 45A and 48 are not applicable to children and young people
[bookmark: _Hlk146018179]4.2 Determination of Ordinary residence for Local Authority
For Local Authorities the place of Ordinary Residence will be the home address of the individual that is put on the AMHP application, the Court Order, or the Transfer Direction from the Ministry of Justice. 

4.3 Determination of Ordinary Residence for Health services
For Health the ‘who pays determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers’, which states that the responsible ICB is determined by the individuals GP registration and the ICB that manages the said GP practice is the originating and responsible ICB.

4.4 Identifying the responsible commissioner where this is not clear or recorded.
If there is a dispute about Ordinary Residence or that the AMHP application, Court Order or the Transfer direction do not include a home address then the Section 117 aftercare Lead Professional in conjunction the Local Authority and Integrated Care Board will determine the Ordinary Residence based upon their originating home address for Lincolnshire County Council and GP registration for Health. Where the identification is complex line managers may seek legal advice as to Ordinary Residence.

4.5 Individual workers and identification of the responsible commissioners.
All individuals working with the individual should be checking that the relevant responsible commissioners are identified. Should there be any uncertainty as to the responsible commissioning bodies this should be escalated to Senior Managers for clarity or further actions. 
[bookmark: _Toc145928824][bookmark: _Hlk146008471][bookmark: _Hlk145920570][bookmark: _Hlk146031914]
[bookmark: _Toc145928825]5.0 Identifying responsible NHS Integrated Care Board and Local Authority (LA) ,  “The legislation”  
Section 117 of the Mental Health Act 1983 (MHA) sets out the legal obligation on relevant Local Authorities and ICBs to provide aftercare to certain detained patients once they cease to be detained.
Section 117(3) of the Mental Health Act 1983 defines who the responsibility to provide aftercare services falls upon. 
Section 117 (3) currently provides as follows 
“(3) In this section the “Integrated Care Board or Local Health Board” means the Integrated Care Board or Local Health Board, and “the Local Social services Authority” means the Local Social services Authority—
(a) if, immediately before being detained, the person concerned was ordinarily in England, for the area in England in which he was ordinarily resident.
(b) if immediately before being detained, the person concerned was ordinarily resident in Wales, for the area in Wales in which he was ordinarily resident; or
(c) in any other case for the area in which the person concerned is resident or to which he is sent on discharge by the hospital in which he was detained.”
In the event of a dispute section 40 of the Care Act provides for a mechanism to resolve that dispute. 
In order to fully understand the effect of these provisions it is necessary to look at the responsibilities of the local authority and the integrated care board separately. 
[bookmark: _Hlk145920618]
The Responsible Local Authority                             The Responsible integrated 
                                                                                      Care Board                                


[bookmark: _MON_1804944323]                                                                                                               

[bookmark: _Hlk137204587]6.0 Access for determining Section 117 aftercare eligibility for LPFT users in RIO and LCC in MOSAIC. 
6.1 AMHP report
AMHPs will complete an “AMHP report” and electronic records as required on Mosaic.  
All AMPHs ensure their AMPH report is available on MOSAIC and emailed to LPFT’s single point of access (SPA) who upload onto RIO. The mental health Act history and status must always be completed. 
It is the responsibility of all health and social care professionals to ascertain if a person under their care is subject to Section 117 aftercare and to check and update the Mental Health Act history and status section.
LPFT and staff who have access to RiO can see if someone has a been subject to a qualifying section by viewing the section history on RiO in the following way. 
Whilst in the 'Clinical Portal – Client View' for the individual follow these steps:

[bookmark: _Hlk193814374][bookmark: _Toc114050515][bookmark: _Toc115690300][bookmark: _Hlk137204623]Determining if a CYP is eligible for                 Determining if a CYP is eligible for                                                                                                                                                      
Section 117 aftercare MOSAIC users              Section 117 aftercare RIO users                                                        


[bookmark: _MON_1804427461]                                                               
[bookmark: _Toc114050517][bookmark: _Toc115690302][bookmark: _Hlk137204786]6.2 Determining if an individual is eligible for Section 117 aftercare (Non RiO or Mosaic Users)
[bookmark: _Hlk112233497]A master list for all Lincolnshire residents who are eligible for Section 117 aftercare is managed by the MHA Office (MHA) at LPFT. If you do not have access to RiO then you can ask the MHA office if the individual is on the Section 117 aftercare master list. You can request this information by emailing the MHA office on lpft.mha@nhs.net. 
The MHA office will only provide the requested information where the requestor provides a reason as to why they want the information and will only process a request received from the following email addresses:
· @nhs.net 
· section@Lincolnshire.gov.uk
7.0 [bookmark: _Toc114050518][bookmark: _Toc115690303][bookmark: _Hlk112235475]The Section 117 aftercare master list 
The Section 117 master list is a list of Lincolnshire individuals who have been subject to a qualifying section of the Mental Health Act 1983. It holds the following information:
· Name / DoB / Patient ID Number (NHS Number or Mosaic Number) / GP Registration at time of detention / Residence at time of detention / Location of detention / Date added to Master List.
The MHA Office at LPFT have responsibility for maintaining the Section.117 aftercare Master list.
[bookmark: _Toc114050519][bookmark: _Toc115690304]
7.1 Evidence required to prove Section 117 aftercare eligibility
In order for a CYP to be added to the Section 117 Master list, one of the following pieces of evidence must be located and saved to the clinical systems to confirm if a person is eligible:
· A copy of the complete set of 'section papers' for a qualifying section where possible to obtain. In the absence of a complete set of ‘section papers’, a copy of transfer order/court order under Part III (The completed section papers are completed by the attending AMPH and handed to the receiving hospital)
· A copy of the Mental Health Act Assessment completed by the Approved Mental Health Professional for a qualifying section
· In the absence of these documents the following can be considered as evidence if they relate to a qualifying section (however it must be agreed by the funding decision makers):
· Sufficiently detailed, relevant medical and social care records such as the Clinician and/or Nursing reports and ultimate decision provided for or by a Mental Health Tribunal. 
[bookmark: _Hlk112234529][bookmark: _Hlk112233738]
7.2 Informing the Mental Health Act Administrators
If a team becomes aware of any inaccuracy relating to an individual in respect of Section 117 aftercare they must inform MHA office and correct details recorded. 

7.3 Security of information flow
The information MUST be sent to the secure MHA office email account lpft.MHA@nhs.net.
If you are sending any CYP identifiable lists from anywhere other than from an nhs.net account to an nhs.net account, then you must ensure the email is sent either Encrypted (LCC) or password protected with the password being sent separately.
[bookmark: _Toc114050521][bookmark: _Toc115690306]
7.4 Sharing the Section 117 aftercare Master list
The MHA Office will share the complete Section 117 aftercare Master list with NHS Lincolnshire Integrated Care Board (ICB) on the first working day of each month so that the ICB have an up-to-date record of all eligible Section 117 aftercare individuals.
The MHA office will send it to the ICB on licb.mhldateam@nhs.net 
7.5 [bookmark: _Toc114050522][bookmark: _Toc115690307][bookmark: _Hlk112234758]ICB Coordination in respect of the Section 117 aftercare master list.
Lincolnshire Integrated Care Board will use the Section 117 aftercare Master list to ensure:
· Individuals who are eligible for Section 117 services are not being charged for those services.
· Individuals who are not eligible for Section 117 services, but who are (incorrectly) in receipt of Section 117 services, are identified and that the funding decision makers correct the error.
· To aid accurate communication between organisations.
· Identification of individuals who are eligible for Section 117 aftercare, for planning purposes.
7.6 Section 2 and qualifying date 
If a CYP is detained under mental health act Section 2 for assessment and then, while they are in hospital, this becomes a Section 3 detention for treatment, the ‘point of initial detention’ will be the date of the Section 2 detention.
 
[bookmark: _Toc115690313][bookmark: _Hlk152069339]8.0 Involvement with Section 117 aftercare.
8.1 CYP and Family involvement  
It is important and essential that the CYP and their family are involved in all multi-disciplinary team meetings and central to all decisions and the implications that any decisions have on them and their family, any decision must be personalised to the CYP and into the family lifestyle. 
8.2 Joint working
There is a joint responsibility between Lincolnshire County Council and Lincolnshire’s NHS health services to work jointly, with the assessment, care planning, sourcing services (where identified) implementing the service to meet the identified need(s) and reviewing the services to CYP individuals eligible for Section 117 aftercare.

8.3 Role of Hospital Lead Professional
The hospital Lead Professional is the individual responsible for coordinating the therapeutic work within the in-patient setting. Working in conjunction with the CYP section 117 aftercare Lead Professional and Social Worker

8.4 Lincolnshire Foundation Trust CYP Section 117 aftercare Lead Professional
The CYP Section 117 aftercare Lead Professional will come from LPFT either from CAMHS or CAMHS Crisis and Enhanced Treatment Team (CCETTs), unless otherwise indicated by the MDT. The CYP Section 117 aftercare Lead Professional with work jointly with the allocated Social Worker and MDT.

8.5 Social Worker input
Where the CYP is not open to Social Care a referral will be made by the Hospital and by the LPFT Lead Professional, where the CYP is open to a Social Worker they will work jointly with the CYP Section 117 aftercare Lead Professional, undertaking their Child and Family assessment.

8.6 Delivery of care under the Care Programme Approach
Where the CYP’s care is being delivered under the CPA then the care coordinator will be the Section 117 aftercare Lead Professional otherwise it can be the Social Worker/ Nurse/ key worker/ involved with the CYP who the team around the child (multi-disciplinary team) determine is best placed to be the Section 117 aftercare Lead Professional.
 
The care programme approach has been the care planning framework for the past 30 years, NHS England has stated with the publication of the “community mental health framework” that the care programme approach is being phased out. Work in refocusing the Care Programme approach in Lincolnshire in line with personalised care will take a period of time therefore reference to CPA will remain in this policy until such time as there is a formal change and, for those individuals who are currently on CPA for this to continue. Any eventual change would need to be discussed with those individuals in receipt of CPA and reflected within this procedure document. 

For health, the health Section 117 aftercare assessment and Section 117 aftercare, health care plan will be completed by the CYP Section 117 aftercare Lead Professional, both assessments and care plan will dovetail together, and the Social Work assessment and Health assessment must clearly specify what are the Section 117 aftercare needs and other needs that do not relate to Section 117 aftercare. 
The hospital Lead Professional, the CYP Section 117 aftercare Lead Professional, the Social Worker will need to work together in all aspects of the individuals care and treatment and assessments leading to the CYPs discharge when deemed clinically ready for discharge (CRFD).

9.0 Section 117 in relation to Children and Young People (MHA CoP 19.111 and 19.118).
Aftercare should start to be considered as soon as clinically possible after admission to hospital to ensure the appropriate services are identified and in readiness for the CYP’s planned discharge from hospital. There is a Joint responsibility by the agencies involved LPFT, CYP Social Care and the involved in-patient setting to jointly work together in discharge planning. Prior to discharge from hospital all children and young people should have an assessment of their needs undertaken, and their aftercare needs identified on a care plan and in place in readiness for the point the CYP is deemed CDFR.
It is imperative that the CYP their Parents/Guardian or Carers with who the CYP is discharged to are involved at every stage, and agree with any plans relating to discharge, the aftercare must be appropriate and not overburden the family with onerous inputs, a clear balance between family life and care input is required.

9.1 Reporting detention for 12 consecutive weeks under section 85 of the Children Act 1989.
[bookmark: _Hlk125380114]Where a child or young person is detained in hospital and that is likely to be for at least 12 consecutive weeks, the authority or health body who arranged for the detention is required under section 85 of the Children Act 1989 to notify the responsible local authority. This duty ensures that the Local Authority is aware of any child or young person in such detention and can ensure they are being safeguarded and their needs are being met. The responsibility to inform the relevant Local Authority lies with the receiving Hospital, LPFT also through their Urgent Care Pathway meeting flag the need and inform the Local Authority through their Section 117 aftercare Lead Professional.
It is appropriate to inform the responsible Integrated Care Board to make them aware of the detention and the possible need for Section 117 aftercare.

9.2 Integration of existing provisions and section 117 aftercare.
[bookmark: _Hlk142399755]In relation to children and young people additional factors will need to be considered. This may include ensuring that the aftercare integrates with any existing provision made for “children in care” (also referred to as looked after children which is the legal status), care leavers, and those with Education, Health, and Social Care needs, as well as safeguarding vulnerable children. Whether or not Section 117 aftercare of the Act applies, a child or young person who has been admitted to hospital for assessment and/or treatment of their mental disorder may be ‘a child in need’ for the purpose of Section 17 of the Children Act 1989.

9.3 Section 117 aftercare reflected and informed in other statutory and non-statutory plans.
In agreeing a Section 117 aftercare plan, the local authority must also ensure that this is informed by, and reflected in, any other statutory and non-statutory assessment or ‘team around the child plan’ such as Education, Health and Care Plan, (EHCP) Early Help Plan, Child in Need Plan, Child Protection Plan, Child in care Plan or Leaving Care Pathway Plan, and where appropriate run concurrently with coordinated reviews. Whilst coordinating planning can be complex, for example where a CYP is transitioning to adult health and social care services, this should never be a reason to delay discharge.

9.4 Education, Health and Care Plan Informing the Local Authority of a detention under the Mental Health Act 
If a child with an education, health and care plan (EHCP) is admitted to hospital under the Mental Health Act (Section 3) the Local Authority who maintains the plan should be informed, and where appropriate should be involved in the discharge plan so that the EHCP can ensure that educational support continues to be provided. If necessary, this should be kept under review and amended to ensure targets and provisions remain appropriate. The Local Authority should also be involved in creating the discharge plan, so that the EHCP is revised as necessary to continue to reflect the child or young people educational, health and social care needs and where relevant links to the Section 117 aftercare plan. Where there is no EHCP this would fall to the school to decide if they can meet needs or if they need them to apply for an EHCP, as well as reflecting the duty under Section 19 of the Education Act to provide education where this isn’t reasonably accessible for the CYP to attend their school, which may be the case for CYP eligible for Section 117 aftercare who don’t have a EHCP. 
  
9.5 Integration with the Children’s Act 1989/2004
Where it is found that a child requires any support provided in order to meet Section 117 aftercare needs, staff must ensure this is done in line with the legal requirements of the Children's Act 1989 and should be assessed accordingly.

9.6 Personalised approach
All processes should be based on aiding recovery and a meaningful personalised lifestyle, with the  
aim to maintain individuals within their family setting and community where appropriate.
[bookmark: _Hlk125381436]
[bookmark: _Hlk194913498]10.0 Supporting service user involvement and participation.
[bookmark: _Hlk132881794][bookmark: _Hlk133402700]10.1 Information and support 
The ‘Rethink fact sheet ‘admission to hospital for treatment (in place at the time) should therefore be provided to CYP at the point of admission and where appropriate to the Parents/Guardians/Carers. 

Prior to discharge the leaflet relating to Section 117 aftercare should be discussed with the CYP and their Parents/Guardians/Carers to inform them of their rights and their eligibility to Section 117 aftercare on discharge, and their entitlement to care as assessed. These documents can be located at  the icons below. 

Rethink fact sheet admission to Hospital for treatment       
going-into-hospital-for-mental-health-treatment-fss (1).pdf
Rethink fact sheet Section  117 aftercare
Section 117 aftercare - Under the Mental Health Act 1983                                                                          
Easy read information Section 117 aftercare



Education department are able to advise on aspects relevant to the education of the CYP.

Consideration as to how a CYP with additional needs is supported and how information is shared with them, will need to be assessed on an individual basis and include the Parents/Guardians/Carers who will be able to assist in the communications with the young person in order to give the details of Section 117 aftercare to vulnerable people and would include Learning Disabled young people, people with autism, and other vulnerable young people. A member of staff with appropriate experience of providing information to the specific group of vulnerable service users should be available or sourced to undertake this communication.
Key points to get across are but not limited to 
· You are eligible for Section 117 aftercare
· What Section 117 is
· You will not be required to pay for any Section 117 aftercare
· You are encouraged to participate when your aftercare needs are being assessed and decided
· You are entitled to independent advocacy
· You can have an identified supporter with you 
· You will be consulted throughout the assessment, care planning and aftercare decision process along with your Parents/Guardians/Carers.
· Respond to any questions raised by the CYP.

[bookmark: _Hlk133402798]10.2 Discharge and aftercare planning
[bookmark: _Hlk125380184]Discharge and aftercare planning must start as soon as clinically possible after admission and must be child and young person focused and informed by an assessment of need. In relation to children and young people, the Mental Health Act Code of Practice 2015 recognises additional factors will need to be considered. This may include ensuring that the aftercare integrates with any existing provision made for in care, care leavers and those with special educational needs or disabilities, as well as safeguarding vulnerable children. The Department of Health & Social Care Statutory guidance ‘Discharge from mental health inpatient settings’ Published 26 January 2024, provides information in respect of general and specific to section 117 aftercare information, this document can be found at the icon below.

Discharge from mental health inpatient settings (Department of Health and Social Care)
Discharge from mental health inpatient settings - GOV.UK

11.0 Capacity and Consent.
Issues of capacity and consent must be in line with the respective organisations local policies and procedures, and the 2005 Mental Capacity Act.   
[bookmark: _Hlk187914239]
11.1 Parental responsibility, capacity and consent in relation to a child
Parental responsibility is distinct from legal parentage and is defined by the Children Act 1989 as “as all the rights, duties, powers, responsibilities and authority which, by law a parent of a child has in relation to the child and [their] property” taking into account ascertainable wishes and feelings of the child concerned (considered in the light of his age and understanding)”.
Their physical, emotional and educational needs.
The likely effect on him/her of any change in their circumstances.
Their age, sex, background and any characteristics of theirs which is considered relevant.
Any harm which  has been suffered or is at risk of suffering.
How capable each of the parents are, and any other person is of meeting the young person’s needs.


11.2 Older children
Parental responsibility ceases when a child reaches 18 years of age. However, the extent to which a person can exercise their parental responsibility in respect of a child under the age of 18 generally diminishes as the child gets older (usually 16 to 18 can be before this age range) and “reaches a sufficient understanding and intelligence” to be capable of making their own decisions. As such, parental responsibility has been described as “a dwindling right” which the courts will hesitate to enforce against the wishes of the child, the older [they are]. It starts with the right of control and ends with little more than advice.”

11.3 Children making decisions: Gillick competency 
A child who is capable of making their own decision(s) on a matter is often described as “Gillick competent.”
In Gillick v West Norfolk and Wisbech Health Authority, it was held that a child under the age of 16 was capable of giving consent to medical treatment if they were capable of understanding what was proposed and of expressing their own wishes. Children Law and Practice explains that it follows from this “that the more mature the child, the more care should be taken to consider [their] wishes and feelings.” The NSPCC explains that there is no set of defined questions to assess Gillick competency, but professionals need to consider several things, including: 
· the child's age, maturity, and mental capacity
· their understanding of the issue and what it involves - including advantages, disadvantages, and potential long-term impact
· their understanding of the risks, implications and consequences that may arise from their decision
· how well they understand any advice or information they have been given 
· their understanding of any alternative options, if available 
· their ability to explain a rationale around their reasoning and decision making. It adds that the same child may be considered Gillick competent to make one decision but not competent to make a different decision.

12.0 Assessing, Care Planning and review attendance.
[bookmark: _Hlk132893324]Before commencing Section 117 aftercare assessment planning care and reviewing, consideration will be given as to, who needs to be involved in assessing the Section.117 aftercare needs of a CYP (the multi-disciplinary team). The child or young person and their Parents/Guardians/Carers should be present when assessing and deciding the Section 117 aftercare plan.

Where the CYP does not wish to attend then this must be documented in the CYP’s electronic  records, the Parents/Guardians/Carers and assessors should discuss the best way for the CYP to input post meeting.

[bookmark: _Hlk132892192]In addition to the individual themselves and their Parents/Guardians/Carers being present, the hospital Lead Professional should actively consider the list of potential attendees contained within paragraph 34.12 of the Mental Health act Code of Practice 2015. Aftercare planning should take account of the CYP's age and should involve their Parent/Guardian/Carer (as appropriate) to ensure that they will be ready and able to provide the assistance which the young person may need after discharge. 

Where appropriate a CYP can be supported by an advocate this is detailed below.

order to ensure that the aftercare assessment and plan reflects the full range of needs of the young person, it is important to consider who needs to be involved. Subject to the views of the young person, this may include: 
 This multi-disciplinary team will be known as team around the child.

Potential list of attendees for Section 117 aftercare team around the child


13.0 Advocacy.
The statutory right to independent advocacy is an important additional safeguard for people who are subject to the Act. A CYP can request an advocate from their nurse, care coordinator, Social Worker or Lead Professional.

For CYP detained in hospitals outside of the Lincolnshire area
Where a detained individual requires advocacy the relevant hospital will make a referral to their local service who will provide the appropriate advocacy. 

[bookmark: _Toc112245242][bookmark: _Hlk118814783]13.1 Independent Mental Health Advocacy (IMHA) 
CYP who are treated under the Mental Health Act have the right to independent mental health advocacy (IMHA). IMHA advocates have an enabling role; explaining to the person their rights under the Act and helping them to exercise their rights.

‘Qualifying individuals’ for IMHA are:
· CYP detained under the Act (even if on leave of absence from the hospital), but excluding people who are detained under certain short-term sections (4, 5, 135, and 136)
· A conditionally discharged restricted individuals
· CYP subject to Guardianship under the Act
· If receiving Supervised Community Treatment (SCT). (Supervised Community Treatment Orders (CTOs)  
· Being considered for a treatment to which section 57 applies (“a section 57 treatment”)
· CYP under 18 and being considered for electro-convulsive therapy or any other treatment to which section 58A applies (“a section 58A treatment”)
In supporting the CYP to prepare and fully participate in meetings, ward rounds or care reviews, an IMHA can help the CYP understand the options for aftercare, how it will be provided and reviewed.
Once discharged from detention, the CYP will not continue to be eligible for an IMHA simply because they are receiving Section 117 aftercare, although some individuals will qualify because, for example, they are under Guardianship or on SCT.



13.2 Post discharge advocacy
Advocacy may be required post discharge when the CYP returns to Lincolnshire from and out of area hospital, LCC, ICB and LPFT utilise VoiceAbility to provide advocacy for CYP.
Referrals can be made to VoiceAblity in Lincolnshire as describe below. 
Contact details:
· Telephone: 0300 303 1660
· Email: helpline@voiceability.org

VoiceAbility works to provide children and young people (up to their 18th birthday) access to advocacy for situations where they require specialist support and advocacy.
They offer an independent voice to children and young people, to assist them in resolving issues relating to their welfare, care, and circumstances. 
Young people aged 16 or 17 also have a statutory right to an Independent Mental Capacity Advocacy (IMCA) if they: 
· lack capacity to make a specified decision at the time it needs to be made
· are facing a decision on a long-term move or about serious medical treatment, or are subject to deprivation of liberty safeguards (DoLS); and
· have nobody else who is willing and able to represent them or be consulted in the process of working out their best interests.

[bookmark: _Toc112245243][bookmark: _Hlk118815172]Independent Mental Capacity Advocacy (IMCA)
In certain circumstances, local authorities or NHS organisations will be responsible for instructing an Independent Mental Capacity Advocacy (IMCA) under provisions in the Mental Capacity Act (2005). 

[bookmark: _Hlk118814848]The role of the IMCA is to represent a person who lacks capacity and has no-one other than a professional to give an opinion about their best interests, and to ensure that the CYP is as involved as possible in major decisions about their lives, and that any decisions made on the CYP’s behalf are made in their best interests.

This may apply where a person who meets these criteria is being discharged from detention and a decision is needed about a move into long-term accommodation (for eight weeks or longer) or about a change of accommodation in circumstances where the person lacks capacity to make a decision and there is no one apart from a professional or paid carer for the authority to consult.

The duty to involve an IMCA does not apply if the person will be required to stay in accommodation under the Mental Health Act (1983). 
Independent Advocacy under the Care Act (2014)
People who are receiving aftercare and do not retain a right to an IMHA may be eligible for advocacy under the Care Act (2014). 

This may apply when the person’s care and support needs are being assessed and during care and support planning or the subsequent review of a care and support plan (which may reach a decision that a person is no longer in need of aftercare). 

In general terms, a person with assessed social care needs will be eligible for advocacy under the Care Act if they have substantial difficulty in being involved in the assessment or review of their needs and if there is no appropriate person to support their involvement.

14.0 Joint working and process from assessment to review.
Child and young person Section 117 aftercare assessment and review working process
This process map sets out a joint clinical and operational approach between LPFT, LCC and ICB when a young person aged under 18 years old is eligible for Section 117 aftercare. This process is mapped out in consideration of legal frameworks set out by the Mental Health Act 1983 (revised 2007) and children in care act 1989
Detention, from assessment to funding request flow chart                                                  

                                                                                                                      

[bookmark: _Hlk155964385][bookmark: _Toc115690310][bookmark: _Toc114050525]15.0 Assessment.No

15.1 Assessments of aftercare needs should be conducted:  
· as soon after admission as clinically possible
· prior to discharge
· prior to any Mental Health Act Tribunal or Hospital Managers review of detention
· as part of ongoing review in the community
· when considering ending someone’s Section 117 aftercare  entitlement
· reassessment if the CYP is at risk of readmission to hospital 

15.2 Assessment and care planning documents 
The following documents must be completed when assessing Section 117 aftercare needs. 
· [bookmark: _Hlk114044703]For Lincolnshire County Council “child and family assessment” (This also couples as the plan/progress of care) and the ‘Early Help assessment for partner agencies. Icon below.
· [bookmark: _Hlk135739485]For Lincolnshire NHS services the CYP Joint health Section 117 aftercare health needs Assessment for Children and Young People. Icon below.
· The NHS Lincolnshire Children and Young people Health, care and review plan for Section 117 aftercare. Icon below.
· Non-Section 117 aftercare health needs must be recorded but funded separately and actioned/referred accordingly.
· All needs must clearly be identified as either Section 117 aftercare needs or non-Section 117 needs.


Child and family assessment                         Early help assessment               CYP Joint Health assessment



[bookmark: _MON_1799054352]                                                                    
 
CYP Joint Health care and review  plan


[bookmark: _Toc114050526][bookmark: _Toc115690311][bookmark: _Toc114050527]16.0 Section 117 aftercare care planning.
Following assessment, the young person’s agreed aftercare needs form the plan of care by the relevant organisations as follows:
· For Lincolnshire County Council the existing Child and Family assessment will be undertaken this assessment will capture all the relevant needs of the CYP and formulates the plan of care for the CYP, which will include all relevant legislation for which the Local Authority is responsible.
· For the NHS services provided by Lincolnshire Partnership NHS Foundation Trust and     
Lincolnshire Integrated Care Board the Joint health Section 117 aftercare assessment will 
provide information under Section 117 aftercare of the Mental Health Act and any health 
needs that require onward referral which then form the basis for the completion of the Joint agency NHS health care plan. 
· The NHS Lincolnshire children and young people’s aftercare plan must clearly identify the interventions that are related to Section 117 aftercare entitlement and those identified needs that are not related to Section 117 aftercare.

16.1 Section 117 aftercare needs.
Needs arising from or related to the CYP’s mental disorder
· Needs that reduce the risk of a deterioration of the CYP’s mental condition and
· accordingly, reducing the risk of the CYP requiring admission to a hospital again for treatment for mental disorder. 

16.2 Non-Section 117 aftercare needs 
A CYP in receipt of aftercare services under Section 117 aftercare may also have or develop needs that do not arise from, or are not related to, their mental disorder, and so do not fall within the scope of Section 117 aftercare, for example physical health needs. These needs not related to the Section 117 aftercare, cannot be funded as Section 117 aftercare, and must be funded by statutory services or outside of the Section 117 aftercare needs by Continuing Healthcare for example.
Referrals to the appropriate agency may be required for identified non-Section 117 aftercare unmet needs.

16.3 Where there is debate around ‘is this a Section 117 aftercare need’
There is often debate around those needs where it may or may not be a Section 117 aftercare need, in these cases the assessors will need to identify the need and the reasoning for their decision (the assessors must make a decision as to a Section 117 aftercare need or not a 117 aftercare need) if there is a differing of opinion this will need to be flagged up to the CYP Section 117 Quality Assurance Group who will advise the assessors on where the need sits and the rationale behind this to aid future decision making.

Care planning flow chart and Direct Payments / Personal Health budget information


16.4 Care programme approach (CPA) 
In summary the care programme approach (CPA) was the current framework which governs the assessment of needs and planning[footnoteRef:1] of care of mental health individuals. The CPA process is being refocused under NHS England “personalised care and support planning” services are developing more personalised approaches to their care and support processes. This includes individuals who are entitled to Section 117 aftercare. The CYP currently on the CPA system will remain on CPA until another system is communicated and implemented. It must always be remembered that this is the families plan and services should facilitate integration into the family setting. A holistic approach is required during the assessment. [1: ] 

[bookmark: _Hlk158709409]
17.0 Section 117 aftercare process following identification of Section 117 aftercare needs.
Process of securing support.
1. [bookmark: _Hlk187847584]Assessment of Section 117 aftercare needs with CYP and Parents/Guardians/Carers + MDT.
2. Care Planning with CYP and Parents/Guardians/Carers + MDT.
3. Where aftercare needs have been identified and agreed the Section 117 aftercare Lead Professional will in conjunction with the allocated Social Worker coordinate the options to meet the identified needs.
4. The options can relate to statutory services that exist within the services and can be utilised, or an independent provider where there is a funding requirement.
5. Where statutory services are identified in meeting a need a referral is made to the appropriate directorate.
6. Where there is a need for a package of care to be funded this will be detailed and forwarded to the CYP Section 117 aftercare Quality Assurance Group (meets monthly) with the assessment, care plan and other relevant information, (Risk assessments, desired outcomes from the care package, provider details, options considered). It is advisable to take the opportunity to pre-inform the CYP Section 117 aftercare Quality Assurance Group of a CYP, that a care package is being sourced and the expected time scale for presenting it to the group). A referral form is located at the icon below
7. A.  For the ICB three quotes are required in respect of funded care packages (ICB financial process and ICB role to source the quotes), 
B.  For the Local Authority the information is passed to the Placement Search Team for action. 
Time must be allowed for approval for funded packages of care, prior to the planned discharge, to ensure all aftercare need are in place at the point of discharge.
8. The CYP Section 117 aftercare Quality Assurance Group will either 
A. approve the package of care or  
B. defer providing the Lead Professional with details of what needs to be done to progress meeting the aftercare needs. 
9. Any provider shadowing or relevant information shared with the funded service is agreed and in place.
10. Once the package is approved an implementation date is agreed linked to the date of discharge. 
11. CYP identified as clinically ready for discharge from hospital and the agreed care package in place at the point of discharge.
12. The Parents/Guardian/Carers provide informal care, the Lead Professional to double check their readiness for the discharge.
13. Aftercare services commence.
14. Review process commences. Information from each review is forwarded to the CYP Section 117 aftercare Quality Assurance Group. 
Review process CYP                Referral form to the CYP Section 117 Aftercare Quality Assurance Group


[bookmark: _MON_1812802367]                                                         
 Review form information to the CYP Section 117 Quality Assurance Group

[bookmark: _MON_1798966069]    

Time Scales
All packages of care must be sourced in a timely way and essentially being in place at the point of the CYPs planned discharge date. A delay in discharge should not occur due to a delay in process bearing in mind the process of sourcing providers and seeking approval from the CYP Section 117 aftercare Quality Assurance Group who meet monthly. 
Where there is a delay in discharge this will be escalated to: 
· For Lincolnshire County Council the Head of Children’s Services for the area in which the CYP lives in
· For NHS Integrated Care Board, the Chief Commissioning Manager (Mental Health, Intellectual Disabilities & Autism)
· Where appropriate the Joint Delivery Board


Sourcing packages of care
The core purpose of any care and support is to help individuals to achieve the identified outcomes that matter to them and their family.
All care packages must be identified on the plan of care, in line with the identified assessed needs, identification of support needs for individuals is through assessment, and care planning processes.
Everyone’s needs are different and personal to them, consideration as to how to meet each person’s specific needs rather than simply considering what service they will fit into. The concept of meeting needs recognises that modern care and support can be provided in any number of ways rather than the previous traditional models. Direct payments and Personal Health Budgets can provide freedom to support the identified needs in different ways. Discussion and communication is key in the team around the child getting the correct support in the correct way to the CYP and their family.
When sourcing packages of care the ICB requires 3 quotes, and Social Care pass to their Placement Search Team. Timely communication is required at an early stage to ensure each agencies process are followed, to ensure identified aftercare needs can be met at the point the CYP is clinically ready for discharge.

18.0 Reviews (Section 117 aftercare).
The identified Section 117 aftercare Lead Professional is responsible for ensuring Section 117 aftercare needs are reviewed at the agreed timescale, recording progress towards the CYP’s goals/ independence, community presence, integration within the family and supported with a focus on promoting recovery. The Section 117 aftercare can be integrated into the team around the child reviews.

The Section 117 aftercare Lead Professional will give consideration as to, who needs to be involved in reviewing the Section 117 aftercare needs of a CYP. The child or young person and their Parents/Guardians/Carer, an appropriate representative from Social Care and from the NHS, and other relevant professionals involved in the ongoing support of the CYP. The list of potential attendees can be found at paragraph 12 above.

18.2 Review time scales 
Aftercare reviews should take place at intervals of 72 hours post discharge, 6 weeks post discharge, 6 months post discharge, 12 months post discharge and annually thereafter, extra ordinary reviews can be convened as required. Progress with each aftercare need should be recorded, and where applicable adjusted, any funding implications would need ratification by the CYP Section 117 aftercare Quality Assurance Group.. 

· If the individual is discharged from hospital into adult services the first review will be 72 hours post discharge, 6 weeks, 6 months 12 months and annually thereafter 
· If the individual has been discharged and is in receipt of aftercare services prior to their 18th birthday and transitioning into adult service reviews should follow the agreed timescales if there is no change to the package of care the reviews will continue as planned.
· Should there be a change to the care package the first review will be after 72 hours following the change and the agreed time frame followed of, 6 weeks, 6 months 12 months and annually thereafter.  

18.3 Consideration to end entitlements and eligibility at reviews
It is at review meetings that consideration to end either an entitlement(s) or eligibility for Section 117 aftercare will be discussed

19.0 Ending Entitlement and eligibility in relation to Section 117 aftercare.
19.1 Duty to provide Section 117 aftercare
The Code of Practice also states (paragraph 27.3) that the ‘duty to provide aftercare services continues as long as the CYP is in need of such services’ and confirms (in paragraph 27.19) that ‘the duty to provide aftercare services (for Lincolnshire eligible CYP) exists until both the Lincolnshire Integrated Care Board and Lincolnshire County Council are satisfied that the CYP no longer needs them. Circumstances in which it is appropriate to end such services vary by individual and the nature of the services provided.  

19.2 Note in respect of differing responsible authorities
Please note the responsible commissioners for a CYP may come from different authorities in as much as the NHS ICB may be Nottingham and the Local Authority may be Lincolnshire or vice versa, the same principals will apply to all relevant responsible commissioners for Section 117 aftercare. Similarly, health services may come from different Integrated Care Boards for non-Section 117 aftercare health needs for example if an individual who has Section 117 aftercare funded by Lincolnshire ICB moves area their 117 aftercare needs are still funded by Lincolnshire ICB, however, if they change GP practice to the new area and develop other non-related Section 117 aftercare health needs these could be funded by the ICB in the new area. The current Who pays? Determining which NHS commissioner is responsible for making payment to a provider is the relevant document for guidance.

19.3 Change of the responsible commissioners.
Once Ordinary residence is confirmed the responsible commissioner role remains with the Integrated Care Board and Local Authorities until ended, therefore for those CYP whose ordinary residence is Lincolnshire the Lincolnshire County Council and the NHS Lincolnshire Integrated Care Board remain the responsible authorities irrespective of where the CYP lives in the future, if the Section 117 aftercare eligibility remains in place. Only once the eligibility has been ended does the ordinary residence re commence if the individual has moved area or GP practice. Should a second eligible detention occur the responsible Local Authority revert to the ordinary residence criteria if the CYP moved to a different area, whilst the original ICB retains the commissioning responsibility should there be a further eligible section detention. 

19.4 Reviewing the need for Section 117 aftercare
Aftercare under Section 117 may not continue indefinitely, and each CYP’s needs and circumstances should be reviewed at the identified time scales. The MHA Guidance makes it clear that even if the CYP is settled well in the community, they may still need Section 117 aftercare services to reduce the likelihood of a relapse, or to stop their condition deteriorating. Section 117 aftercare services should therefore end only if the CYP has been functioning well for a sustained period and no longer needs services that meet the statutory definition for Section 117 aftercare. 

19.5 Ending Section 117 entitlement(s)
Consideration to end an entitlement would be considered at a review meeting where one of the topics under review is the Section 117 aftercare. If there is agreement for an entitlement, or all entitlements to end this recommendation and supporting information should be forwarded for ratification by the CYP Section 117 aftercare Quality Assurance Group. The views of the CYP and their Parents/Guardians/Carers will form an important part of the discussion.
All decisions must be recorded as evidence of the outcome. 

Supporting information will include
· The review assessment documents, for LCC the Child and Family assessment and review documents identifying progress.* 
· The review Joint health assessment and care and review document.*
· Reports from other professionals involved
· Reports from providers of a service
· Risk assessments
· Care records
· The CYP’s/family views.*
· Which services are to be discontinued.*   
Note this is not an exhaustive list, the items marked with an * are mandatory information to be forwarded to the CYP Section 117 aftercare Quality Assurance Group.

19.6 Formal letter
[bookmark: _Hlk188353840]A formal letter from the chair of the CYP Section 117 aftercare Quality Assurance Group outlining the ending of one or more entitlements will be sent to the CYP and their Parents/Guardians/Carers.
See icons below
Template letter ending entitlement(s)                  Guidance for completing letter ending entitlement(s)


                                                                             
Eligibility for services under Section 117 aftercare remains in place until eligibility is ended.

19.7 Ending Section 117 aftercare Eligibility
Aftercare eligibility under Section 117 may not continue indefinitely, and each CYP’s needs and circumstances should be reviewed regularly. The MHA Guidance makes it clear that even if the CYP is settled well in the community, they may still need Section 117 aftercare services to reduce the likelihood of a relapse, or to prevent their condition deteriorating. Section 117 aftercare services should therefore end only if the CYP has been functioning well for a sustained period and no longer needs services that meet the statutory definition for Section 117 aftercare. 

The initial consideration to end Section 117 aftercare eligibility would be made at a meeting (multi-disciplinary) where section 117 aftercare review of CYPs on Section 117 aftercare which is an agenda item as part of that meeting, this review can be a part of another planned meeting, with a specific Section 117 aftercare review agenda item. 
 
A Section 117 aftercare team around the child multi-disciplinary discharge meeting must be convened when discharge from Section 117 eligibility is considered, and all decisions must be recorded as evidence of the outcome. The views of the CYP and their Parents/Guardians/Carers should form an important part of the discussion. If there is agreement that Section 117 aftercare eligibility can be ended/discharged, this will be recommended to the CYP Section 117 aftercare Quality Assurance Group with supporting information as described above, who will take a final decision, this decision will be communicated in writing by the chair of the CYP Section 117 aftercare Quality Assurance Group to the individual and their Parents/Guardians/Carer. 
A formal letter from the chair of the CYP Section 117 aftercare Quality Assurance Group outlining the ending of the Section 117 aftercare eligibility will be sent to the CYP and their Parents/Guardians/Carers.
Supporting information to be forwarded to the CYP Section 117 aftercare Quality Assurance Group is identified at paragraph 24.3 below.
Template letter ending Section 117 eligibility             Guidance for completing letter ending eligibility


[bookmark: _MON_1805551200]                                                                                                                                   

19.8 Informing the LPFT Mental Health Act Administrators. 
The Mental Health Act Administrators must be informed of any Section 117 eligibility ending.

20.0 Process for reinstating Section 117 aftercare.
20.1 Reinstating Section 117 aftercare
Where it is determined that a CYP who is eligible for Section 117 aftercare has had their eligibility or entitlement ended prematurely, and there is a need to reinstate care in respect of; “meeting a need arising from or related to the CYP’s mental disorder and reducing the risk of a deterioration of the CYP’s mental condition and, accordingly, reducing the risk of the CYP requiring admission to hospital again for treatment for mental disorder”. Reinstatement of eligibility and entitlement should follow the process for review identified in the flow chart at the icon below.

Flow Chart reinstating Section 117 aftercare



20.2 Assessing the urgency of the need to reinstate Section 117 aftercare
The Section 117 aftercare Lead Professional will assess the urgency of the need to reinstate eligibility or entitlement for Section 117 aftercare and takes appropriate action to meet urgent need via interagency communication and agreement or, if non urgent via the agreed process of review and process through the CYP Section 117 aftercare Quality Assurance Group, who will be furnished with all relevant information and will review the premature ending of the case for learning points.

20.3 Urgent need 
Urgent decisions that are required must be escalated via an extraordinary meeting of the CYP Section 117 aftercare Quality Assurance Group or escalated via an electronic panel process with a decision expected within 6 working hours. Members of the CYP Section 117 aftercare Quality Assurance Group will be the escalation point for the urgent case and prioritise to ensure a response 
within the six-hour time scale. Escalation will be via email and telephone.  

Section 117 aftercare urgent funding request form 




20.4 Informing the LPFT Mental Health Act Administrators
The Mental Health Act Administrators must be informed of the change in the mental Health Act status of a CYP.  
[bookmark: _Hlk145922746]
21.0 Disengagement from service.
Eligible CYP and Parents/Guardians/Carers are under no obligation to accept the aftercare services they are offered following assessment, any decisions they may make to decline them should be fully informed. An unwillingness to accept services does not mean that the CYP does not need to receive services, nor should it preclude them from receiving services later under Section 117 aftercare should they change their mind.  Discussion on an individual basis to ensure all legal obligations are maintained such as those relating to a Community Treatment order (CTO).
When a CYP becomes disengaged with services or refuses to accept aftercare services, the entitlement does not automatically lapse and the care team should ensure that needs and risks are reviewed and, where possible, communicated to the CYP.
Aftercare services under Section 117 aftercare should not be withdrawn solely on the grounds that: 
· The CYP has been discharged from the care of specialist mental health services.Reinstating an Ended s.117
Requests to reinstate s.117 can come from individual/family or health and social care professionals
Is patient still open to CMHT?
YES
NO
UNKOWN
Request from Health Professionals
Contact SPA Telephone: 0303 123 4000 
Email: Lincs.spa@nhs.net
Requests from service user
Contact your G.P


Contact CMHT to inform them of request.
Follow s.117 review process

Follow referral procedure 


· An arbitrary period has passed since the care was first provided.
· The CYP is deprived of liberty under the MCA.
· The CYP has returned to hospital informally or under a Mental Health Act Section 2.  
· The CYP is no longer on a CTO. 
· The CYP is no longer on Mental Health Act Section 17 leave.

Even where the provision of aftercare has been successful in that the CYP is now well settled in the community, the CYP may continue to need aftercare services to prevent a relapse or further deterioration in their condition.

22.0 Responsible commissioning authorities prior to and after ending eligibility.  
Lincolnshire County Council and the Lincolnshire NHS Integrated Care Board remain the responsible authorities irrespective of where the CYP lives if the Section 117 aftercare entitlement remains in place. Only once the eligibility has been ended/discharged the responsible commissioning authorities may revert to the Local Authority under ordinarily residence and originating ICB under the GP registration, should there be a further eligible section detention.
[bookmark: _Toc114050529][bookmark: _Toc115690312]
23.0 Recording Section 117 aftercare information.
Records must be managed in accordance with the law and local policies and procedures. Health and Social care professionals also have professional responsibilities for example, complying with the Caldicott Principles and record keeping standards. 

Good record keeping is an essential part of the accountability of organisations to those who use their services. Maintaining up to date records is vital to individuals care and safety.
An accurate written electronic record detailing all aspects of CYP monitoring is important, it contributes to the circulation of information amongst the different Professionals and teams involved in the CYP's treatment/care and progress. Accurate record keeping indicates a healthy respect for the CYP and colleagues as an up-to-date information record. Records relating to the care, treatment, and progress of each CYP using the service must be kept as defined by each Authority and be fit for purpose which means they must be complete, legible, Indelible, accurate, and up to date, with no undue delays in adding information as far as is reasonable.
23.1 Information input to data base(s)
Details entered onto each organisations data base must be completed in full and should indicate that the CYP is eligible for Section 117 aftercare for LPFT using RIO and LCC using MOSAIC and for ICB Broadcare, practitioners from LPFT, LCC and ICB should be able to check the mental health act status on their database as described in paragraph 6.0 above for RIO and MOSAIC users.  

24.0 Lincolnshire County Council and NHS Lincolnshire Integrated Care Board Section 117 aftercare Funding Agreement.
Funding for Section 117 aftercare CYP will be discussed by the respective commissioning Authorities on an individual basis, through the CYP Section 117 aftercare Quality Assurance Group, the process for agreeing funding must involve individuals who can make decisions in relation to funding to prevent any delays in meeting the entitlement for Section 117 aftercare services.
24.1 Urgent Care Pathway meeting
The Urgent Care Pathway meeting discuss all aspects of the operational day to day CYP individuals at risk of admission, those individuals admitted which includes those CYP on an eligible section and entitled to Section 117 aftercare and those individuals in inpatient settings who are detained on non-eligible sections or informally admitted.


Draft CCETT Standard Operating Procedure V.4.0 (LPFT)



24.2 Section 117 aftercare CYP Out of Area Treatments Panel (CYP OATs)
The Section 117 aftercare CYP OATs Panel will consider individual CYP Section 117 aftercare requests for funding where a service, intervention or treatment falls outside existing service agreements. It is anticipated that the requests will be submitted due to an unmet need or due to an un-commissioned service. The Panel will also oversee and monitor the type and nature of the requests with a view to identifying themes and making recommendations for planning to address those service gaps in Lincolnshire. The terms of reference for this group can be found at  the icon below. 

Terms of reference Section 117 aftercare Out of Area Treatments Panel

               

24.3 CYP Section 117 aftercare Quality Assurance Group
The CYP Section 117 Aftercare Quality Assurance Group provides joint agency managerial monitoring of Section 117 aftercare application across Lincolnshire. Including for those CYP preparing for, discharge, packages of care from statutory or a  funded care package relating to Section 117 aftercare, reviews and provides ratification for ending entitlements or eligibility for Section 117 aftercare. 
Contact point for CYP Section 117 aftercare Quality Assurance Group
The CYP Section 117 aftercare Quality Assurance Group can be contacted via licb.mhldateam@nhs.net. All correspondence must have S117 in the subject of the email.  
The terms of reference for the CYP Section 117 aftercare Quality Assurance Group can be found at  the icon below.

[bookmark: _Hlk187935263]Terms of reference CYP Section 117            List of supporting information
aftercare Quality Assurance Group                                                                                                  


[bookmark: _MON_1805547952][bookmark: _MON_1805612619]                                                                                                                                                           

24.4 Introduction to Direct Payment (Social Care) and Personal Health Budgets (NHS Health Care)
CYPs who are eligible for Section 117 aftercare, following assessment by a Social Worker and an NHS Health worker can offer a Social Care Direct Payment and a Personal Health Budget in respect of their entitlement for service(s).
The criteria is set out in the relevant agency policy:



For Lincolnshire County Council, ‘Direct payments policy’ this can be found at the icon below. 


Direct Payments Policy LCC
Direct payments policy - Lincolnshire county council.

For NHS Lincolnshire Integrated Care Board ‘Lincolnshire Personal Health Budget Direct Payment Guidance. This can be found at the icon below.

Personal health budget policy ICB 
Personal Health Budgets - Lincolnshire ICB

24.5 Working together with funding packages 
The Local Authority and the Integrated Care Board are integral partners in the effective delivery of personalisation through Direct Payments (Social Care) and Personal Health Budgets (Health). Lincolnshire County Council and NHS Lincolnshire Integrated Care Board work closely with each other to ensure processes are aligned for any CYP who receive a Direct Payment via Social Care and a Personal Health Budget from the ICB (through a jointly funded package).

24.6 Process for offering Direct payments and Personal health budgets
The process for offering and making Direct payments and personal health budgets are described in the respective policies for Lincolnshire County Council and NHS Lincolnshire Integrated Care Board, 
For LCC Direct Payments aren’t currently widely used across CYP Social Care (except in relation to children with disabilities) and agreement that this is a further process/way of working in its own right that will need developing across social care teams for the purpose of aftercare provision.

Direct payments and Personal Health Budgets
Where there is a decision taken by the CYP and their Parents/Guardians/Carers for a direct payment or a personal Health budget, the Section 117 aftercare Lead Professional will refer directly to
· The allocated Social Worker to discuss eligibility and the provision of Direct Payments in line with the identified Section 117 aftercare needs.
· Contact the Integrated Care Boards Mental Health Learning Disability and Autism team who will action the eligibility and the requirements of processing the Personal Health Budget in line with the agreed Section 117 aftercare needs. Referral by the Section 117 aftercare Lead Professional to:
The Mental Health, Learning Disabilities & Autism Commissioning Team: Email licb.mhldateam@nhs.net
[bookmark: _Hlk133403374][bookmark: _Toc115690320]
Icon: Additional information how Direct Payments and Personal Health Budgets can support individual CYP.


[bookmark: _Hlk149639493]
25.0 Transition planning.
Transition planning and referrals for children and young people into adult services in respect of Section 117 aftercare should be identified at age 16, at the very latest or immediately if aged over 16 on admission, where aftercare services are or may be required at the age of 18 years and transferring to adult services. Referrals will be made following the local protocols for each agency.

There are other time scales in respect of planning for adulthood these plans including the Section 117 aftercare must dovetail together the statement above relates to the referrals to adult services in respect of Section 117 aftercare and does not prevent prior and ongoing planning for adulthood which is good practice:
· For young people with education, health, and care plans this must happen from year 9, as set out in the Children and Families Act 2014. For young people leaving care, this must happen from age 15-and-a-half.
· For young people with a child in need plan, an education, health and care plan or a care and support plan, local authorities must carry out a review, as set out in the Children Act 1989, the Children and Families Act 2014 and the Care Act 2014. 

Legislation and the respective responsibilities of the ICB and LA and are different in CYP and adult services.  

Referral to the appropriate adult service is an important step in preparing for the transition into adult services and should be made at the latest at age 16 years.

· The NICE quality standard QS140 Transition from CYP to adult services sets out some fundamental principles of assuring an effective transition, along with the NICE guidance for transition (NG43) which is a separate and more comprehensive document both can be found at the icons below
· Transition: moving on well sets out good practice for health professionals and their partners in transition planning for CYP with complex health needs or disabilities. 
· A Quick Guide: Commissioning for transition to adult services for young people with Special Educational Needs and Disability (SEND) explains how all relevant services should work together with a young person to identify how they can best support that person to achieve their desired outcomes. 



NICE quality standard QS140 Transition (Updated 2023)                              
Overview | Transition from children’s to adults’ services | Quality standards | NICE

NICE guidance for transition (NG43)from CYP to adult services                              
Overview | Transition from children’s to adults’ services for young people using health or social care services | Guidance | NICE                                                                               

[bookmark: _Hlk133403392]25.1 Section 117 aftercare Lead Professional and Transition to Adult services 
Transfers of responsibility from CYP to Adult services will be the responsibility of the identified CYP Section 117 aftercare Lead Professional  in ensuring  that transfer of care is agreed, and all relevant information is transferred in a timely manner in accordance with the organisations transitions/transfer policy, the Section 117 aftercare Lead Professional will remain the Lead Professional until the adult multi-disciplinary team identifies a Section 117 aftercare Lead Professional and transfer of these professional roles is agreed. 

The identification of CYP who may require a transition plan is through the urgent care meetings and managed through the Team around the child meetings which will include the respective adult services.
There is an awareness that some services will not accept referrals prior to age seventeen and a half years. It is in the best interest of each CYP to be assessed for transition on an individual basis, the identification at age seventeen years allows for time to arrange aftercare where needs may be complex and require additional time for assessment to implementation. This is a very small cohort of CYP with very differing needs, which requires sensitivity in planning when in transition.

25.2 Adult assessment and care planning tools for individuals transitioning into adult services
The adult policy and the procedures and guidance and agreed assessment and care planning/review tools should be used when transitioning into adult services.  

The assessment and care planning tools when transitioning into adult services are the relevant agency assessment and care planning tools which can be located within the (adult) Section 117 aftercare procedures and guidance document for adults at the adult appendix ?
[bookmark: _Hlk133403431]
Transition Principles for young people. 



25.4 Transition planning Adult Learning Disability services.
For Lincolnshire learning disability service there is a partnership arrangement under Section 75 of the NHS Act 2016, the arrangement shall comprise “the delegation by NHS Lincolnshire ICB to Lincolnshire County Council of the NHS Functions in respect of those Lincolnshire individuals eligible for Mental Health Act Section 117 aftercare, so that it may exercise the delegated NHS functions alongside the Council Functions and act as commissioner of the services with a pooled budget  The pooled budget enables the Local Authority to manage and maintain the staffing and funding arrangements on behalf of the NHS Integrated Care Board for those individuals transferring to adult learning disability services via the pooled budget. There is a single point of contact within Lincolnshire Count Council for NHS and social care referrals for CYP Learning Disability individuals transitioning into adult learning disability services and includes those individuals eligible for Section 117 aftercare. 

There will occasionally be a CYP with a learning disability and Section 117 aftercare eligible who is the responsibility of Lincolnshire NHS Integrated Care Board but with a Local Authority other than Lincolnshire, in these cases the NHS commissioning will be the responsibility of the ICB’s Mental Health, Learning Disability, and Autism team, and the relevant Local Authority as these CYP in transition are not part of the section 75 learning Disability agreement.   

25.5 Funding agreements on transfer to adult services
[bookmark: _Hlk172108362]For Learning Disability and working age Section 117 aftercare individuals, when transitioning into adult services there is an agreement on the level of funding for each organisation. Lincolnshire County Council and Lincolnshire Integrated Care Board have funding agreements in place. The figure for deciding the 65%, 35% split for working age adults at the respective Section 117 Quality Assurance Groups will be reviewed annually and uplifted in line with inflation as agreed by LCC and the ICB. The annual figure will be agreed through the Joint Delivery Board and communicated out prior to 1st April each year.

26.0 Learning Disability and people with autism programme (LDA programme) (previously Transforming Care).
The LDA programme relates to those CYP who have a learning disability, autistic people, or both and especially focuses on people with behaviour of concern, or a mental health condition. 
In February 2015, NHS England publicly committed to a programme of closing inappropriate and outmoded inpatient facilities and establishing stronger support in the community.
[bookmark: _Hlk150768963]NHS England rolled out a programme of Care, (Education) and Treatment Reviews (C(E)TRs) of individuals to prevent unnecessary admissions and avoid lengthy stays in hospital. 

26.1 LDA programme, eligibility to Section 117 aftercare and funding 
CYP in hospital on the LDA programme, Care, (Education) and Treatment Reviews pathway, and are detained on one of the eligible mental health act Sections, will be eligible to Section 117 aftercare upon discharge from the section. 
The entitlement to services with funding will be agreed following assessment and care planning on a case-by-case basis. 

26.2 Funding for individuals when discharged from hospital after their 18th Birthday
For individuals on the LDA programme pathway should they become 18 years of age prior to discharge, the first 3 months of any funded aftercare package is 100% funded by Health with a review at 3 months to ascertain the lead agency and the split of funding is implemented as noted in 24.5 above.  

27.0 Mental Health Review Tribunals.
If you are new to Mental Health Act Tribunals (MHRT) they consist of
· a judge – the chairperson of the panel
· a medical member – a psychiatrist (but not one who works in the hospital you are in)
· a lay member – a professional with relevant experience

The MHRT will:
· request a report prior to the hearing by a specified date
· look at the mental health of the CYP and how well they are recovering
· speak to the professionals involved in the CYP’s care
· ask for up-to-date reports, (for the Section 117 aftercare Lead Professional it is always advisable to inform the MHRT of the plans or anticipated plan on discharge usually in the report that is required prior to the hearing).

They will use this information to decide if the CYP: 
· still fits the conditions for being sectioned, or
· should be discharged from Section and possibly leave hospital
[bookmark: _Hlk150768094]28.0 Joint Professional Resolution and Escalation Protocol in relation to Section 117 Aftercare.
The Joint professional resolution and escalation protocol document identifies the principals for resolving differences between professionals and agencies, these principals have been extracted from the Lincolnshire Safeguarding Adults Partnership, ‘Joint Professional Resolution and Escalation Protocol October 2022’
Where there is the need for an escalation process this will be agreed via multi-agency and line management interventions in line with the principals at the extract of principals taken from the Lincolnshire Safeguarding Adults Board, Lincolnshire Safeguarding Children Board and the Safer Lincolnshire Partnership taken from the ‘Joint Professional Resolution and escalation protocol October 2022’  this can be found at the icon below.
Providers, commissioners, and other relevant organisations should work together to ensure that the quality of commissioning and provision of mental health care services are of high quality and are given equal priority to physical health and social care services. 

Whilst all relevant services should work together to facilitate a timely, safe, and supportive discharge from detention, in order to facilitate Section 117 aftercare, differences may arise. Any difference that arises with regards to Section 117 aftercare, within the responsible organisations, are to follow the principals identified in the above document, using line management and multi-agency meetings escalation where necessary.

[bookmark: _Toc108430081][bookmark: _Hlk150768528]Where there is a difference regarding funding and/or commissioning the principals of the Joint Professional Resolution and Escalation Protocol will be followed, including the provision of ‘without prejudice’ funding by the authority with the primary duty of care at the time, pending resolution of the issue, and if neither is currently funding or prepared to fund, this should be on a 50/50 basis between the Local Authority and the Integrated Commissioning Board (ICB). This will avoid funding disputes detrimentally affecting an individual’s care or causing undue delay in discharging the CYP from hospital.  All relevant information should be provided to enable informed discussion towards a resolution. 

Joint Professional resolution and escalation Protocol



[bookmark: _Hlk150869798]28.1 Disputes between other Local Authorities and Integrated Care Boards.
Where there is a difference between a Lincolnshire Local Authority and another Integrated Care Board, or vice versa the Joint Professional Resolution and Escalation Protocol process can be invoked, in agreement with both authorities, this can be the initial step in resolving the difference, prior to moving to the nationally agreed processes as described below in paragraphs 28.3 for Integrated Care Boards and below for Local Authorities. 

Disputes between Local Authorities, the dispute resolution for Local Authorities is laid out in the Care Act 2014 “statutory instruments 
2014 No. 2829 The Care and Support (disputes between Local Authorities) regulations 2014. 

28.2 Funding arrangements where there are difference of opinion.
Neither the ICB nor LCC should unilaterally withdraw from an existing funding arrangement without a joint re-assessment of the individual, and without first consulting one another and informing the individual about the proposed change of arrangement. Any proposed change should be put in writing to the individual by the organisation that is proposing to make such a change. If agreement cannot be reached on the proposed change, the Joint Professional Resolution and Escalation Protocol should be followed, and current funding arrangements should remain in place until resolution.

28.3 Dispute resolution process for ICBs within the NHS in England.
Appendix 1 of the “who pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers sets out principles which apply where there is disagreement about a responsible commissioner issue between ICBs, or between ICBs and an NHS England commissioning team, and describes the formal dispute resolution process to be followed where a disagreement cannot be resolved locally. A template for national arbitration can be found at appendix 3 if all local processes have been unable to resolve the dispute, this can be found at    https://www.england.nhs.uk/publication/who-pays-determining-which-nhs-commissioner-is-responsible-for-commissioning-healthcare-services-and-making-payments-to -providers/
This process applies only within the NHS in England. It does not apply to disputes involving an NHS commissioner and a local authority, nor does it apply to cross-border disputes within the UK. There is, however, a separate process for dispute resolution between NHS bodies in England and Wales set out in England / Wales Cross Border Healthcare Services: Statement of values and principles. 
A template for escalating for national arbitration after all local dispute processes have been exhausted without 

29.0 Complaints.
Where individuals express dissatisfaction with any aspect of their Section 117 aftercare collaborate engagement is required to resolve the complaint in the first instance. If an individual remains dissatisfied and wishes to make a formal complaint this should be done in line with each partnership organisations complaints procedure. One collaborative response from the agencies involved will be made to the complaint through each organisations complaint department and delivered to complainant by the Section 117 Lead Professional.


	Organisation
	e-mail

	Lincolnshire County Council
	CustomerRelationsTeam@lincolnshire.gov.uk

	Lincolnshire Partnership Foundation Trust
	PALS@lpft.nhs.uk

	NHS Lincolnshire Integrated Care Board (ICB)
	Informal advice: LHNT.LincsPALS@nhs.net
Formal Complaint: licb.feedbacklincolnshireicb@nhs.net 




30.0 Training.
Each partnership organisation is responsible for providing sufficient and suitable level of training for each of their employee groups in respect of section 117 aftercare.
To ensure all staff involved in the operationalising this policy should have an appropriate knowledge of the Mental Health Act and in particular Section 117 aftercare.
Any employee who has queries regarding the content of this policy should contact their Line Manager for clarity in the first instance.
[bookmark: _Toc115690324]
31.0 References.
· supreme court Judgement 10th August 2023 R (on the application of Worcestershire County Council) V Secretary of State for Health and Social Care 
· Mental Health Act 1983 (as amended 2007)
· “Who pays?  Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers (2024 version)
· Shah v London Borough of Barnet (1983) 1 All ER 226
· 2005/2019 Mental Capacity Act. (2005  Mental Capacity Act 2005),   (2019 amendment newbook.book )
· Children Act 1989/2004 Children Act 2004 
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· Mental Health Act Code of Practice 2015. Code of practice: Mental Health Act 1983 - GOV.UK 
· Children and Families Act 2014 newbook.book. 
· Discharge from mental health inpatient settings (26 January 2024) Discharge from mental health inpatient settings - GOV.UK
· People with Learning Disability and Autistic People LDA (previously Transforming Care). NHS England Homes not hospitals. 
· Direct Payments policy Lincolnshire County Council 9 June 2022
· Personal Health budgets NHS Lincolnshire Integrated Care Board 
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This agreement documents instances of systematic sharing of personal data between the named partners.  It assists in demonstrating respective responsibilities for compliance with data protection legislation.



Sharing of personal data must be compliant with current data protection legislation. For the purposes of this agreement, 'data protection legislation' means the UK General Data Protection Regulation ("UK GDPR") and the Data Protection Act 2018 ("DPA 2018").



This agreement does not of itself make the sharing of personal data lawful. This agreement evidences how the requirements of data protection legislation are being adhered to, providing Partners with assurance that agreed controls are in place to ensure that personal data is managed appropriately and lawfully. 



[bookmark: _Toc498515867][bookmark: _Toc507068980][bookmark: _Toc105664403]Partners



The following are defined as Information Sharing Partners (the “Partners”) for the purpose of this agreement:



		Organisation:

		Status - Controller[footnoteRef:2] / Joint Controller / Processor[footnoteRef:3]: [2:  Controller – a person, public authority, agency or other body which, alone or jointly with others, determines the purposes and means of the processing of personal data. 
]  [3:  Processor – any person (other than an employee of the controller) who processes the data on behalf of the controller
] 




		

Lincolnshire County Council (“LCC”)

County Offices

Newland

Lincoln

LN1 1YL



		

Controller



		

NHS Lincolnshire Integrated Care Board (“LICB”)

HQ Bridge House

The Point

Lions Way

Sleaford

NG34 8GG



		

Controller



		

Lincolnshire Partnership NHS Foundation Trust (“LPFT”)

St. George’s

Lincoln 

LN1 1FS



		

Controller 









No changes to participating partners will be made without the consensus of the signatories to this agreement. Any such changes will be captured within an updated version of this agreement and circulated as soon as practicable to all partners.



All Partners to this agreement shall appoint a Single Point of Contact (“SPOC”) who will be responsible for ensuring that the terms of this agreement are applied within their respective organisations. 



Any person who is unclear about any aspect of this agreement must contact their SPOC in the first instance.



Contact details for each SPOC are listed at Annex A, together with the details of each partner’s Data Protection Officer. 





[bookmark: _Toc498515868][bookmark: _Toc507068981][bookmark: _Toc105664404]Purpose of Sharing



This purpose of sharing is:



		

· To support the provision of mental health aftercare services for children and young people (CYP) who have been detained in hospital for treatment under certain qualifying provisions of the Mental Health Act 1983 and who require aftercare services. 



· To meet the requirements of the Section 117 aftercare Joint agency Mental Health Act Policy and its associated Procedure’s and Guidance, in particular:

· Maintaining a ‘Section 117 Master List’ 

· Enabling staff to share clinical information in order to determine an individual’s Section117 aftercare needs.





		S.117 Services



Section 117(2) of the Mental Health Act 1983 (as amended by the Mental Health Act 2007) (“the Act”) puts a duty on Integrated Care Boards (“ICBs”) and Local Authority Social Services (“LAs”) to provide, or to arrange for the provision of, aftercare services for CYP who are eligible to be in receipt of such aftercare services identified in Section 117(1) of the Act.



It is a legal requirement that people eligible for Section 117 aftercare do not have to pay for those services.



In addition, Section 75(1) of the NHS Act 2006 allows ICBs and LAs to enter into arrangements for delivering aftercare services. 



The three partners to this agreement have created and approved for use a multi-agency Children and young people Mental Health Act Section117 aftercare Joint Policy and procedures. 



The Section 117 aftercare Joint Procedures and Guidance sets out a method for identifying, capturing and sharing patient personal data between the three partner organisations. 



The benefits of this sharing are that it enables and ensures that: 



· Only individual’s eligible for Section 117 aftercare are identified.

· Eligible individuals are not unlawfully charged for any Section 117 aftercare services to which they are entitled.

· Clinical information to determine the CYP’s needs and packages of aftercare are provided between the partner agencies at appropriate groups to identify and ratify aftercare needs, quality and funding requirements. 

· Details of detention, commencement and discharge, and where applicable the ending of Section117 aftercare eligibility are readily accessible to the partners. 

· The LICB and LCC have access to information to assist with their current and future aftercare provisions and planning

· The sharing of section papers and AMPH reports between agencies to enable accurate details within the section 117 aftercare master list.









[bookmark: _Toc498515869][bookmark: _Toc507068982][bookmark: _Toc105664405]The Sharing Process



What: The following information will be shared:



		Personal Data[footnoteRef:4]: [4:  Personal Data – information relating to an identified or identifiable natural person, whether directly or indirectly, and with particular reference to identification by name, identification number, location data, online identifiers or to one or more factors specific to the physical, physiological, genetic, mental, economic, cultural or social identity of that person.
] 


· Name

· Date of Birth

· Contact information

· NHS Number

· Mosaic ID





		Special Category Data[footnoteRef:5]: [5:  Special Categories of Personal Data – personal data revealing racial or ethnic origin, political opinions, religious or philosophical beliefs, trade union membership, genetic data, biometric data, data concerning health, a person's sex life or sexual orientation.
] 


· Information about the individual’s health and wellbeing, and their day-to-day support needs

· Information that identifies cultural, spiritual or religious beliefs, only where this needs to be taken into account when providing support

· Details of current and past engagement with health and social care services

· Information about family relationships and other people involved in the individual’s care and support

· Details of any legal status and documents (e.g. section papers, transfer orders or court orders, immigration, Powers of Attorney etc.) 





		Only data relating to individuals who are assessed as eligible for Section 117 aftercare will be held in the Section 117 Master List. The information held in the Master List is limited to:



· Name

· Date of Birth

· NHS Number, Mosaic ID, RIO ID, Broadcare ID

· Details of the dates and specific sections of the mental Health Act











When: The information will be shared:



		

The information needed to determine an individual’s eligibility and aftercare needs, will occur on an ongoing basis, determined by the circumstances of each specific case. 











Who: The information will be shared with 



		

The Section 117 aftercare Master List will be maintained by the MHA Office at LPFT. 



The Section117 aftercare Master List will be made available to the Finance Team within LICB and on request by Lincolnshire County Council area teams. 



Personal data shared under the terms of this agreement must only be accessed where there is a clear business requirement.



Partners who are recognised as a Controller within this agreement may share the personal data with other parties and process it for their own purposes outside of the scope of this agreement, where they have determined that there is a lawful basis for doing so. Partners who do so are independently responsible for ensuring that any onward sharing meets the requirements of data protection legislation. 









How: Partner will share information by the following means:



		With regards to the Section 117 aftercare Master List:



Information will be shared between using encrypted email between the following accounts:



· LICB – licb.mhldateam@nhs.net

· LCC – lccplacements@lincolnshire.gov.uk 

· LPFT MHA Office – lpft.MHA@nhs.net



As an additional security measure, the Section 117 aftercare Master List will be password protected, with password circulated to partners under separate cover. 



With regards to assessing and care planning a CYP’s aftercare needs:



Information shared by email shall be encrypted. It is also anticipated that information will be shared at MDT and Out of Area Treatments Panel meetings as well as via telephone call and in meetings between professionals involved in the delivery of Section 117 aftercare services. 









[bookmark: _Toc498515870][bookmark: _Toc507068983][bookmark: _Toc105664406]Data Protection Principles



When sharing personal data, partners must follow the data protection principles. 

Fair, Lawful and Transparent

The legal basis for sharing this information has been defined as:



		

Each Partner to this agreement shall rely on the following lawful basis for processing:



UK GDPR Article 6(1)(c) – processing is necessary for compliance with a legal obligation



UK GDPR Article 9(2)(h) – processing is necessary for the purposes of preventive or occupational medicine, for the assessment of the working capacity of the employee, medical diagnosis, the provision of health or social care or treatment or the management of health or social care systems and services on the basis of domestic law.  



DPA 2018, Schedule 1, Paragraph 2(1) – processing is necessary for health and social care purposes



The authority to process the data for the purposes of this agreement is derived from Section 117 of the Mental Health Act 1983 (as amended by the Mental Health Act 2007). 











Each partner to this agreement must provide individuals with concise, accurate and easy to understand information about how their personal data will be used in relation to the purpose. 



Collected for specific, explicit and legitimate purposes



Partners must ensure that information shared under this agreement will only be used for the specific purpose for which it was shared and in no circumstances will the information be processed further in a manner that is incompatible with the purpose described in Paragraph 3 above. 



Adequate, relevant and limited to what is necessary



Each partner must ensure that the information shared is the minimum amount of information required to achieve the purpose and the sharing of this information is necessary to meet the purpose. 



Accurate and, where necessary, kept up to date



Each partner sharing information under this agreement is responsible for the quality of the information that it is sharing and must ensure it is accurate, relevant, and up to date



If special category data is being shared, which could harm the individual if it was inaccurate, then particular care must be taken.



Where a ‘dataset’ is being shared, it will be accompanied by a table providing definitions of the specific data fields, if this information is not clearly identifiable from the dataset itself. 



Where partners have queries about the accuracy of information, this must be resolved by the partner supplying that information as soon as possible through the relevant Single Point of Contact (SPOC). 



Kept in a form which permits identification for no longer than is necessary



Partners must aim to establish and comply with a common set of retention schedules. It is accepted that partners may need to set their own retention periods because of different statutory requirements.  However, in all cases when organisational retention periods expire and there is no longer a business requirement to hold the information it must be securely deleted or appropriately anonymised. 



The agreed retention schedule for information shared for the purposes of this Agreement is provided below:



		

Each partner shall retain the information shared under this agreement in accordance with their own retention and disposal schedules. 



Lincolnshire County Council’s retention schedules are available here:

https://www.lincolnshire.gov.uk/directory/59/retention-schedule



NHS Lincolnshire Integrated Care Board’s retention schedules are available here:

Codes of practice for handling information in health and care - NHS Digital



Lincolnshire Partnership NHS Foundation Trust’s retention schedules are available here:

B1785-nhse-corporate-records-retention-and-disposal-schedule.pdf (england.nhs.uk)















Security



Personal data must be always kept secure. It is therefore necessary to 	agree common security practices between partners. Annex B sets out the 	minimum controls and standards that partners shall have in place. 



All partners are expected to comply with these minimum controls but where that is not possible, any amendment or variation must be agreed by all partners. 



[bookmark: _Toc498515871][bookmark: _Toc507068984][bookmark: _Toc105664407]Individual Rights, Complaints and Queries



Data protection legislation gives individuals certain rights over their personal data. These include:   

· The right to be informed about the collection and use of their personal data

· The right to access personal data held about them 

· The right to object to the processing of their personal data

· The right to request that inaccurate data is rectified and incomplete data is completed

· The right to request erasure of data

· The right to request restriction of processing

· The right to data portability

· Rights related to automated decision-making, including profiling

· The right to withdraw consent, where consent is relied upon as the lawful basis for processing



Not all rights apply in all circumstances and partners are responsible for ensuring they have appropriate policies and procedures in place to support individuals to exercise their data protection rights.



Any complaint or query received regarding the activities covered by this agreement will be dealt with by the partner who receives the contact. If unable to do so, the partner receiving the contact will direct the individual to the relevant organisation at the earliest possible opportunity. 



[bookmark: _Toc498515873][bookmark: _Toc507068986][bookmark: _Toc105664408]Review



This agreement will be reviewed at regular intervals as part of the ongoing governance and review of the Children and young people Section 117 aftercare Mental Health Act Joint Policy and its Procedures and Guidance. 



If a significant change takes place which means that the agreement becomes an unreliable reference point, then the agreement will be updated as needed and a new version circulated.



The review must ensure the agreement remains fit for purpose and that safeguards remain relevant and appropriate. 









[bookmark: _Toc498337313][bookmark: _Toc498337340][bookmark: _Toc498337358][bookmark: _Toc498337314][bookmark: _Toc498337341][bookmark: _Toc498337359][bookmark: _Toc498515874][bookmark: _Toc507068987][bookmark: _Toc105664409]Agreement



To reduce the administrative burden on all Partners, LCC no longer requires either wet or electronic signatures be added to information sharing agreements. 



This agreement will be considered to be in force once all Partners have had the opportunity to offer comment and the final version is circulated. 



The final version will be circulated to SPOCs, who are required to confirm receipt.  








[bookmark: _Toc105664410]Annex A – Contact Information



		Partner

		Single Point of Contact

		Data Protection Officer





		Lincolnshire County Council

		

Linda Dennet

Assistant Director Childrens Health & Commissioning



Email: linda.dennett@lincolnshire.gov.uk 



Telephone: 

07741 606180

		Amy Jaines 

Data Protection Officer



Email: 

dpo@lincolnshire.gov.uk





Telephone:

01522 550610



		NHS Lincolnshire Integrated Care Board

		Matt Gaunt

Director of Finance



Email:

m.gaunt@nhs.net 



Telephone:

07583117492



		Judith Jordan

Data Protection Officer



Email:

Agem.dpo@nhs.net



Telephone:

0121 611 0728



		Lincolnshire Partnership NHS Foundation Trust

		Mark Platts

Director of Finance and Information



Email:

Mark.platts1@nhs.net 



Telephone:

01522 309201



		Dawn Selkirk

Data Protection Officer





Email:

d.selkirk@nhs.net



Telephone:












[bookmark: _Toc105664411]Annex B – Minimum Security Controls 



1. [bookmark: _Toc35855423][bookmark: _Toc105664412]General



0.1. A security policy must be in place which sets out management commitment to information security, defines information security responsibilities, and ensures appropriate governance.



0.2. All staff must complete data protection and information security training commensurate with their role. 



0.3. Pre-employment checks that consider relevant employment legislation including verification of identity and right to work must be applied to all staff.



1. [bookmark: _Toc35855424][bookmark: _Toc105664413]IT Infrastructure



1.1. Boundary firewall and internet gateways.  Information, applications, and devices must be protected against unauthorised access and disclosure from the internet, using boundary firewalls, internet gateways or equivalent network devices. 



1.2. Secure configuration.  ICT (Information and Communications Technology) systems and devices must be configured to reduce the level of inherent vulnerabilities and provide only the services required to fulfil their role.



1.3. User access control.  User accounts must be assigned to authorised individuals only, managed effectively, and they must provide the minimum level of access to applications, devices, networks, and data.  



1.4. Access control (such as username & password, two factor authentication etc) must be in place.  



1.5. A password policy must be in place which includes:



1.5.1. Avoiding the use of weak or predictable passwords. 



1.5.2. Ensuring all default passwords are changed.



1.5.3. Ensuring robust measures are in place to protect administrator passwords. 



1.5.4. Ensuring account lock out or throttling is in place to defend against automated guessing attacks.



1.6. End user activity must be auditable and include the identity of end-users who have accessed systems. 



1.7. Malware protection.  Mechanisms to identify detect and respond to malware on ICT networks, systems and devices must be in place and must be fully licensed, supported, and have all available updates applied.



1.8. Patch management and vulnerability assessment.  Updates and software patches must be applied in a controlled and timely manner and must be supported by patch management policies. 



1.9. Partners must adopt a method for gaining assurance in your organisation's vulnerability assessment and management processes, for example by undertaking regular penetration tests.



1.10. Software that is no longer supported must be removed from ICT systems and devices.



1.11. Backups and Recovery.  ICT Systems processing information shared under this agreement must be subject to operational procedures which support effective and secure backup. Backup arrangements must be regularly tested to ensure the back-up process is successful and meets the requirements of the Backup Policy.



1.12. Cloud Services.  Controls applied to the use of cloud services must satisfactorily support the relevant security principles set out in the National Cyber Security Centre Cloud Security Principles: 



https://www.ncsc.gov.uk/guidance/implementing-cloud-security-principles





2. [bookmark: _Toc35855425][bookmark: _Toc105664414]Protecting Data



2.1. International Transfers of Personal Data.  In accordance with data protection legislation a transfer of personal data must be within the UK unless the rights of the individuals in respect of their personal data is protected in another way (subject to council approval), or one of a limited number of exceptions applies.  The council must be made aware of any exceptions and the location of data transfers.



2.2. Electronic Data.  Electronic copies of data must be encrypted at rest to protect against unauthorised access. 



2.3. Data stored on servers must also be adequately protected e.g. by encryption, or alternatively, suitably robust physical security controls.



2.4. When transmitting data over the internet, over a wireless communication network such as Wi-Fi, or over an untrusted network an encrypted communication protocol must be used e.g. Transport Layer Security (TLS).   



2.5. You must only use ICT which is under your governance and subject to the controls set out in this Annex.



2.6. Hard Copy Data.  Hard copy data must be stored securely when not in use and access to the data must be controlled. 



2.7. It must be transported in a secure manner commensurate with the impact a compromise or loss of information would have, and which reduces the risk of loss or theft. 



2.8. Secure Destruction of Data.  Electronic copies of data must be securely destroyed when no longer required. This includes data stored on servers, desktops, laptops or other hardware and media.  



2.9. Hard copy data must be securely destroyed when no longer required. Secure destruction means destroying data so it cannot be recovered or reconstituted.



2.10. A destruction certificate may be required to provide the necessary assurance that secure destruction has occurred.



3. [bookmark: _Toc35855426][bookmark: _Toc105664415]Security Incidents/Personal Data Breach



3.1. Partners must notify each other immediately of any fact or event which results in, or has the potential to result in, the compromise, misuse, or loss of information shared under this agreement.  



3.2. Partners must notify each other immediately of any personal data breach if the breach relates to information shared under this agreement. 



3.3. Partners must fully co-operate with any investigation required because of such a security incident or personal data breach.



4. [bookmark: _Toc35855427][bookmark: _Toc105664416]Compliance 



4.1. Partners must inform each other of any non-compliance with the terms of this agreement and the controls described within this Annex B.  Any deficiencies in controls must be subject to a documented risk management process and where appropriate a remedial action plan is to be implemented with the aim of reducing, where possible, those deficiencies.  



4.2. Independent validation which has been used as evidence of appropriate security controls must be maintained throughout the life of this agreement.  



4.3. Partners must be made aware of any expired or revoked evidence used as independent validation. 





Annex C – Joint agency policy Mental Health Act section 117 aftercare for Children and Young People. 
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1.0 Introduction


[bookmark: _Toc145928820]1.1 Section 117 of the Mental Health Act 1983 (as amended 2007)


Section 117 of the Mental Health Act 1983 (as amended 2007) imposes a free-standing duty on Lincolnshire NHS Integrated Care Board (LICB, ICB) and Lincolnshire County Council (LCC), in co-operation with voluntary agencies, to provide or arrange for the provision of after-care to certain eligible patients. This duty arises once the individual ceases to be detained and then leaves hospital whether or not the individual leaves hospital immediately after they have ceased to be detained. The duty to provide this service applies until such time as the LICB and the LCC are satisfied that the person concerned is no longer in need of such services.


  


1.2 Purpose of Section 117 aftercare


Section 117 after-care services are services which have both of the following purposes:


· meeting a need arising from or related to the patient’s mental disorder and


· reducing the risk of a deterioration of the patient’s mental condition (and, accordingly, reducing the risk of the patient requiring admission to a hospital again for treatment for mental disorder





[bookmark: _Hlk147915383]1.3 Commitment to partnership working


As a partnership Lincolnshire Partnership NHS Foundation Trust (LPFT), LICB and LCC are committed to the ongoing support and recovery of CYP through the effective coordination of section 117 aftercare provision. 


Through this partnership and commissioning approach LPFT, LICB and LCC are committed to ensuring that individuals receive the services to which they are entitled under section 117 and those individuals who no longer require such services have the entitlement reviewed and where appropriate ended.





[bookmark: _Toc145928821]2.0 	Lincolnshire Joint Agency Section 117 aftercare Joint Policy


[bookmark: _Toc145928822]2.1 Organisational Reference


The joint agency policy is for the following partnership organisations to follow and refer to:


· Lincolnshire County Council (LCC)


· Lincolnshire Partnership NHS Foundation Trust (LPFT)


· NHS Lincolnshire Integrated Care Board (LICB or ICB)





[bookmark: _Toc145928823][bookmark: _Hlk145920504]2.2 Policy Purpose


The purpose of the section 117 aftercare policy is to:


· State how the organisations are to discharge its responsibility to children and young people (CYP) who are entitled to receive aftercare services under section 117 balanced with relevant legislation for this client group. 


· Set out the joint agreement between the partner organisations and their obligations under section 117.


· Ensure the consistency and quality of the delivery of section 117 aftercare across Lincolnshire.


· Set out the arrangements for commencement for assessing, care planning, funding reviewing, ending entitlement and ending eligibility, reinstating section 117 aftercare.


· Confirm the process for transition to adult services.


· Enable further detailed guidance and on-going training, associated with this policy, to be developed jointly by the partnership organisations. 





[bookmark: _Hlk145920530]2.3 Free-standing duty


Eligible individuals cannot be charged for section117 aftercare services under the free-standing duty. 





3.0 [bookmark: _Toc145928824][bookmark: _Hlk146008471][bookmark: _Hlk145920570][bookmark: _Hlk146009826]Lincolnshire County Council, Lincolnshire Integrated Care Board and Lincolnshire Partnership Foundation Trust after-care responsibilities


[bookmark: _Toc145928825]3.1 Identifying responsible NHS Integrated Care Board and Local Authority (LA) ,  “The legislation”  


Section 117 of the Mental Health Act 1983 (MHA) sets out the legal obligation on relevant Local Authorities and CCGs now ICB to provide aftercare to certain detained patients once they cease to be detained.


Section 117(3) of the Mental Health Act 1983 defines who the responsibility to provide aftercare services falls upon. 


S.117 (3) currently provides as follows 


“(3) In this section the “integrated Care Board or Local Health Board” means the integrated care board or Local Health Board, and “the local social services authority” means the local social services authority—


(a) if, immediately before being detained, the person concerned was ordinarily in England, for the area in England in which he was ordinarily resident.


(b) if immediately before being detained, the person concerned was ordinarily resident in Wales, for the area in Wales in which he was ordinarily resident; or


(c) in any other case for the area in which the person concerned is resident or to which he is sent on discharge by the hospital in which he was detained.”


In the event of a dispute section 40 of the Care Act provides for a mechanism to resolve that dispute. 


In order to fully understand the effect of these provisions it is necessary to look at the responsibilities of the local authority and the integrated care board separately. 





[bookmark: _Hlk145920618]











3.2 The Responsible Local Authority


It is important to recognise that different provisions apply depending on whether you are dealing with pre 2015 or post April 2015 cases. 





Pre-Care Act 2014 cases 


Prior to the Care Act coming into effect on 1 April 2015, Section 117(3) provided that the responsible CCG (now ICB) and Local Authority was that in whose area the patient was resident immediately before being detained. If the CYP had no such residence, then the responsibility defaulted to the bodies for the area the patient was sent to on discharge.


The case law applying to these types of cases confirmed that the local authority “deeming provisions” (which were familiar to social care staff under Acts such as the National Assistance Act 1948) had no application and therefore did not apply when determining responsibility under section 117 of Mental Health Act 1983. [A deeming provision is a provision which means that in certain circumstances the person is placed out-of-area but continues to be deemed in law as ordinarily resident in the placing Local Authority's area.] 





 Post Care Act cases (Post 1 April 2015) 


Section 75 of the Care Act 2014 amended the wording of section 117 to change the wording from “resident” to “ordinarily resident”. In all other respects the section remained the same. This simply served to confuse matters as it was not clear whether by making this change it was necessary to import the deeming provisions. In March 2016 a revision to the Care and support statutory guidance made it clear that the deeming provisions which are used to determine Care Act responsibilities do not apply to section 117. This still remains the position. 





Practical Application 


Section 117 responsibilities for local authorities are determined therefore by reference to the common law without the use of deeming provisions. In most cases a person’s ordinary residence is straight forward.  In more complex cases the individual facts will need to be considered. 





The courts have considered the meaning of ordinary residence and the leading case is that of Shah v London Borough of Barnet (1983). In this case Lord Scarman stated that:


“unless it can be shown that the statutory framework or the legal context in which the words are used requires a different meaning I unhesitatingly subscribe to the view that ordinarily resident refers to a man’s abode in a particular place or country which he has adopted voluntarily and for settled purposes as part of the regular order of his life for the time being, whether of short or long duration.”





The statutory guidance helpfully provides the following. 


Local authorities must always have regard to this case when determining the ordinary residence of children and young people who have capacity to make their own decisions about where they wish to live. Local authorities should in particular apply the principle that ordinary residence is the place the person has voluntarily adopted for a settled purpose, whether for a short or long duration. Ordinary residence can be acquired as soon as the person moves to an area, if their move is voluntary and for settled purposes, irrespective of whether they own, or have an interest in a property in another local authority area. There is no minimum period in which a person has to be living in a particular place for them to be considered ordinarily resident there, because it depends on the nature and quality of the connection with the new place”





Where the individual lacks capacity the statutory guidance provides the following:


Therefore, with regard to establishing the ordinary residence of children who lack capacity, local authorities should adopt the Shah approach, but place no regard to the fact that the adult, by reason of their lack of capacity cannot be expected to be living there voluntarily. This involves considering all the facts, such as the place of the person’s physical presence, their purpose for living there, the person’s connection with the area, their duration of residence there and the person’s views, wishes and feelings (insofar as these are ascertainable and relevant) to establish whether the purpose of the residence has a sufficient degree of continuity to be described as settled, whether of long or short duration.”


The local authority will therefore consider the position of ordinary residence by using the common law interpretation above without consideration of the deeming provisions when considering whether it is has responsibility under Mental Health Act section 117 for aftercare. 





Accommodation provided under section 117 aftercare of the Mental Health Act 1983


Where accommodation is provided under section 117 aftercare of the Mental Health Act, (as opposed to under the Care Act), section 39(4) of the Care Act deems the person to be ordinarily resident in the Section 117 authority's area for the purposes of other Local Authority services as well.





What happens if the individual has a section 117 aftercare entitlement in one local authority but is subsequently re-detained in the area of another authority under section 3.  


This scenario has been the subject of longstanding litigation by the name of R. (on the application of Worcestershire CC) v Secretary of State for Health and Social Care [2021] EWCA Civ 1957. This Court of Appeal case heard in December 2021 has changed for now the way in which these cases are dealt with. It is an important decision which affects local authority funding. 





Conventional legal view


[bookmark: _Hlk151978467]The conventional legal view was that where a person was ordinarily resident in another local authority area (local authority B) and was re-detained under section 3 in the area of local authority B, that local authority would be responsible for the provision of after-care services and not the local authority under which the first detention had occurred (local authority A). 





The Court of Appeal has changed that position. The first local authority (local authority A) will retain section 117 aftercare responsibility unless and until a joint decision (following proper process) has been made by the responsible local authority and integrated care board that the individual is no longer in need of any aftercare services.  Re-detention will not automatically terminate the section 117 duty but it is clear that had such a decision been made to bring the aftercare services to an end, the outcome would have been different.  








The current position as of 10 August 2023


[bookmark: _Hlk151979193][bookmark: _Hlk151979681][bookmark: _Hlk145927126]Upon consideration of the Supreme Court decision, following the appeal submitted by Worcestershire, the current position for Local Authorities as from the 10.08.2023 is as follows: 


The conventional legal view (as outlined above) was that where a person was ordinarily resident in another local authority area (local authority B) and was re-detained under section 3 in the area of local authority B, that local authority would be responsible for the provision of after-care services and not the local authority under which the first detention had occurred (local authority A) was upheld. 





Effectively if an individual is detained on a qualifying section the existing section 117 aftercare is effectively ended due to their being no requirement for section 117 aftercare, due to the detention readmission to hospital on a qualifying section. The process for identifying the responsible Local Authority commences along with the process to identify the section 117 aftercare needs at the point of discharge from section/hospital.





Concluding the case, the Supreme Court said: “"We conclude that the courts below were right to decide that, in circumstances where Parliament has deliberately chosen not to apply a deeming (or equivalent) provision to the determination of ordinary residence under section 117 of the 1983 Act, the words “is ordinarily resident” must be given their usual meaning, where a person was ordinarily resident  immediately before the second detention."





It should be noted that the government has published a draft bill to amend the MHA, which includes provisions that would insert the deeming rules from the Children Act 1989 and Care Act 2014 into section 117 (clause 39). Should this be the case then this policy will need to be updated to reflect this or any change.





[bookmark: _Hlk145920666]3.3 	The Responsible Integrated Care Board Commissioner. The legislation


The key legislative provisions relating to the determination of commissioning responsibility are contained in


 • the NHS Act 2006 (“the 2006 Act”), as amended, including by the Health and Care Act 2022 (“the 2022 Act”);  


• the National Health Service (Integrated Care Boards: Responsibilities) Regulations 2022 (the “ICB Responsibilities Regulations”); 


 • the National Health Service (Integrated Care Boards: Exceptions to Core Responsibility) Regulations 2022 (the “ICB Exceptions Regulations”); 


• the National Health Service (Integrated Care Boards: Description of NHS Primary Medical Services) Regulations 2022 (the “Primary Medical Services Regulations”); and 


 • the National Health Service Commissioning Board and Clinical Commissioning Groups (Responsibilities and Standing Rules) Regulations 2012 (as amended by the Health and Care Act 2022 (Consequential and Related Amendments and Transitional Provisions) Regulations 2022) (the “Standing Rules Regulations”), Who Pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers 01.07.2022.





 “Who pays Determining which NHS commissioner is responsible commissioning healthcare services. 


There have been several changes to the NHS responsible commissioner for detained individuals and their section 117 aftercare, over the past few years, these have been captured below to enable NHS Commissioners to make an assessment on the NHS responsible commissioner during the relevant periods of time.





The current position as of 1 July 2022 onward is outlined in paragraph 18 of the 2022 Who Pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers. 


In respect of ICB-commissioned detention and aftercare services, the ICB responsible for commissioning and payment will be determined on the basis of the general rules at paragraph 10.2 of the 2022 “Who pays?  Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers, applied at the point of the CYP’s initial detention in hospital under the Act (whether for assessment or treatment). This ICB will be known as the “originating ICB”. Paragraph 10.2 of the 2022 “Who pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers) states:


“The general rules for determining responsibility between ICBs Where a patient is registered on the list of NHS patients of a GP practice, the ICB with core responsibility for the individual will be the ICB with which that GP practice is associated”. 





Any one GP practice may have some patients who are usually resident in one ICB area and others who are usually resident in another. In that situation, the responsible ICB (originating ICB) for all of the patients registered with that practice will be the ICB of which that practice is a member.





This originating ICB will then retain responsibility for commissioning and payment throughout the initial detention (including any period of informal admission following detention, during which the CYP is no longer detained but remains in hospital voluntarily), for the whole period for which any section 117 aftercare is provided. 





[bookmark: _Hlk151980043]The recent supreme court judgement relating to the appeal submitted by Worcestershire, relates to Local Authorities and has not currently impacted on the NHS who pays guidance which remains in place as described above.





If a CYP is detained under mental health act section 2 for assessment and then, while they are in hospital, this becomes a section 3 detention for treatment, the ‘point of initial detention’ will be the date of the section 2 detention.





Where a CYP is not registered with a GP practice, the responsible commissioner will be the ICB in whose geographic area the CYP is “usually resident”.  





[bookmark: _Toc145928826][bookmark: _Hlk145920729]3.4 Ascertaining originating responsible authorities where capacity is impaired


Where an individual lacks capacity to make decisions about their care, the Cornwall case provides the following assistance:


“Adopt the Shah approach, however, place no regard to the fact that the young person, by reason of their lack of capacity cannot be expected to live there voluntarily. This involves considering all the facts, such as the place of the person’s physical presence, their purpose for living there, the person’s connection with the area, their duration of residence there and the person’s wishes and feelings (insofar as these are ascertainable and relevant) to establish whether the purpose of the residence has a sufficient degree of continuity to be described as settled, whether of long or short duration” 


Where an individual has capacity to decide where to live ordinary residence “refers to a man’s abode in a particular place or country which he has adopted voluntarily and for settled purposes as part of the regular order of his life for the time being, whether of short or long duration.” This is known as the “Shah” test.





[bookmark: _Hlk145920754]4.0 Capacity and Consent.


Each organisation will work with their local policies in respect of capacity and consent in relation to section 117 aftercare.  Additional information covering all age groups up to the individual’s 18th birthday, is contained in section 19 of the Mental Health Act Code of Practice.





[bookmark: _Hlk145920781]5.0 Section 117 in relation to Children and Young people (MHA CoP 19.111 and 19.118)  


[bookmark: _Hlk144816969]5.1 Duty to notify the responsible local authority following the detention in Hospital of a Child or young person. 


[bookmark: _Hlk125380114]Where a child or young person is detained in hospital and that is likely to be for at least 12 consecutive weeks, the authority or health body who arranged for the detention is required under section 85 of the Children Act 1989 to notify the responsible Local Authority. This duty ensures that the Local Authority is aware of any child or young person in such detention and can ensure they are being safeguarded and their needs are being met. The responsible Integrated Care Board must also be informed to make them aware of the detention and the possible need for section 117 aftercare.





[bookmark: _Hlk145920807]5.2.  Additional factors to be considered for Children and Young people 


[bookmark: _Hlk142399755]Whilst guidance set out in the MHA Code of Practice is applicable to individuals of all ages, in relation to children and young people additional factors will need to be considered. This may include ensuring that the aftercare integrates with any existing provision made for “children in care” (also referred to as looked after children which is the legal status), care leavers, and those with Education, Health, and Social Care needs, as well as safeguarding vulnerable children. Whether or not section 117 aftercare of the Act applies, a child or young person who has been admitted to hospital for assessment and/or treatment of their mental disorder may be ‘a child in need’ for the purpose of section 17 of the Children Act 1989.





In agreeing a section 117 aftercare plan, the Local Authority must also ensure that this is informed by, and reflected in, any other statutory and non-statutory assessment or plan for the child, such as Education Care and Health Plan, Early Help Plan, Child in Need Plan, Child Protection Plan, Child in care   Plan or Leaving Care Pathway Plan, and where appropriate run concurrently with co-ordinated reviews. Whilst coordinating planning can be complex, for example where a young person is transitioning to adult health and social care services, this should never be a reason to delay discharge.





[bookmark: _Hlk133402624][bookmark: _Hlk132880401]5.3 Section 117 aftercare and Joint commissioning arrangements in respect of children with Education, Health and Social care needs.


If a child with an education, health, and care plan (EHC plan) is admitted to hospital under the Mental Health Act (section 3) the Local Authority who maintains the plan should be informed, and where appropriate should be involved in the discharge plan so that the EHC plan can ensure that educational support continues to be provided. If necessary, this should be kept under review and amended to ensure targets and provisions remain appropriate. The Local Authority should also be involved in creating the discharge plan, so that the EHC plan is revised as necessary to continue to reflect the child or young people educational, health and social care needs and where relevant links to the section 117 aftercare plan.


[bookmark: _Hlk151975095]Where there is no EHCP this would fall to the school to decide if they can meet needs or if they need them to apply for an EHCP, as well as reflecting the duty under Section 19 of the Education Act to provide education where this isn’t reasonably accessible for the CYP to attend their school, which may be the case for CYP eligible for section 117 aftercare who don’t have an EHCP. 





[bookmark: _Hlk145920883]5.4 Child in Care (Looked after children).


Where a child/young person is a child in care under section 31, Children Act (1989), they will continue to be a child in care while they are detained under the Mental Health Act. They will continue to have a Social Worker and will be subject to all the statutory arrangements that are in place for a child in care. They will continue to have a care plan and will be subject to statutory reviews.





[bookmark: _Hlk145921178]5.5 Interface with Childrens Act 1989


[bookmark: _Hlk146035107]Where it is found that a child requires any support provided in order to meet section 117 aftercare needs, staff must ensure is done in line with the legal requirements of the Children's Act 1989 and should be assessed accordingly.





[bookmark: _Hlk145921193]5.6 Meeting the CYP and family needs


[bookmark: _Hlk146035147]All processes should be based on aiding recovery and a meaningful personalised lifestyle. The aim is to maintain individuals within their family setting.





[bookmark: _Hlk145921215][bookmark: _Hlk133402831]6.0 Eligibility and Entitlement


[bookmark: _Toc145928827]6.1 Eligibility 


A CYP will be eligible for section 117 aftercare once they become subject to one of the qualifying sections of the Mental Health Act.


· Section 3 – Admission for treatment 


· Section 37- Power of courts to order hospital admission or guardianship


· Section 45A – Power of the higher courts to direct hospital admission


· Section 47 – Removal to hospital of persons serving sentences of imprisonment


· Section 48 – Removal to hospital of prisoner


Sections 45A, 47, and 48 do not apply to children and young people


Further information about these sections of the Mental Health Act can be accessed via the Department of Health website which has published an information leaflet for each here


It is the responsibility of all health and social care professionals to ascertain if a person under their care is eligible for s117 aftercare and who the responsible commissioners are. 





LCC, LICB and LPFT, will be responsible for providing information regarding any CYP who becomes subject to a qualifying section on any other site. 


The process and responsibilities for the management of the section 117 aftercare eligibility are set out in the section 117 aftercare Procedures and Guidance Document.





6.2 Entitlement


Entitlements are the service or services provided to the CYP post discharge and will be the focus of reviews in monitoring progress, these service entitlements can be changed or ended following the appropriate review and section 117 aftercare Out of Area Treatment Panel (OAT’s panel) ratification process.





6.3 Young children with complex and intense aftercare needs


The services are identifying an increase in the number of children below the age of 13 with a complexity and intensity of need who in all probability will require high levels of skilled section 117 aftercare support. Strategically, plans to manage, and provide appropriate aftercare support should be in place.


 


[bookmark: _Toc145928830][bookmark: _Hlk133402901][bookmark: _Hlk145921442][bookmark: _Hlk125380843]7.0 Individual Section 117 Aftercare needs and services. Section 117 in relation to Children and Young People (MHA CoP 19.111 and 19.118)


[bookmark: _Hlk133402963]7.1 Starting point


Aftercare should start to be considered at the point of admission to ensure that the appropriate aftercare services are identified in readiness for an individual’s planned discharge from hospital or following youth custody and must be child and young person focused and informed by an assessment of need. In relation to the child or young person, the Mental Health Act Code of Practice 2015 recognises additional factors will need to be considered. This may include ensuring that the aftercare integrates with any existing provision made for children in care, care leavers, and those with special educational needs or disabilities, as well as safeguarding vulnerable children.


[bookmark: _Hlk145339898][bookmark: _Hlk133402974]


[bookmark: _Toc145928831][bookmark: _Hlk145921640]8.0 Advocacy


The statutory right to independent advocacy is an important additional safeguard for people who are subject to the Act. A detained individual can request an advocate from their nurse, care co-ordinator or section 117 aftercare Lead Professional.





LCC, LPFT and ICB utilise VoiceAbility to provide advocacy for children subject to the Mental Health Act. Contact details are in the section 117 aftercare Procedure and guidance document. 





[bookmark: _Hlk158300614]The ‘Rethink fact sheet ‘admission to hospital for treatment (in place at the time) should therefore be provided to CYP at the point of admission and where appropriate to the parents or carers. 


Prior to discharge the leaflet relating to section 117 aftercare should be discussed with the CYP and their parents or carers to inform them of their rights and their eligibility to section 117 aftercare on discharge and their entitlement to care as assessed. Both documents can be located at appendix B in the procedures document.





[bookmark: _Hlk145921684][bookmark: _Hlk133403001]9.0 Section 117 aftercare Lead Professional


Where children and young people are detained in an out of area hospital placement (a hospital not in the CYPs home county)


 there will usually be involvement from a care coordinator within the (children’s) Community Mental Health Team who will become the Section 117 aftercare Lead Professional and in conjunction with the receiving hospital (who should also identify a hospital Lead Professional whilst in hospital), and the involved Social Worker, work together in co-ordinating the hospital treatment and the section 117 aftercare plan thus providing a robust and seamless transition back into the local service.


Should the CYP case not be open the individual will be allocated to a specific individual in the CAMHS Crisis and Enhanced Treatment Team managed by LPFT from the children’s urgent care directorate this person will become the section 117 aftercare Lead Professional. The LPFT section 117 aftercare Lead Professional will ensure that RIO is fully updated with the information in respect of the detention, this will ensure that colleagues can determine that the CYP has been detained and on an appropriate section.


[bookmark: _Hlk145921845]


[bookmark: _Hlk133402700][bookmark: _Hlk132881794]10.0 Discharge and aftercare planning


[bookmark: _Hlk125380184]Discharge and aftercare planning must start as soon as possible after admission to hospital and must be child and young person, and family focused and informed through an assessment of need. Prior to their discharge from hospital all children and young people should have an assessment of their needs, on which a care plan on which their section 117 aftercare needs are based.





[bookmark: _Hlk145921888]11.0 Assessment and Care Planning Attendance.


[bookmark: _Hlk132893324]Before commencing section 117 aftercare assessment and care planning, consideration will be given as to, who needs to be involved in assessing the section 117 needs of a CYP. The child or young person and their parent/carer/ guardian, an appropriate representative from Social Care and from the NHS must be present when assessing and deciding the section 117 aftercare plan. It is essential that the individual, the family, the Social Care representative, and NHS Health representative work together in the best interest of the young person.


[bookmark: _Hlk158716762]Parents and carers should  also be afforded a private discussion with relevant professionals to share their concerns without the risk of upsetting or damaging the relationship with their child or young person.





Where the individual does not wish to attend then this must be documented in the individual’s record, assessors should discuss the best way for the CYP to input post meeting. In addition to the CYP themselves, the Lead Professional should actively consider the list of potential attendees contained within paragraph 34.12 of the Mental Health Act Code of Practice 2015 and the list contained in the CYP section 117 aftercare Guidance and Procedures.





A CYP can be supported by an advocate this is detailed in paragraph 8.0 of this policy above.


[bookmark: _Hlk132892192]Aftercare planning should take account of the young person's age and cognition and should involve their parent/carer/guardian (as appropriate) to ensure that they will be ready and able to provide the assistance which the young person may need.





[bookmark: _Hlk145922019]12.0 Assessing and care planning for Section 117 aftercare needs


[bookmark: _Hlk132892308][bookmark: _Hlk104821626]A holistic approach is required when assessing aftercare needs, The Section 117 aftercare Lead Professional and Social Worker then must complete the section 117 aftercare care/progress plan specifying what will be provided to meet an individual’s section 117 aftercare needs. The care/progress plan must clearly identify the needs that are related to section 117 aftercare entitlement and those that are not. Lincolnshire County Council will assess using the child and family assessment leading to the progress plan and, the NHS service will use the Joint children and young person section 117 aftercare assessment leading to a section 117 aftercare plan.  These forms and guidance on completing it are contained in the CYP section 117 aftercare Guidance and Procedures appendix.





Assessments of aftercare needs (and where possible how these will be met) should be conducted:  


· as soon after admission as possible


· prior to discharge


· prior to any Tribunal or Hospital Managers review of detention


· as part of an ongoing process of reviews in the community


· when considering ending someone’s section 117 entitlement or eligibility





The aftercare assessment and aftercare plan must be completed and recorded prior to the young person’s discharge and made available to the young person, the young person will be consulted on  in line with their age appropriate capacity on who the assessment and aftercare should be shared with and anyone with parental responsibility/relative/carer/ guardian, that the individual has consented to, or in their best interest if they have been assessed as lacking capacity. 


This information should also be made available to the LA and LICB within 1 month of the person leaving hospital or, prior to leaving hospital where there are complex or non-statutory/standard section 117 aftercare needs identified which require funding agreement through the CYP section 117 aftercare Out of Area Treatments Panel. LCC and LICB must document this on their individual clinical systems in accordance with each agencies record keeping policies.





The aftercare Plan should identify a named individual as the section 117 aftercare Lead Professional who has responsibility for leading on, co-ordinating, the preparation, the implementation, and the evaluation of the aftercare plan post discharge.





The practitioners concerned, in discussion with the young person, should agree an outline of the young person's needs and a timescale for implementing the various aspects of the section 117 aftercare plan. All key people with specific responsibilities should be identified (section 117 aftercare Lead Professional role).


It is important that those who are involved in discussions about aftercare plans are able to make commitments about their own continuing involvement and the services to be provided or commissioned. If the worker will need to seek approval for this, extra time must be set aside for planning so that this causes no delay to the discharge from hospital and implementation of the aftercare plan.





The aftercare plan aims to ensure a transparent, accountable, and co-ordinated approach to meeting wide ranging psychological, emotional, and social needs associated with the young person's mental disorder. It should set out the practicalities of how the young person will receive treatment, care and support day-to-day and should not place undue reliance on the young person's carers.





Included within the aftercare Plan are:


· A treatment/progress plan which details Medical, Nursing, Social Worker, Psychological and other therapeutic support for the purpose of meeting the young person's individual needs promoting recovery and or preventing deterioration


· Details regarding any prescribed medications


· Details of how the young person will be supported to achieve their personal goals.


· Support provided in relation to social needs


· Support provided by carers 


· A plan to maintain care where required in the absence of parental care for planned and unplanned absence. 


· Details of any areas of need which are critical to preventing behavioural disturbance and should provide guidance on how staff/carers should respond if behavioural disturbance does arise.


· Actions to be taken in the event of a deterioration of the young person's presentation. Guidance on actions to be taken in the event of a crisis.


· Details of any actions to address physical health problems or reduce the likelihood of health inequalities





[bookmark: _Hlk133403033][bookmark: _Hlk145922193]12.1 Care programme Approach. 


The care programme approach has been the care planning framework for the past 30 years, NHS England has stated with the publication of the “community mental health framework” that the care programme approach has been superseded. Work in refocusing the Care Programme approach in Lincolnshire in line with personalised care will take a period of time therefore reference to CPA will remain in this policy until such time as there is a formal change and for those individuals who are currently on CPA for this to continue. Any eventual change would need to be discussed with those individuals in receipt of CPA and reflected within this policy. 





[bookmark: _Toc145928832][bookmark: _Hlk133403301][bookmark: _Hlk145922386]13.0 Reviews


13.1 Purpose of reviews


The Lead Professional will give consideration as to, who needs to be involved in reviewing the section 117 needs of a CYP. The child or young person and their parent/carer/ guardian, an appropriate representative from Social Care and from the NHS, and other relevant professionals involved in the ongoing support of the CYP.


The identified section 117 aftercare Lead Professional is responsible for ensuring section 117 aftercare needs are reviewed at the agreed timescale, recording progress towards the individual’s independence, and supported with a focus on promoting recovery within the family environment. 


The responsibility of the identified section 117 aftercare Lead Professional to arrange reviews of the plan until it is agreed between all parties, including the young person, that it is no longer necessary and follow the ending section 117 aftercare process.





The aftercare plan will need to be reviewed if the young person moves to another area. The section 117 aftercare Lead Professional in the original area will be responsible for ensuring the aftercare needs are reviewed in the new area, making transfer arrangements with the new area if commissioning responsibility consequently passes or is delegated to authorities in the new area.





[bookmark: _Hlk133403321]13.2 Review timescales


Aftercare reviews should take place at intervals of 72 hours post discharge, 6 weeks post discharge, 6 months post discharge 12 months and annually thereafter, ad hoc reviews can be convened as required, progress with each aftercare need should be recorded, and where applicable adjusted, any funding implications would need ratification by the section 117 aftercare Out of Area Treatments Panel for Children and Young People 


At each review meeting consideration to end section 117 should be considered. 


Unscheduled reviews can be called at any point should one be necessary:


· whenever the person moves to another area


· whenever there is information that indicates that the current plan is not meeting the persons mental health needs


· at the request of the person or their formal representative


· whenever ending section 117 entitlement or eligibility is being considered





[bookmark: _Hlk133403354]





14.0 Transition from child to adult services


ICBs and local authorities should have systems in place to ensure that appropriate referrals are made whenever either organisation is supporting a young person who, on reaching adulthood, may have a need for services from the other agency. ICBs and LAs should ensure that they are actively involved, with their partners, in the strategic development and oversight of their local transition planning processes, and that their representation includes those who understand and can speak in respect of section 117 aftercare. 





[bookmark: _Hlk133403374]14.1 Transition planning


Transition planning for children and young people into adult services in respect of Section 117 aftercare should be identified at age 17, or immediately if aged over 17 where aftercare services are or may be required at the age of 18 years.  The identified CYP section 117 aftercare Lead Professional is responsible for the co-ordination of this process.


A section 117 aftercare Lead Professional will be appointed from the adult services and work in conjunction with the CYP section 117 aftercare Lead Professional in preparation to take over the role in adult services.


[bookmark: _Hlk133403431]There are other time scales in respect of planning for adulthood these plans including the section 117 aftercare must dovetail together the statement above relates to the referrals to adult services in respect of section 117 aftercare and does not prevent prior and ongoing planning for adulthood which is good practice:


· For young people with education, health, and care plans this must happen from year 9, as set out in the Children and Families Act 2014. For young people leaving care, this must happen from age 15-and-a-half.


· For young people with a child in need plan, an education, health and care plan or a care and support plan, local authorities must carry out a review, as set out in the Children Act 1989, the Children and Families Act 2014 and the Care Act 2014. 





Legislation and the respective responsibilities of the ICB and LA and are different in CYP and adult services.  





Referral to the appropriate adult service is an important step in preparing for the transition into adult services and should be made at the latest at age 17 years.





[bookmark: _Hlk145922567][bookmark: _Hlk148021124]14.2 Transition Principles for young people. 


Children’s services should identify those young people for whom it is likely that adult services will be necessary and ensure involvement from adult services in the ICB and the Local Authority who will be responsible for them as adults. Identification should occur for the young person at the age of 17 or immediately if older when detained and admitted to hospital. If admitted on or after their 17th birthday referral to the appropriate Local Authority and ICB for an adult assessment using the jointly agreed assessments and subsequent care planning tools for adult section 117 aftercare which should ensure effective packages of care can be commissioned in time for the individual’s 18th birthday. In order to do this employees from adult services will need to be involved in both the assessment and care planning to ensure smooth transition to adult services. If needs are likely to change, it may be appropriate to make a provisional decision, and then to recheck it by repeating the process as adulthood approaches. All parties with current or future responsibilities should be actively represented in the transition planning process.





The ICB and LA should ensure that adult services are appropriately represented at all transition planning meetings to do with individual young people whose needs suggest that there will be eligibility and may be entitlement. The needs of a young person, and any future entitlement to adult section 117 aftercare should be clarified as early as possible in the transition planning process, especially if the young person’s needs are likely to remain at a similar level until adulthood. 





[bookmark: _Hlk145922592][bookmark: _Hlk133403392]14.3 Adult assessment and care planning tools for individuals transitioning into adult services.


An awareness of the adult section 117 aftercare policy, and the procedures and guidance and agreed assessment and care planning/review tools should be used when transitioning into adult services to determine what section 117 aftercare care services individuals are currently receiving, and if there is any change to these services as the individual moves towards their 18th birthday, ideally if the existing service can transition with the young person, if there is to be a change this will need to be transitioning and in place for the individuals 18th birthday, there should be no gap in service for the individual, it may be identified that no ongoing aftercare service is required. The nature of the package may change because the young person’s needs or circumstances change. However, it should not change simply because of the move from children’s to adult services or because of a change in the organisation with commissioning or funding responsibilities. 





There should be no gap in service provision based on age. Where service gaps are identified, these should be noted to the ICB and LA who should consider how to address these as part of their strategic commissioning responsibilities.





No services or funding should be unilaterally withdrawn unless a full joint health and social care assessment has been carried out and the entitlement to services ended or alternative funding arrangements have been put in place. 





Any entitlement that is identified by means of these processes before a young person reaches adulthood will come into effect on their 18th birthday, subject to any change in their needs. The first review will follow the agreed time scales of 72 hours post discharge from hospital, 6 weeks, 6 months 12 months and annually thereafter. Where a young person has been assessed as being eligible for section 117 aftercare when they reach 18 years but lacks the mental capacity to decide about their future accommodation and support arrangements, a best interest’s decision may need to be made about these issues. This process must be compliant with the 2005 Mental Capacity Act. 





If there is a significant difference of opinion between the responsible commissioners and the young person’s family as to what arrangements would be in their best interests, this needs to be resolved before their 18th birthday. Normal best practice is that such resolution is achieved through open and collaborative discussion between all parties. If there remains disagreement, timely application should be made to the Court of Protection early enough for care and support arrangements to be in place when the young person reaches 18. This should be determined by applying the principles set out in the relevant legislation.





A dispute or lack of clarity over commissioner responsibilities must not result in a lack of appropriate input into the transition process. 





[bookmark: _Hlk147918134][bookmark: _Hlk114043963]15.0 Ending entitlement(s) to section 117 aftercare services


Consideration to end an entitlement would be considered at a review meeting where one of the topics under review is the section 117 aftercare. If there is agreement for an entitlement, or all entitlements to end this recommendation should be ratified by the section 117 aftercare Out of Area Treatments panel for children and young people.





[bookmark: _Hlk147918357]Eligibility for services under section 117 aftercare remains in place until eligibility is ended.





[bookmark: _Hlk145922706][bookmark: _Hlk147918425]16.0 Ending Section 117 aftercare Eligibility


Aftercare entitlement under Section 117 may not continue indefinitely, and each person’s needs and circumstances should be reviewed regularly. The MHA Guidance makes it clear that even if the person is settled well in the community, they may still need Section 117 services to reduce the likelihood of a relapse, or to prevent their condition deteriorating. Section 117 aftercare services should therefore end only if someone has been functioning well for a sustained period and no longer needs services that meet the statutory definition for section 117 aftercare. 





The initial consideration to end section 117 aftercare eligibility would be made at a multi-disciplinary section 117 aftercare review.


 


A Section 117 multidisciplinary discharge meeting must be convened when discharge from Section 117 aftercare eligibility is considered, and all decisions must be recorded as evidence of the outcome. The views of the young person and their family or carers should form an important part of the discussion. If there is agreement that section 117 can be ended/discharged, this will be recommended to the Out of Area Treatments Panel for Children and Young People who will take a final decision, this decision will be communicated in writing to the individual. A template letter can be found in the procedures and guidance appendix.





Section 117 aftercare eligibility automatically ends should the CYP be readmitted to hospital on a qualifying section of the Mental Health Act for the Local Authority.


For the Local Authority the process for section 117 aftercare recommences in preparation for discharge and may include different Local Authority commissioner, should the CYP have moved out of the original area.  





The Mental Health Act Administrators must be informed of any section 117 eligibility ending. 





For Health services there is no change if a subsequent qualifying detention is made, the who pays guidance sets out that the section 117 aftercare responsibility transfers with the individual along with the funding for the hospital stay if an out of area placement is required.





[bookmark: _Hlk145922746]


17.0 Disengagement from service


When a CYP becomes disengaged with services or refuses to accept aftercare services, the entitlement does not automatically lapse and the care team should ensure that needs and risks are reviewed and, where possible, communicated to the person.





Aftercare services under section 117 should not be withdrawn solely on the grounds that: 


· The patient has been discharged from the care of specialist mental health services


· An arbitrary period has passed since the care was first provided


· The individual is deprived of liberty under the MCA


· The individual has returned to hospital informally or under a Mental Health Act section 2  


· The individual is no longer on a CTO or Mental Health Act section 17 leave





Even where the provision of aftercare has been successful in that the individual is now well settled in the community, the person may continue to need aftercare services to prevent a relapse or further deterioration in their condition.





Lincolnshire County Council and the Lincolnshire NHS Integrated Care Board remain the responsible authorities irrespective of where the individual lives if the section 117 aftercare entitlement remains in place. Only once the entitlement has been ended/discharged the responsible commissioning authorities may revert to the Local Authority under ordinarily residence and origination ICB under the GP registration, should there be a further eligible section detention as outlined in 3.0 above for Local Authorities and for NHS Integrated Care Boards.





Eligible individuals are under no obligation to accept the aftercare services they are offered following assessment, but any decisions they may make to decline them should be fully informed. An unwillingness to accept services does not mean that the individual does not need to receive services, nor should it preclude them from receiving services later under section 117 aftercare should they change their mind. 





The duty to provide after-care services under section 117 exists until both LCC and the LICB are satisfied that the individual no longer requires them. 





The Mental Health Act Code of Practice also states (paragraph 27.3) that the ‘duty to provide after-care services continues as long as the individual is in need of such services’ and confirms (in paragraph 27.19) that ‘the duty to provide aftercare services exists until both the NHS Lincolnshire Integrated Care Board and Lincolnshire County Council (for Lincolnshire) are satisfied that the individual no longer needs them. Circumstances in which it is appropriate to end such services vary by individual and the nature of the services provided.





[bookmark: _Toc145928833][bookmark: _Hlk133403535][bookmark: _Toc112245226]18.0 Reinstating Section 117 Aftercare


Where it is determined that a CYP who is eligible for section 117 aftercare has had their entitlement ended prematurely, and there is a need to reinstate care in respect of; “meeting a need arising from or related to the patient’s mental disorder and reducing the risk of a deterioration of the CYP’s mental condition and, accordingly, reducing the risk of the patient requiring admission to a hospital again for treatment for mental disorder”. 





The section 117 aftercare Lead Professional should make a professional assessment the urgency of the need to reinstate eligibility for section 117 aftercare taking into account the element of risk of safety to the individual or others  and takes action to meet urgent need via interagency communication and agreement, if agreement is not achieved this will be referred immediately to the next line manager to resolve, or, via the agreed process for securing section 117 aftercare if of a non-urgent nature. The section 117 aftercare Out of Area Treatments Panel for Children and Young People will be furnished with all relevant information and will review the case for learning points, and the Mental Health Act Administrators must be informed of the change in status.  


[bookmark: _Toc145928834][bookmark: _Hlk133403580]


[bookmark: _Toc112245227]19.0 People with Learning Disability and autistic people programme (LDA programme) (previously Transforming Care)


The LDA programme relates to people who have a learning disability, autistic people, or both and especially focuses on people with behaviour of concern, or a mental health condition. 


In February 2015, NHS England publicly committed to a programme of closing inappropriate and outmoded inpatient facilities and establishing stronger support in the community.


NHS England has rolled out a programme of Care and Treatment Reviews (CTRs) of individual’s to prevent unnecessary admissions and avoid lengthy stays in hospital. 





CYP in hospital on the LDA programme, Care and Treatment review programme, and are on one of the eligible mental health act sections, will be eligible to section 117 aftercare upon discharge from the section.


 


[bookmark: _Toc145928835][bookmark: _Toc112245229][bookmark: _Hlk145922882][bookmark: _Hlk133403632]20.0 Funding 


[bookmark: _Toc145928836]Currently where funding a service is required this is based on an individual case by case basis, agreed by the CYP section 117 aftercare Out of Area Treatments Panel. Details of the Out of Area Treatments panel is located in the procedure and Guidance documents at appendix K.  


[bookmark: _Toc112245230][bookmark: _Hlk145922903]


20.1 Statutory health and standard Social Care


The term Statutory services relates to those services that are provided by the NHS and Local Authority free of charge, for eligible Lincolnshire individuals, these services in respect of the Mental Health Act section 117 aftercare following assessment, could include access to (this is not an exhaustive list) members of the CAMHS team Consultant Psychiatrist, Clinical Psychologist, Occupational Therapist, Speech and Language therapist and other services provided and funded within the remit of Lincolnshire Partnership Foundation Trust, and some community services for example the Crisis Team, Social Workers from Social Care in Lincolnshire, and Registered Nurses and healthcare workers from NHS Lincolnshire Integrated Care Board for care co-ordination. (These services are already funded by the Integrated Care Board or the Local Authority). The Statutory duty for Lincolnshire County Council is to undertake a child and family assessment and provide services to meet unmet eligible needs.





20.2 Services that are not statutory services (requiring funding)


Lincolnshire County Council and NHS Lincolnshire Integrated Care Board for CYP’s eligible for Mental Health Act Section 117 aftercare, fund non statutory care for example accommodation and therapeutic placements (outside of the above statutory services) which forms part of the section 117 aftercare need, private providers of care in the community, and other needs that are not funded through statutory services where a need has been assessed and requires funding to meet the section 117 aftercare need.





[bookmark: _Hlk133403698]20.3 Funded services.


Section 117 aftercare services are free of charge.


All funded services and any change to the service will need to be discussed by the CYP section 117 aftercare Out of Area Treatments panel. 





[bookmark: _Hlk145923252]20.4 Funding changes


Neither the Integrated Care Board r the Local Authority should unilaterally withdraw from an existing funding arrangement without a joint reassessment of the individual, and without first consulting one another and informing the individual about the proposed change of arrangement. Any proposed change should be put in writing to the individual by the organisation that is proposing to make such a change. If agreement cannot be reached on the proposed change, the local disputes procedure should be invoked, and current funding arrangements should remain in place until the dispute has been resolved


[bookmark: _Toc112245238][bookmark: _Hlk133405500]


[bookmark: _Toc145928837][bookmark: _Hlk145923034]21.0	Direct Payments and Personal Health Budgets


Direct Payments and Personal Health budgets can be made to discharge both the Council’s and the ICB’s obligations under section 117 aftercare. An individual cannot be charged for services that are provided to a meet a section 117 aftercare need and this must be taken into consideration when calculating direct payments and personal health budget payments.


An individual will not be charged for section 117 aftercare services, however if they are a young person transitioning into adult services with needs which fall outside of the section 117 aftercare these needs may be subject to a financial assessment by Lincolnshire County Council.  





[bookmark: _Toc112245239][bookmark: _Toc145928838][bookmark: _Hlk133405524]21.1 Social Care Direct Payments


Section 117 of the Mental Health Act 1983 allows for aftercare services to include services provided to the individual in respect of a Direct Payment a monetary payment in lieu of services.


The Lincolnshire County Council Direct payments policy is included in the procedure and guidance document appendix.





[bookmark: _Toc112245240][bookmark: _Toc145928839][bookmark: _Hlk133405554]21.2 Health Care Personal Health Budgets


Personal Health Budgets for health care are monetary payments in lieu of services, made by ICBs to individuals (or to a representative or nominee on their behalf) to allow them to purchase the care and support they need to meet their health and wellbeing outcomes. NHS Lincolnshire Integrated Care Board Personal Health Budget Direct Payment Guidance is included in the procedure and guidance document appendix.





[bookmark: _Toc112245231][bookmark: _Toc145928840][bookmark: _Hlk133403798]22.0 Section 117 aftercare Associated guidance


[bookmark: _Toc112245232][bookmark: _Toc145928841]22.1 Continuing Health Care Interface


NHS Continuing Healthcare process and funding must not be used to meet section 117 aftercare needs. Where a CYP is eligible for services under section 117 aftercare these must be provided for/funded under section 117 aftercare and not under NHS Continuing Healthcare. It is important for ICBs to be clear in each case whether the individual’s needs (or in some cases which elements of the individual’s needs) are being funded under section 117 aftercare, NHS Continuing Healthcare, or any other powers.





[bookmark: _Hlk133403868][bookmark: _Hlk145923503]22.2 Non section 117 aftercare needs 


A person in receipt of services under section 117 aftercare may also have or develop needs that do not arise from, or are not related to, their mental disorder and so do not fall within the scope of section 117 aftercare such as physical health needs. These needs not related to the section 117 aftercare, cannot be funded as section 117 aftercare and must be funded and classified outside of the section 117 aftercare needs.





Whilst these are not section 117 aftercare needs they should be identified as part of the assessment and review process prior to the individual leaving hospital and where they trigger requirements of Continuing Healthcare (CHC) the ICB should be notified and the process around CHC engaged. The general principals in determining the responsible commissioner for non-section 117 aftercare related needs is “where an individual is registered on the list of NHS patients of a GP Practice, the ICB with core responsibility for the individual will be the ICB with which that GP practice is associated. This may be a different ICB than the ICB responsible for the Section 117 aftercare. 


Paragraph number 14.11 and 18 of the “Who pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers (revised 2022) document highlights scenarios identifying the responsible commissioner, under the changing circumstances relating to section 117 aftercare and “other health care needs





[bookmark: _Hlk133405468]23.0 Changes to charging for prescribed medications for individuals at age 16-18 years.


Individuals have the right to receive NHS services free of charge, apart from certain limited exceptions sanctioned by Parliament.


NHS services are generally provided free of charge. This includes access to local services for example GP, hospital or clinic, or health improvement services provided by the local authority.


Dental, Ophthalmic and prescription2services are chargeable the legislation in the 2006 NHS Act enables the making and recovery of charges for these services. 


Section 117 aftercare does not automatically entitle individuals to free prescriptions unless they are in an exemption category or hold a valid medical exemption certificate (MedEx). Mental disorders are not included in the list of medical conditions. For individuals below the age of 16 prescriptions are free between the age of 16 -18 and in full time education, the individual is entitled to free prescriptions. Individuals aged 16 if not in full time education and individuals attaining the age of 18 years and are not in one of the exemption groups, the service is chargeable.  


The National Health Service (Charges for Drugs and Appliances) Amendment Regulations 2008 amended the 2000 Regulations so that individuals who are subject to a Community Treatment Order will not be charged for medication if it is supplied to them by a CCG now ICB, Trust or a Patient Group Directive. Individuals who are not subject to a CTO but who are receiving medication from a trust will not be charged for the prescription.


Further information can be sought from an appropriate pharmacist.





[bookmark: _Toc112245245][bookmark: _Toc145928842][bookmark: _Hlk133405773]24.0 Resolution Process’s


[bookmark: _Hlk150768094]24.1 Joint Professional Resolution and Escalation Protocol in relation to Section 117 Aftercare


Providers, commissioners, and other relevant organisations should work together to ensure that the quality of commissioning and provision of mental healthcare services are of high quality and are given equal priority to physical health and social care services. 





Whilst all relevant services should work together to facilitate a timely, safe, and supportive discharge from detention, in order to facilitate section 117 aftercare professional or commissioning differences may arise. Any differences that arise with regards to section 117 aftercare, within the local organisations, are to be managed in the interim through line management steps, as described in the  “Professional resolution and escalation LSCP policy”. This is located at appendix O in the section 117 aftercare Guidance and procedures documentation.





[bookmark: _Hlk145923981]24.2 Local Funding disputes


Where there is a local dispute regarding funding, there should be no impact on the young person the provision of ‘without prejudice’ funding by the authority with the primary duty of care at the time, pending resolution of the dispute, if neither is currently funding or prepared to fund, this should be on an interim 50/50 basis between Local Authority (LCC) and the Integrated Care Board (ICB). This will avoid funding disputes detrimentally affecting an individual’s care or causing undue delay in discharging someone from hospital. 





[bookmark: _Hlk145924021]24.3 Other Commissioning Authority disputes


Where there is a dispute regarding section 117 aftercare funding and/or commissioning authority the jointly agreed NHS and Social Care disputes resolution process will be followed, including the provision of ‘without prejudice’ funding by the authority with the primary duty of care at the time, pending resolution of the dispute and if neither is currently funding or prepared to fund, this should be on a 50/50 basis between Local Authority (LCC) and the Integrated Care Board (ICB). This will avoid funding disputes detrimentally affecting the CYP’s care or causing undue delay in discharge from hospital.





[bookmark: _Hlk145924052][bookmark: _Hlk109054137][bookmark: _Toc104454403]24.4 Dispute resolution process for ICBs within NHS in England.


Appendix 1 of the “who pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers (version 1.1 (draft) 14 June 2022) sets out principles which apply where there is disagreement about a responsible commissioner issue between ICBs, or between ICBs and an NHS England commissioning team, and describes the formal dispute resolution process to be followed where a disagreement cannot be resolved locally. Appendix 3 of the “who pays “ document outlines the National arbitration process.





This process applies only within the NHS in England. It does not apply to disputes involving an NHS commissioner and a Local Authority, nor does it apply to cross-border disputes within the UK. There is, however, a separate process for dispute resolution between NHS bodies in England and Wales set out in England / Wales Cross Border Healthcare Services: Statement of values and principles. 





[bookmark: _Hlk133406130][bookmark: _Hlk145924080][bookmark: _Hlk109054167]24.5 Disputes between Local Authorities.


 The dispute resolution for Local Authorities is laid out in the Care Act 2014 “statutory instruments 2014 No. 2829 The Care and Support (disputes between Local Authorities) regulations 2014. 





[bookmark: _Toc112245247][bookmark: _Toc145928843][bookmark: _Hlk133406217][bookmark: _Hlk109054585]25.0 Complaints


Where individuals express dissatisfaction with any aspect of their section 117 aftercare then organisations should engage with them to resolve this. If an individual wishes to make a formal complaint this should be done in line with each partnership organisations complaints procedure. 





			Organisation


			e-mail





			Lincolnshire County Council


			CustomerRelationsTeam@lincolnshire.gov.uk





			Lincolnshire Partnership Foundation Trust


			PALS@lpft.nhs.uk





			NHS Lincolnshire Integrated Care Board (ICB)


			Informal information:


LHNT.LincsPALS@nhs.net


Formal complaints:


licb.feedbacklincolnshireicb@nhs.net











[bookmark: _Hlk145924255]26.0 Training


Each partnership organisation will provide appropriate and sufficient training for each of their employee groups.


2





image3.png


x | [ roadeare 0 < Huma X | G nhslincolnshire cb - Google Se= X | [ Lincolnshire ICB - Supporting he X |

Lincolnshire

Integrated Care Board What are you looking for...

About Us Your health and services Get Involved Working for us

People encouraged to take advantage of covid-19
spring booster

Read more

Accessing your gp

Documents

News & Events

Contact us

Intranet Home

Have your say

T=a80e

Accessibilty tools

HeEenumEewD B

05
19/04/2023








image4.png


Lincolnshire“%

COUNTY COUNCIL

Mrb@f“’“’be#ufum








image5.png


NHS

Lincolnshire Partnership
NHS Foundation Trust

e
T L S —








image6.png


x | [ roadeare 0 < Huma X | G nhslincolnshire cb - Google Se= X | [ Lincolnshire ICB - Supporting he X |

Lincolnshire

Integrated Care Board What are you looking for...

About Us Your health and services Get Involved Working for us

People encouraged to take advantage of covid-19
spring booster

Read more

Accessing your gp

Documents

News & Events

Contact us

Intranet Home

Have your say

T=a80e

Accessibilty tools

HeEenumEewD B

05
19/04/2023








image1.png


Lincolnshire“%

COUNTY COUNCIL

Mrb@f“’“’be#ufum








image2.png


NHS

Lincolnshire Partnership
NHS Foundation Trust

e
T L S —










image3.emf

CYP Section 117  aftercare Procedures Final with updated flow chart and update from EE.docx




CYP Section 117 aftercare Procedures Final with updated flow chart and update from EE.docx

	


Any comments welcome  








Lincolnshire County Council


NHS Lincolnshire Integrated Care Board


Lincolnshire Partnership Foundation Trust


Section 117 aftercare Joint Agency Procedures and Guidance for Children and young people’s services.

















V2.0


13 November 2023
































Content
Introduction-------------------------------------------------------------------------------------------------------------7
Section 117 information sharing agreement-------------------------------------------------------------------7
Section 117 Eligibility and Entitlement---------------------------------------------------------------------------7
3.1 Becoming Eligible and Entitled--------------------------------------------------------------------------------------7
3.2 Period of eligibility for section 117 aftercare-------------------------------------------------------------------7
3.3 Entitlement---------------------------------------------------------------------------------------------------------------8
Determining which Local Authority & Integrated Care Board is responsible for Section 117 aftercare------------------------------------------------------------------------------------------------------------------7
4.1 Who is responsible for identifying Ordinary Residence------------------------------------------------------7
4.2 Determination of Ordinary Residence for Local Authority--------------------------------------------------8
4.3 Determination of Ordinary Residence for Health services--------------------------------------------------8
4.4 Identifying the responsible commissioner where this is not clear or recorded-----------------------8
4.5 Individual workers and identification of the responsible commissioners------------------------------8
5.0 Identifying responsible NHS Integrated Care Board and Local Authority (LA), The legislation---9 
5.1 The Responsible Local Authority-----------------------------------------------------------------------------------9
5.2 The Responsible Integrated Care Board Commissioner. The legislation-------------------------------11
5.3 Ascertaining originating responsible authorities where capacity is impaired------------------------12
6.0 Access for determining section 117 aftercare eligibility for LPFT users in RIO and LCC in 
      MOASIC------------------------------------------------------------------------------------------------------------------12
6.1 AMHP report-----------------------------------------------------------------------------------------------------------13
6.2 Determining if an individual is eligible for section 117 aftercare for RiO users----------------------13
6.3 Determining if an individual is eligible for section 117 aftercare for MOSAIC users----------------14
6.4 Determining if an individual is eligible for section 117 aftercare for non RIO or MOSAIC users--------------------------------------------------------------------------------------------------------------------------------------15
The section 117 aftercare master list---------------------------------------------------------------------------15 
7.1 Evidence required to prove section 117 aftercare eligibility----------------------------------------------16
7.2 Informing the Mental Health Act Administrators------------------------------------------------------------16
7.3 Security of information flow---------------------------------------------------------------------------------------16
7.4 Sharing the section 117 aftercare Master list-----------------------------------------------------------------16
7.5 ICB Coordination in respect of the Section 117 aftercare master list-----------------------------------16
7.6 Section 2 and qualifying date--------------------------------------------------------------------------------------16
8.0 Involvement with section 117 aftercare------------------------------------------------------------------------17
8.1 CYP and family involvement---------------------------------------------------------------------------------------17
8.2 Hospital and Section 117 aftercare Lead Professionals-----------------------------------------------------17
8.3 Allocation of hospital lead professional------------------------------------------------------------------------17
8.4 Allocation of section 117 aftercare Lead Professional------------------------------------------------------17
8.5 Social Worker input--------------------------------------------------------------------------------------------------17
8.6 Delivery of care under the Care Programme Approach----------------------------------------------------17
8.7 Lead Professional and assessment-------------------------------------------------------------------------------17
9.0 Section 117 in relation to Children and Young People (MHA CoP 19.111 and 19.118)------------18 9.1 Reporting detention for 12 consecutive weeks under section 85 of the Children Act 1989-----18
9.2 Integration of existing provisions and section 117 aftercare--------------------------------------------18
9.3 Section 117 aftercare reflected and informed in other statutory and non-statutory plans-----18
9.4 (EHC Plan) Informing the local authority of a detention under the Mental Health Act----------18
9.5 Integration with the Children’s Act 1989---------------------------------------------------------------------19
9.6 Personalised approach--------------------------------------------------------------------------------------------19
10.0 Supporting service user involvement and participation------------------------------------------------19
10.1 Information and support----------------------------------------------------------------------------------------19
10.2 Discharge and aftercare planning------------------------------------------------------------19
10.3 Consent--------------------------------------------------------------------------------------------------------------19
10.4 Assessing, Care Planning and review attendance--------------------------------------------------------19
10.5 Advocacy------------------------------------------------------------------------------------------------------------20
10.6 Independent Mental Capacity Advocacy (IMCA)---------------------------------------------------------20
10.7 Independent Advocacy under the Care Act (2014)-------------------------------------------------------20
11.0 Flow chart for joint working and process from assessment to review------------------------------21
12.0 Assessment----------------------------------------------------------------------------------------------------------23
12.1 Assessments of aftercare needs should be conducted--------------------------------------------------23
12.2 Assessment documents------------------------------------------------------------------------------------------23
11.3 Mental Health Review Tribunals------------------------------------------------------------------------------23
13.0 Section 117 aftercare planning---------------------------------------------------------------------------------23
13.1 Section 117 aftercare needs------------------------------------------------------------------------------------23
13.2 Non section 117 needs-------------------------------------------------------------------------------------------23
13.3 Where there is debate around ‘is this a section 117 aftercare need’--------------------------------24
13.4 Care programme approach--------------------------------------------------------------------------------------24
14.0 Section 117 aftercare process following identification of aftercare needs------------------------24
15.0 Mental Health Review Tribunals------------------------------------------------------------------------------25 
16.0 Reviews (section 117 aftercare)-------------------------------------------------------------------------------26
16.1 Reviewing towards recovery-----------------------------------------------------------------------------------26
16.2 Review time scale-------------------------------------------------------------------------------------------------26
16.3 Consideration to end entitlements and eligibility at reviews-----------------------------------------26
16.4 Review flow chart-------------------------------------------------------------------------------------------------27
17.0 Ending Entitlement and eligibility in relation to Section 117 aftercare----------------------------28
17.1 Duty to provide section 117 aftercare----------------------------------------------------------------------28
17.2 Note in respect of differing responsible authorities----------------------------------------------------28
17.3 Long Gevity of the responsible authorities----------------------------------------------------------------28
17.4 The need for section 117 aftercare--------------------------------------------------------------------------28
17.5 Ending section 117 entitlement(s)---------------------------------------------------------------------------28
17.6 Formal letter ending entitlements---------------------------------------------------------------------------29
17.7 Ending Section 117 aftercare Eligibility---------------------------------------------------------------------29
17.8 Informing the LPFT Mental Health Act Administrators-------------------------------------------------29
18.0 Process for reinstating Section 117 aftercare-------------------------------------------------------------29
18.1 Reinstating section 117 aftercare----------------------------------------------------------------------------29
18.2 Assessing the urgency of the need to reinstate section 117 aftercare-----------------------------29
18.3 Informing the LPFT Mental Health Act Administrators-------------------------------------------------30
19.0 Disengagement from service----------------------------------------------------------------------------------30
20.0 Responsible commissioning authorities prior to and after ending eligibility---------------------30  
21.0 Ending and reinstating Section 117 aftercare process flow chart-----------------------------------31
22.0 Recording section 117 aftercare information-------------------------------------------------------------32
22.1 Information input to data base(s)----------------------------------------------------------------------------32
23.0 Lincolnshire County Council and NHS Lincolnshire Integrated Care Board section 117 aftercare Funding Agreement-----------------------------------------------------------------------------------------------------32
23.1 Funding requests--------------------------------------------------------------------------------------------------32
23.2 Introduction to Direct Payment (Social Care) and Personal Health Budgets (NHS Health Care)---------------------------------------------------------------------------------------------------------------------------------- 32
23.3 Working together with funding packages-------------------------------------------------------------------32
23.4 Process for offering Direct payments and Personal health budgets---------------------------------33
24.0 Out of Area Treatments Panel for Children and young people (sect--------------------------------33
24.1 Contact point for Out of Area Treatments panel----------------------------------------------------------33
25.0 Transition planning------------------------------------------------------------------------------------------------33
25.1 Section 117 aftercare Lead Professional and transition into adult services------------------------34 25.2 Adult assessment and care planning tools for individuals transitioning into adult services---34 
25.3 Transition Principles for young people-----------------------------------------------------------------------34
25.4 Transition planning Adult Learning Disability services---------------------------------------------------36
25.5 Funding agreement on transfer to adult services---------------------------------------------------------36
26.0 Learning Disability and people with autism programme (LDA programme) (previously   Transforming Care)-------------------------------------------------------------------------------------------------------36
26.1 LDA programme eligibility to section 117 aftercare and funding-------------------------------------36
26.2 Funding for individuals when discharged from hospital after their 18th birthday----------------37
27.0 Joint Professional Resolution and Escalation Protocol in relation to section 117 aftercare---37
27.1 Disputes between other Local Authorities and Integrated Care Boards----------------------------37
27.2 Funding arrangements where there are difference of opinion----------------------------------------37
27.3 Dispute resolution process for ICBs within the NHS in England---------------------------------------37
27.4 Disputes between Local Authorities--------------------------------------------------------------------------38
28.0 Complaints-----------------------------------------------------------------------------------------------------------38
29.Training------------------------------------------------------------------------------------------------------------------38
Appendix A to P -----------------------------------------------------------------------------------------------------------39











GLOSSARY


The glossary below is not an exhaustive list but covers the terminology covered in the S117 Joint Policy and the Procedures and Guidance for the S117 Joint Policy


			Term/Acronym


			Definition





			Approved Mental Health Professional (AMHP)


			Approved Mental Health Professionals work on behalf of local authorities to carry out a variety of functions under the Mental Health Act. One of their key responsibilities is to make applications for the detention of individuals in hospital, ensuring the MHA and its Code of Practice are followed.





			Care Programme Approach (CPA)


			The approach used in secondary mental health care to assess, plan, review and coordinate the range of treatment and support needs for people in contact with secondary mental health services who have complex characteristics


[bookmark: _Hlk109117290]The CPA process is being refocused under NHS England “personalised care and support planning” Personalised care systems are evolving to replace the CPA.





			Section 117 aftercare CYP OATs Panel


			The Out of Area treatments Panel for children and young people have representation from both Health (Integrated Care Board and Lincolnshire Partnership NHS Foundation Trust and Social Care (Lincolnshire County Council)and the panel will be supported by representation from;


· Designated Clinical Officer for CYP with (SEND LICB)


· Children’s services SEN Manager (Lincolnshire County Council)


· CAMHS Mental Health Practitioner (LPFT)


· Representative from Therapies (LCHS)


· Community Paediatric Consultant Representative (ULHT)


· Administrator (LICB)





			Eligibility and Entitlement


			Where eligibility for section 117 aftercare is a consequence of being on a qualifying section and entitlement is the package of section 117 aftercare services they are entitled to receive.  





			Hospital Managers Review


			This has a similar function to the Tribunal service in that the patient can apply to a panel of at least three members who will consider whether the statutory criteria for detaining a patient continue to be met. In the event that the criteria are not met, the panel can discharge the patient.





			Hospital Lead Professional


and











Section 117 aftercare Lead Professional 


                        and











Social Worker





			The Hospital Lead Professional is the professional appointed to ensure that the persons care is being co-ordinated and managed whist in hospital, and covers the terms Care Co-ordinator, Named Nurse, Lead Practitioner. The Lead Professional will usually be a Registered Nurse.


The section 117 aftercare lead professional will be the individual identified who will work alongside the Hospital Lead Professional in preparations for the individuals plans post discharge and take the section 117 aftercare lead professional role following the individuals discharge from hospital. This individual could be a Social Worker or a Registered Nurse.


A Social Worker, will be involved in the planning of the appropriate aftercare services to meet your needs in conjunction with the allocated Nurse and the hospital Lead Professional.





			Mental Health Act (MHA)


			The Mental Health Act (1983 as amended 2007) is the main piece of legislation that covers the assessment, treatment, and rights of people with a mental health disorder.





			Qualifying Section


			The qualifying section a person must have been placed on in order to be eligible for section 117 aftercare is one (or more) of the following sections: 3, 37, 45, 47 or 48





			Section Papers


			These are the legal forms required to detain a person in Hospital under the Mental Health Act. 


· For section 3 this will comprise of 2 medical recommendations (Form A7 or A8) and an application by an AMHP (form A6)


· For section 37 they will be Order's from the court


· For section 47 these will be Transfer Orders from the Ministry of Justice





			Mental Health Review Tribunal (MHRT) 


			The First Tier Tribunal (Mental Health) are an independent body who are responsible for considering the discharge from section of patients detained under the Mental Health Act.





			LCC, LA  


			Lincolnshire County Council Local Authority





			LICB (ICB)


			NHS Lincolnshire Integrated Care Board  





			LPFT


			Lincolnshire Partnership NHS Foundation Trust 





			


			





			


			





			


			











1.0 Introduction


1.1 Section 117 of the Mental Health Act 1983 (as amended 2007)


Section 117 of the Mental Health Act 1983 (as amended 2007) imposes a free-standing duty on Lincolnshire NHS Integrated Care Board (ICB) and Lincolnshire County Council (LCC), (Eligible children and Young People (CYP) cannot be charged for section 117 aftercare services under the free-standing duty) in co-operation with statutory and voluntary agencies, to provide or arrange for the provision of aftercare to certain eligible CYP. This duty arises once the CYP ceases to be detained and then leaves hospital whether or not the individual leaves hospital immediately after they have ceased to be detained. The duty to provide this service applies until such time as the ICB and the LCC are satisfied that the CYP concerned is no longer in need of such services.





Section 117 aftercare services are services which have both of the following purposes


· meeting a need arising from or related to the CYP’s mental disorder and 


· reducing the risk of a deterioration of the CYP’s mental condition and, 


· accordingly, reducing the risk of the CYP requiring admission to a hospital again for treatment for mental disorder. 





All processes should be based on aiding recovery and a meaningful personalised lifestyle within the CYP’s family, education, and local community.





The joint agency CYP policy and these procedures and guidance relate to the following partnership organisations to follow and refer to:


· Lincolnshire County Council (LCC)


· Lincolnshire Partnership NHS Foundation Trust (LPFT)


· NHS Lincolnshire Integrated Care Board (ICB) 


[bookmark: _Toc114050523][bookmark: _Toc115690308]2.0 Section 117 Information sharing agreement


An Information Sharing Agreement has been approved by the three organisations (LPFT, ICB and LCC) in order to share all relevant section 117 information. A copy of this information sharing agreement can be viewed at appendix A. 


3.0 [bookmark: _Toc114050511][bookmark: _Toc115690296][bookmark: _Hlk137199109]Section 117 Eligibility & Entitlement


[bookmark: _Toc114050512][bookmark: _Toc115690297]3.1 Becoming Eligible 


A person is eligible for section 117 aftercare if they have ever been subject to any of the following 'qualifying sections' of the Mental Health Act:


· [bookmark: _Hlk146016069][bookmark: _Hlk146015564]Section 3 is the section mainly used for children and young people


· [bookmark: _Hlk146015586]Section 37 power of courts to order hospital admission


· [bookmark: _Hlk146015658]Section 47 Removal to hospital of persons in Youth detention accommodation, can be applicable however is very rarely used for children and young people 


· [bookmark: _Hlk146015614]Section 45A is not applicable to individuals under the age of 21


· Section 48 – Removal to hospital of prisoner (Not applicable to CYP)


[bookmark: _Hlk146727031]


[bookmark: _Toc114050513][bookmark: _Toc115690298][bookmark: _Hlk137199191]3.2 Period of eligibility for section 117 aftercare


Once a person becomes eligible for section 117 aftercare they remain eligible until:


· the death of an individual 


· eligibility is formally ended by the responsible commissioning agencies following a recommendation from a formal review 


· For Local authorities being detained on a further qualifying section will end the existing section 117 aftercare that was in place immediately prior to the subsequent detention





3.3 Entitlement


Entitlement to service(s) will be determined upon an assessment of section 117 aftercare needs, and


entitlement(s) can be ended and restarted throughout a person's lifetime. Details of ending, and reinstating section 117 aftercare entitlement and eligibility is covered in paragraphs 16.0 below.





4.0 Determining which Local Authority & Integrated Care Board is responsible for Section 117 aftercare


· As stated at paragraph 3 of the section 117 aftercare Joint policy for CYP it is the responsibility of the relevant NHS Integrated Care Board and Local Authority to fund eligible Lincolnshire CYP’s, entitlement to section 117 aftercare. The determination is primarily based upon where the patient was ordinarily resident immediately prior to them being placed on the qualifying section (for CYP usually section 3).


· [bookmark: _Hlk146726565]The Policy provides information in respect of the responsible authorities. The Local Authority and the Responsible Health Authority Commissioners (ICB) for ordinarily residence. 


· Ordinary residence is different for Local Authorities and Integrated Care Boards, Local Authority is based on where the individual is living (ordinarily resident) whilst the Integrated Care Board is based on GP practice registration and the ICB who is responsible for that GP practice, as described in paragraph 5 below ratified by the respective legal departments.





4.1 Who is responsible for identifying ordinary residence?


 There are different agencies who, in general, will be responsible for determining Ordinary Residence 


  On an individual basis, as follows


· For section 3 it will be the AMPH making the application


· For Section 37, it will be the Court


· For Section 47 it will be the Ministry of Justice.


· [bookmark: _Hlk146017949]Sections 45A and 48 are not applicable to children and young people


4.2 Determination of Ordinary residence for Local Authority


[bookmark: _Hlk146018179]For Local Authorities the place of Ordinary Residence will be the home address of the individual that is put on the AMHP application, the Court Order, or the Transfer Direction from the Ministry of Justice. 





4.3 Determination of Ordinary residence for Health services


For Health the ‘who pays determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers’, which states that the responsible ICB is determined by the individuals GP registration and the ICB that manages the said GP practice is the originating and responsible ICB.





4.4 Identifying the responsible commissioner where this is not clear or recorded.


If there is a dispute about Ordinary Residence or that the AMHP application, Court Order or the Transfer direction do not include a home address then the section 117 aftercare Lead Professional in conjunction the Local Authority and Integrated Care Board will determine the Ordinary Residence based upon their originating home address for Lincolnshire County Council and GP registration for Health. Where the identification is complex line managers may seek legal advice as to Ordinary residence.





4.5 Individual workers and identification of the responsible commissioners.


All individuals working with the individual should be checking that the relevant responsible commissioners are identified. Should there be any uncertainty as to the responsible commissioning bodies this should be escalated to Senior Managers for clarity or further actions. 


[bookmark: _Toc145928824][bookmark: _Hlk146008471][bookmark: _Hlk145920570][bookmark: _Hlk146031914]


[bookmark: _Toc145928825]5.0 Identifying responsible NHS Integrated Care Board and Local Authority (LA) ,  “The legislation”  


Section 117 of the Mental Health Act 1983 (MHA) sets out the legal obligation on relevant Local Authorities and CCGs now ICB to provide aftercare to certain detained patients once they cease to be detained.


Section 117(3) of the Mental Health Act 1983 defines who the responsibility to provide aftercare services falls upon. 


S.117 (3) currently provides as follows 


“(3) In this section the “integrated Care Board or Local Health Board” means the integrated care board or Local Health Board, and “the local social services authority” means the local social services authority—


(a) if, immediately before being detained, the person concerned was ordinarily in England, for the area in England in which he was ordinarily resident.


(b) if immediately before being detained, the person concerned was ordinarily resident in Wales, for the area in Wales in which he was ordinarily resident; or


(c) in any other case for the area in which the person concerned is resident or to which he is sent on discharge by the hospital in which he was detained.”


In the event of a dispute section 40 of the Care Act provides for a mechanism to resolve that dispute. 


In order to fully understand the effect of these provisions it is necessary to look at the responsibilities of the local authority and the integrated care board separately. 


[bookmark: _Hlk145920618]


5.1 The Responsible Local Authority


It is important to recognise that different provisions apply depending on whether you are dealing with pre 2015 or post April 2015 cases. 


Pre -Care Act 2014 cases 


Prior to the Care Act coming into effect on 1 April 2015, Section 117(3) provided that the responsible CCG (now ICB) and Local Authority was that in whose area the patient was resident immediately before being detained. If the patient had no such residence, then the responsibility defaulted to the bodies for the area the patient was sent to on discharge.


The case law applying to these types of cases confirmed that the local authority “deeming provisions” (which were familiar to social care staff under Acts such as the National Assistance Act 1948) had no application and therefore did not apply when determining responsibility under section 117 of Mental Health Act 1983. [A deeming provision is a provision which means that in certain circumstances the person is placed out-of-area but continues to be deemed in law as ordinarily resident in the placing Local Authority's area.] 





Post Care Act cases (Post 1 April 2015) 


Section 75 of the Care Act 2014 amended the wording of section 117 to change the wording from “resident” to “ordinarily resident”. In all other respects the section remained the same. This simply served to confuse matters as it was not clear whether by making this change it was necessary to import the deeming provisions. In March 2016 a revision to the Care and support statutory guidance made it clear that the deeming provisions which are used to determine Care Act responsibilities do not apply to section 117. This still remains the position. 





 Practical Application 


Section 117 responsibilities for local authorities are determined therefore by reference to the common law without the use of deeming provisions. In most cases a person’s ordinary residence is straight forward.  In more complex cases the individual facts will need to be considered. 





The courts have considered the meaning of ordinary residence and the leading case is that of Shah v London Borough of Barnet (1983). In this case Lord Scarman stated that:


“unless it can be shown that the statutory framework or the legal context in which the words are used requires a different meaning I unhesitatingly subscribe to the view that ordinarily resident refers to a man’s abode in a particular place or country which he has adopted voluntarily and for settled purposes as part of the regular order of his life for the time being, whether of short or long duration.”





The statutory guidance helpfully provides the following. 


Local authorities must always have regard to this case when determining the ordinary residence of adults who have capacity to make their own decisions about where they wish to live. Local authorities should in particular apply the principle that ordinary residence is the place the person has voluntarily adopted for a settled purpose, whether for a short or long duration. Ordinary residence can be acquired as soon as the person moves to an area, if their move is voluntary and for settled purposes, irrespective of whether they own, or have an interest in a property in another local authority area. There is no minimum period in which a person has to be living in a particular place for them to be considered ordinarily resident there, because it depends on the nature and quality of the connection with the new place”





Where the individual lacks capacity the statutory guidance provides the following:


Therefore, with regard to


 establishing the ordinary residence of adults who lack capacity, local authorities should adopt the Shah approach, but place no regard to the fact that the adult, by reason of their lack of capacity cannot be expected to be living there voluntarily. This involves considering all the facts, such as the place of the person’s physical presence, their purpose for living there, the person’s connection with the area, their duration of residence there and the person’s views, wishes and feelings (insofar as these are ascertainable and relevant) to establish whether the purpose of the residence has a sufficient degree of continuity to be described as settled, whether of long or short duration.”


The local authority will therefore consider the position of ordinary residence by using the common law interpretation above without consideration of the deeming provisions when considering whether it is has responsibility under Mental Health Act section 117 for aftercare. 





Accommodation provided under section117 Mental Health Act 1983


Where accommodation is provided under section 117 aftercare of the Mental Health Act, (as opposed to under the Care Act), section 39(4) of the Care Act deems the person to be ordinarily resident in the Section 117 authority's area for the purposes of other Local Authority services as well.





What happens if the individual has a section 117 entitlement in one local authority but is subsequently re-detained in the area of another authority under section 3.  


This scenario has been the subject of longstanding litigation by the name of R. (on the application of Worcestershire CC) v Secretary of State for Health and Social Care [2021] EWCA Civ 1957. This Court of Appeal case heard in December 2021 has changed for now the way in which these cases are dealt with. It is an important decision which affects local authority funding. 





(Paragraph 3)


The conventional legal view was that where a person was ordinarily resident in another local authority area (local authority B) and was re-detained under section 3 in the area of local authority B, that local authority would be responsible for the provision of after-care services and not the local authority under which the first detention had occurred (local authority A). 





Court of appeal Judgement


The Court of Appeal has changed that position. The first local authority (local authority A) will retain section 117 aftercare responsibility unless and until a joint decision (following proper process) has been made by the responsible local authority and integrated care board that the individual is no longer in need of any aftercare services.  Re-detention will not automatically terminate the section 117 duty but it is clear that had such a decision been made to bring the aftercare services to an end, the outcome would have been different.  


[bookmark: _Hlk145920666]


Supreme Court Judgement 


[bookmark: _Hlk151979193][bookmark: _Hlk145927126]Upon consideration of the Supreme Court decision, following the appeal submitted by Worcestershire, the current position for Local Authorities as from the 10.08.2023 is as follows: 


The conventional legal view as outlined above in paragraph 3 was that where a person was ordinarily resident in another local authority area (local authority B) and was re-detained under section 3 in the area of local authority B, that local authority would be responsible for the provision of after-care services and not the local authority under which the first detention had occurred (local authority A) was upheld. 





Effectively if an individual is detained on a qualifying section the existing section 117 aftercare is effectively ended due to their being no requirement for section 117 aftercare, due to the detention readmission to hospital on a qualifying section. The process for identifying the responsible Local Authority commences along with the process to identify the section 117 aftercare needs at the point of discharge from section/hospital.





Concluding the case, the Supreme Court said: “"We conclude that the courts below were right to decide that, in circumstances where Parliament has deliberately chosen not to apply a deeming (or equivalent) provision to the determination of ordinary residence under section 117 of the 1983 Act, the words “is ordinarily resident” must be given their usual meaning, where a person was ordinarily resident  immediately before the second detention."





It should be noted that the government has published a draft bill to amend the MHA, which includes provisions that would insert the deeming rules from the Children Act 1989 and Care Act 2014 into section 117 (clause 39). Should this be the case then this policy will need to be updated to reflect this or any change.





5.2 The Responsible Integrated Care Board Commissioner. The legislation


The key legislative provisions relating to the determination of commissioning responsibility are contained in


 • the NHS Act 2006 (“the 2006 Act”), as amended, including by the Health and Care Act 2022 (“the 2022 Act”);  


• the National Health Service (Integrated Care Boards: Responsibilities) Regulations 2022 (the “ICB Responsibilities Regulations”); 


 • the National Health Service (Integrated Care Boards: Exceptions to Core Responsibility) Regulations 2022 (the “ICB Exceptions Regulations”); 


• the National Health Service (Integrated Care Boards: Description of NHS Primary Medical Services) Regulations 2022 (the “Primary Medical Services Regulations”); and 


 • the National Health Service Commissioning Board and Clinical Commissioning Groups (Responsibilities and Standing Rules) Regulations 2012 (as amended by the Health and Care Act 2022 (Consequential and Related Amendments and Transitional Provisions) Regulations 2022) (the “Standing Rules Regulations”), Who Pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers 01.07. 2022.





“Who pays Determining which NHS commissioner is responsible commissioning healthcare services. 


There have been several changes to the NHS responsible commissioner for detained individuals and their section 117 aftercare, over the past few years. This document will inform of the current position, previous changes will not affect CYP upon discharge at this time.





The current position as of 1 July 2022 onward is outlined in paragraph 18 of the 2022 Who Pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers. 


In respect of ICB-commissioned detention and aftercare services, the ICB responsible for commissioning and payment will be determined on the basis of the general rules at paragraph 10.2 of the 2022 “Who pays?  Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers, applied at the point of the patient’s initial detention in hospital under the Act (whether for assessment or treatment). This ICB will be known as the “originating ICB”. Paragraph 10.2 of the 2022 “Who pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers) states:


“The general rules for determining responsibility between ICBs Where a patient is registered on the list of NHS patients of a GP practice, the ICB with core responsibility for the individual will be the ICB with which that GP practice is associated”. 





Any one GP practice may have some patients who are usually resident in one ICB area and others who are usually resident in another. In that situation, the responsible ICB (originating ICB) for all of the patients registered with that practice will be the ICB of which that practice is a member.





This originating ICB will then retain responsibility for commissioning and payment throughout the initial detention (including any period of informal admission following detention, during which the CYP is no longer detained but remains in hospital voluntarily), for the whole period for which any section 117 aftercare is provided.  


The recent supreme court judgement relating to the appeal submitted by Worcestershire, relates to Local Authorities and has not currently impacted on the NHS who pays guidance as of 1 July 2022 which remains in place as described above.





Where a patient is not registered with a GP practice, the responsible commissioner will be the ICB in whose geographic area the patient is “usually resident”.  





[bookmark: _Toc145928826][bookmark: _Hlk145920729]5.3 Ascertaining originating responsible authorities where capacity is impaired


Where an individual lacks capacity to make decisions about their care, the Cornwall case provides the following assistance:


“Adopt the Shah approach, however, place no regard to the fact that the adult, by reason of their lack of capacity cannot be expected to live there voluntarily. This involves considering all the facts, such as the place of the person’s physical presence, their purpose for living there, the person’s connection with the area, their duration of residence there and the person’s wishes and feelings (insofar as these are ascertainable and relevant) to establish whether the purpose of the residence has a sufficient degree of continuity to be described as settled, whether of long or short duration” 


Where an individual has capacity to decide where to live ordinary residence “refers to a man’s abode in a particular place or country which he has adopted voluntarily and for settled purposes as part of the regular order of his life for the time being, whether of short or long duration.” This is known as the “Shah” test.





[bookmark: _Hlk137204587]6.0 Access for determining section 117 aftercare eligibility for LPFT users in RIO and LCC in MOSAIC 


6.1 AMHP report


AMHPs will complete an “AMHP report” and case notes as required on Mosaic.  


All AMPHs ensure their AMPH report is available on MOSAIC and emailed to LPFT’s single point of access (SPA) who upload onto RIO. The mental health Act history and status must always be completed.


[bookmark: _Toc114050515][bookmark: _Toc115690300][bookmark: _Hlk137204623]6.2 Determining if a CYP is eligible for section 117 (for RiO users)


It is the responsibility of all health and social care professionals to ascertain if a person under their care is subject to section 117 aftercare and to check and update the Mental Health Act history and status section.


LPFT and staff who have access to RiO can see if someone has a been subject to a qualifying section by viewing the section history on RiO in the following way. 


Whilst in the 'Clinical Portal – Client View' for the patient follow these steps:


1) Click on the icon next to ‘MHA’ which is a ‘clock symbol’ and select ‘Section History’ see screenshot below





 














2) You will then be presented with the Patient Section History (Search) window. Click on [image: ] and you will then be presented with the section history page see screenshot below. NB If the search history displays no results, please also check archived records on ‘Stalis’.








[image: ]

















3) If no results are found on the above search, as indicated you will need to search archived records on ‘Stalis’. To view this, Go back to the ‘Clinic Portal – Client View’. Under the section ‘Stalis Record’ if the tick is Green then there are archived records to view, if the tick is Red then there are no archived records. See screenshot below.























4) If there are archived records you will get to the Stalis homepage. Click on ‘Mental Health’ tab and then subsequently the ‘Mental Health Act’ tab. See screenshot below.














5) Once in the ‘Mental Health Act’ tab section, this will display the archived Section History. If you click on the ‘Review Type’ in the left-hand side of the window, this will display the ‘Section Details’ on the right-hand side. See screenshot below.


[image: ]




















[bookmark: _Toc114050516][bookmark: _Toc115690301]6.3 MOSAIC USERS


Mosaic users check the legal status, then the Mental Health Act Assessment (AMHP)' and the outcome which will identify if the individual has been on a qualifying section and therefore s 


1) Bring up the persons 'Summary page' on Mosaic2) This will bring up the legal history if it has 117-Aftercare or any qualifying section (s.3, 37 etc.) then the person is eligible.








[image: ][image: ]3) Click on the Legal Status

















If there is no indication in the legal status that the person is eligible the following steps should be taken. 


 [image: ]				[image: ]1) View all 'Adult Mental Health Act Assessment (AMHP)' then select it.





2) Click on 'Documents' Status








3) If section 3 or CTO shows, then the person is 117 eligible.


4) Click on 'Outcome' 








[image: ]			[image: ]





[bookmark: _Toc114050517][bookmark: _Toc115690302][bookmark: _Hlk137204786]6.4 Determining if an individual is eligible for section 117 aftercare (Non RiO or Mosaic Users)


[bookmark: _Hlk112233497]A master list for all Lincolnshire residents who are eligible for section 117 is managed by the MHA Office (MHA) at LPFT. If you do not have access to RiO then you can ask the MHA office if the individual is on the section 117 aftercare master list. You can request this information by emailing the MHA office on lpft.mha@nhs.net. 


The MHA office will only provide the requested information where the requestor provides a reason as to why they want the information and will only process a request received from the following email addresses:


· @nhs.net 


section@Lincolnshire.gov.uk


· @lpft.nhs.uk 


7.0 [bookmark: _Toc114050518][bookmark: _Toc115690303][bookmark: _Hlk112235475]The section 117 aftercare master list 


The section.117 Master list is a list of Lincolnshire individuals who have been subject to a qualifying section of the Mental Health Act 1983. It holds the following information:


· Name / DoB / Patient ID Number (NHS Number or Mosaic No.) / GP Registration at time of detention / Residence at time of detention / Location of detention / Date added to Master List


The MHA Office at LPFT have responsibility for maintaining the Section.117 aftercare Master list.


[bookmark: _Toc114050519][bookmark: _Toc115690304]


7.1 Evidence required to prove section 117 aftercare eligibility


In order for a CYP to be added to the section 117 Master list, one of the following pieces of evidence must be located and saved to the clinical systems to confirm if a person is eligible:


· A copy of the complete set of 'section papers' for a qualifying section where possible to obtain. In the absence of a complete set of ‘section papers’, a copy of transfer order / court order under Part III (The completed section papers are completed by the attending AMPH and handed to the receiving hospital)


· A copy of the Mental Health Act Assessment completed by the Approved Mental Health Professional for a qualifying section


· In the absence of these documents the following can be considered as evidence if they relate to a qualifying section (however it must be agreed by the funding decision makers):


· Sufficiently detailed, relevant medical and social care records such as the Clinician and/or Nursing reports and ultimate decision provided for or by a Mental Health Tribunal. 


[bookmark: _Hlk112234529][bookmark: _Hlk112233738]


7.2 Informing the Mental Health Act Administrators


If a team becomes aware any team becomes aware of any inaccuracy relating to an individual in respect of section 117 aftercare they must inform MHA office and correct details recorded. 





7.3 Security of information flow


The information MUST be sent to the secure MHA office email account lpft.MHA@nhs.net.


If you are sending any CYP identifiable lists from anywhere other than from an nhs.net account to an nhs.net account, then you must ensure the email is sent either Encrypted (LCC) or password protected with the password being sent separately.


[bookmark: _Toc114050521][bookmark: _Toc115690306]


7.4 Sharing the Section 117 aftercare Master list


The MHA Office will share the complete Section 117 aftercare Master list with NHS Lincolnshire Integrated Care Board (ICB) on the first working day of each month so that the ICB have an up-to-date record of all eligible section 117 individuals.


The MHA office will send it to the ICB on licb.mhldateam@nhs.net 


7.5 [bookmark: _Toc114050522][bookmark: _Toc115690307][bookmark: _Hlk112234758]ICB Coordination in respect of the Section 117 aftercare master list.


Lincolnshire Integrated Care Board will use the Section 117 aftercare Master list to ensure:


· Individuals who are eligible for section 117 services are not being charged for those services.


· Individuals who are not eligible for section 117 services, but who are (incorrectly) in receipt of section 117 services, are identified and that the funding decision makers correct the error.


· To aid accurate communication between organisations.


· Identification of individuals who are eligible for section 117 aftercare, for planning purposes.





7.6 Section 2 and qualifying date 


If a CYP is detained under mental health act section 2 for assessment and then, while they are in hospital, this becomes a section 3 detention for treatment, the ‘point of initial detention’ will be the date of the section 2 detention.


 


[bookmark: _Toc115690313][bookmark: _Hlk152069339]8.0 Involvement with section 117 aftercare


8.1 CYP and Family involvement  


It is important to note that the CYP and their family are involved and central to all decisions and the implications of any decisions have on them and their family any decision must be personalised into the family lifestyle.


8.2 Hospital and Section 117 aftercare Lead Professionals


Where children and young people are detained in an out of area hospital placement (a hospital outside of Lincolnshire) there will usually be involvement from a care coordinator within the (children’s) Community Mental Health Team who will become the section 117 aftercare Lead Professional and in conjunction with the receiving hospital (who should also identify a hospital Lead Professional whilst in hospital), will work in co-ordinating the hospital treatment and involving the Social Worker and section 117 aftercare Lead Professional in the assessment and aftercare plan thus providing a robust and seamless transition back into the local service.





8.3 Allocation of Hospital Lead Professional


The hospital Lead Professional will co-ordinate the hospital treatments and update the allocated Social Worker and section 117 aftercare Lead Professional from LPFT, this allows time for planning for the post discharge services if required. 





8.4 Allocation of section 117 aftercare Lead Professional


[bookmark: _Hlk148363266]Should the CYP not be open to LPFT, the CYP will be allocated to the CAMHS Crisis and Enhanced Treatment Team managed by LPFT from the children’s urgent care directorate from where a named Section 117 aftercare Lead Professional will be allocated to work alongside the hospital Lead Professional and Social worker. 





8.5 Social Worker input


Where the CYP is not open to social Care a referral will be made by the Hospital and by the LPFT co-ordinator, where the CYP is open to a Social Worker they will continue to be involved and undertake their assessment to identify and integrate with any existing provision made for the CYP, working alongside the LPFT Section 117 aftercare Lead Professional and Hospital Led Professional. 





8.6 Delivery of care under the Care Programme Approach


Where the CYP’s care is being delivered under the CPA then the care coordinator will be the section 117 aftercare Lead Professional otherwise it can be the Social Worker/ Nurse/ key worker/ involved with the CYP who the team around the child determine is best placed to be the Section 117 aftercare Lead professional.


 


The care programme approach has been the care planning framework for the past 30 years, NHS England has stated with the publication of the “community mental health framework” that the care programme approach has been superseded. Work in refocusing the Care Programme approach in Lincolnshire in line with personalised care will take a period of time therefore reference to CPA will remain in this policy until such time as there is a formal change and, for those individuals who are currently on CPA for this to continue. Any eventual change would need to be discussed with those individuals in receipt of CPA and reflected within this procedure document. 





8.7 Lead Professional and assessment. 


The hospital Lead Professional is the individual responsible for coordinating the completion of the section 117 aftercare assessments prior to discharge.


For Lincolnshire County Council the allocated Social Worker will undertake the ‘Child and Family assessment’ with subsequent aftercare plan.


For health, the joint health section 117 aftercare assessment and section 117 aftercare Joint Health care plan will be completed by the section 117 aftercare Lead Professional both assessments and care plan will dovetail together, and the Social Work assessment and Health assessment must clearly specify what are the section 117 aftercare needs and other needs that do not relate to section 117 aftercare. 


 The hospital Lead Professional, the LPFT Section 117 aftercare Lead Professional and the Social Worker will need to work together in all aspects of the individuals care and treatment and assessments leading to the CYPs discharge.





9.0 Section 117 in relation to Children and Young People (MHA CoP 19.111 and 19.118).


Aftercare should start to be considered as soon as practically possible after admission to hospital to ensure the appropriate services are identified and in readiness for the CYP’s planned discharge from hospital.





9.1 Reporting detention for 12 consecutive weeks under section 85 of the Children Act 1989.


[bookmark: _Hlk125380114]Where a child or young person is detained in hospital and that is likely to be for at least 12 consecutive weeks, the authority or health body who arranged for the detention is required under section 85 of the Children Act 1989 to notify the responsible local authority. This duty ensures that the Local Authority is aware of any child or young person in such detention and can ensure they are being safeguarded and their needs are being met. The responsibility to inform the relevant Local Authority lies with the receiving Hospital, LPFT also through their Urgent Care meeting flag the need and inform the local Authority through their section 117 aftercare Lead Professional.


It is appropriate to inform the responsible Integrated Care Board to make them aware of the detention and the possible need for section 117 aftercare.





9.2 Integration of existing provisions and section 117 aftercare.


[bookmark: _Hlk142399755]In relation to children and young people additional factors will need to be considered. This may include ensuring that the aftercare integrates with any existing provision made for “children in care” (also referred to as looked after children which is the legal status), care leavers, and those with Education, Health, and Social Care needs, as well as safeguarding vulnerable children. Whether or not section 117 aftercare of the Act applies, a child or young person who has been admitted to hospital for assessment and/or treatment of their mental disorder may be ‘a child in need’ for the purpose of section 17 of the Children Act 1989.





9.3 Section 117 aftercare reflected and informed in other statutory and non-statutory plans.


In agreeing a section 117 aftercare plan, the local authority must also ensure that this is informed by, and reflected in, any other statutory and non-statutory assessment or ‘team around the child plan’  such as Education Care and Health Plan, Early Help Plan, Child in Need Plan, Child Protection Plan, Child in care Plan or Leaving Care Pathway Plan, and where appropriate run concurrently with coordinated reviews. Whilst coordinating planning can be complex, for example where a CYP is transitioning to adult health and social care services, this should never be a reason to delay discharge.





9.4 (EHC Plan) Informing the Local Authority of a detention under the Mental Health Act 


If a child with an education, health and care plan (EHC plan) is admitted to hospital under the Mental Health Act (section 3) the local authority who maintains the plan should be informed, and where appropriate should be involved in the discharge plan so that the EHC plan can ensure that educational support continues to be provided. If necessary, this should be kept under review and amended to ensure targets and provisions remain appropriate. The local authority should also be involved in creating the discharge plan, so that the EHC plan is revised as necessary to continue to reflect the child or young people educational, health and social care needs and where relevant links to the section 117 aftercare plan. Where there is no EHCP this would fall to the school to decide if they can meet needs or if they need them to apply for an EHCP, as well as reflecting the duty under Section 19 of the Education Act to provide education where this isn’t reasonably accessible for the CYP to attend their school, which may be the case for CYP eligible for section 117 aftercare who don’t have an EHCP. 





  9.5 Integration with the Children’s Act 1989


Where it is found that a child requires any support provided in order to meet section 117 aftercare needs, staff must ensure is done in line with the legal requirements of the Children's Act 1989 and should be assessed accordingly.





  9.6 Personalised approach


  All processes should be based on aiding recovery and a meaningful personalised lifestyle, with the  


  aim to maintain individuals within their family setting and community where appropriate.


[bookmark: _Hlk125381436]10.0 Supporting service user involvement and participation


[bookmark: _Hlk132881794][bookmark: _Hlk133402700]10.1 Information and support 


The ‘Rethink fact sheet ‘admission to hospital for treatment (in place at the time) should therefore be provided to CYP at the point of admission and where appropriate to the parents or carers. 


Prior to discharge the leaflet relating to section 117 aftercare should be discussed with the CYP and their parents or carers to inform them of their rights and their eligibility to section 117 aftercare on discharge and their entitlement to care as assessed. Both documents can be located at appendix B in the procedures document.





Consideration as to how a CYP with additional needs is supported and how information is shared with them, will need to be assessed on an individual basis and include the parents and carers who will be able to assist in the communications with the young person in order to give the details of section 117 aftercare to vulnerable people and would include Learning Disabled young people, autistic people, and other vulnerable young people. A member of staff with appropriate experience of providing information to the specific group of vulnerable service users should be available or sourced to undertake this communication.


Key points to get across are but not limited to 


· You are eligible for section 117 aftercare


· You will not be required to pay for any section 117 aftercare


· You are encouraged to participate when your aftercare needs are being decided


· You are entitled to independent advocacy


· You can have an identified supporter with you 


· You will be consulted throughout the assessment, care planning and aftercare decision process along with your parents/carers.


· Respond to any questions raised by the CYP.





10.2 Discharge and aftercare planning


[bookmark: _Hlk125380184]Discharge and aftercare planning must start as soon as practically possible after admission and must be child and young person focused and informed by an assessment of need. In relation to children and young people, the Mental Health Act Code of Practice 2015 recognises additional factors will need to be considered. This may include ensuring that the aftercare integrates with any existing provision made for in care, care leavers and those with special educational needs or disabilities, as well as safeguarding vulnerable children.





[bookmark: _Hlk133402798] 10.3 Capacity and Consent


Issues of capacity and consent must be in line with the respective organisations local policies and procedures.   





10.4 Assessing, Care Planning and review Attendance.


[bookmark: _Hlk132893324]Before commencing section.117 aftercare assessment planning care and reviewing, consideration will be given as to, who needs to be involved in assessing the section.117 aftercare needs of a CYP. The child or young person should be present when the assessing staff are deciding the section 117 aftercare plan.


Where the CYP does not wish to attend then this must be documented in the CYP’s records, assessors however should discuss the best way for the CYP to input post meeting.





[bookmark: _Hlk132892192]In addition to the individual themselves being present, the hospital Lead Professional should actively consider the list of potential attendees contained within paragraph 34.12 of the Mental Health act Code of Practice 2015. After-care planning should take account of the CYP's age and should involve their parent/carer (as appropriate) to ensure that they will be ready and able to provide the assistance which the young person may need.


Where appropriate a CYP can be supported by an advocate this is detailed below.


This will be known as team around the child


In order to ensure that the aftercare assessment and plan reflects the full range of needs of the young person, it is important to consider who needs to be involved. Subject to the views of the young person, this may include:


· Social Worker


· The young person's responsible clinician


· Nurses and other professionals involved in caring for the young person in hospital


· A practitioner psychologist, community mental health nurse and other members of the community mental health team


· GP and primary care team


· Any carers who will be involved in looking after the young person outside hospital including, where relevant, those with parental responsibility


· A representative of any relevant voluntary organisations


· An Independent Mental Health Advocate, if the CYP has one


· An Independent Mental Capacity Advocate if the CYP has one


· Attorney/Deputy if applicable


· Anyone with authority under the Mental Capacity Act 2005 to act on the CYP's behalf.


· Any other representative nominated by the CYP


· Where the individual has a learning disability, ADHD, young person within autistic spectrum, mental health, or other relevant diagnosis consider inviting where involved or for advice a specialist with experience of the condition, this could be a, Social Worker, or Registered Nurse with experience of children, a Clinical Psychologist, Clinical Psychiatrist, Neurologist and members of the children and adolescent mental health services (CAMHS) team


· A person to whom the Local Authority is considering making Direct Payments and the Health Personal Health Budget for the CYP


· A representative of housing authorities if accommodation is an issue


· MAPPA co-ordinator if applicable


· National Probation Service if applicable





10.5 Advocacy


LCC, ICB and LPFT utilise VoiceAbility to provide advocacy for CYP subject to detention under the Mental Health Act. 


Referrals can be made to VoiceAblity as describe below. 


Contact details:


· Telephone: 0300 303 1660


· Email: helpline@voiceability.org





VoiceAbility works to provide children and young people (up to their 18th birthday) access to advocacy for situations where they require specialist support and advocacy.


They offer an independent voice to children and young people, to assist them in resolving issues relating to their welfare, care, and circumstances. 


Young people aged 16 or 17 also have a statutory right to an Independent Mental Capacity Advocacy (IMCA) if they: 


· lack capacity to make a specified decision at the time it needs to be made


· are facing a decision on a long-term move or about serious medical treatment, or are subject to deprivation of liberty safeguards (DoLS); and


· have nobody else who is willing and able to represent them or be consulted in the process of working out their best interests.





The role of an IMCA is to ensure that people are as involved as possible in major decisions about their lives, and that any decisions made on a person’s behalf are made in that person’s best interests.


Once discharged from detention, a person will not continue to be eligible for an IMHA simply because they are receiving Section 117 aftercare, although some patients will qualify because, for example, they are under Guardianship or on CTO.


10.6 Independent Mental Capacity Advocacy (IMCA)


In certain circumstances, local authorities or NHS organisations will be responsible for instructing an Independent Mental Capacity Advocacy (IMCA) under provisions in the Mental Capacity Act (2005). 





The role of the IMCA is to represent a person who lacks capacity and has no-one other than a professional to give an opinion about their best interests





This may apply where a person who meets these criteria is being discharged from detention and a decision is needed about a move into long-term accommodation (for eight weeks or longer) or about a change of accommodation in circumstances where the person lacks capacity to make a decision and there is no one apart from a professional or paid carer for the authority to consult.





The duty to involve an IMCA does not apply if the person will be required to stay in accommodation under the Mental Health Act (1983). 


[bookmark: _Toc112245244][bookmark: _Toc131499963][bookmark: _Hlk133405744]10.7 Independent Advocacy under the Care Act (2014)


People who are receiving aftercare and do not retain a right to an IMHA may be eligible for advocacy under the Care Act (2014). 





This may apply when the CYP’s care and support needs are being assessed and during care and support planning or the subsequent review of a care and support plan (which may reach a decision that a person is no longer in need of aftercare). 





In general terms, a person with assessed social care needs will be eligible for advocacy under the Care Act if they have substantial difficulty in being involved in the assessment or review of their needs and if there is no appropriate person to support their involvement.











11.0 Flowchart for joint working and process from assessment to review





Child and young person section 117 aftercare assessment and review working process


This process map sets out a joint clinical and operational approach between LPFT and LCC when a young person aged under 18 years old is eligible for section 117 aftercare. This process is mapped out in consideration of legal frameworks set out by the Mental Health Act 1983 (revised 2007) and children in care act 1989





(Flow chart on page 22)


	




























































































[bookmark: _Hlk155964385][bookmark: _Toc115690310][bookmark: _Toc114050525] Young person placed on section 3 MHA.


Identified eligible for section 117 aftercare in complex case meeting and care co-ordinator notified




















Yes





No


Open to LCC Social Care Team?














Care Co-ordinator to inform young person and/or family and named Social Worker of section 117 aftercare eligibility


Start section 117 aftercare assessment


Care Co-ordinator to inform young person and or/family of section 117 aftercare eligibility and gain consent for Social Care assessment


Start section 117 aftercare assessment

















                                  




















		Care Co-ordinator to make referral to LCC Children Social Care Team for Child and Family Social Care assessment.


Referral MUST include:


· Name and contact details of Care Co-ordinator


· Current mental health section


· Detail that assessment is requested as young person is eligible for 


 section 117 aftercare assessment has started.









































Complete and agree joint section 117 aftercare assessment 


Care Co-ordinator to jointly complete with Social Worker and any other relevant professional. The joint assessment can be completed via other relevant professionals meeting or a designated professionals meeting for the purpose of section 117 aftercare assessment. All participants MUST agree with assessment.


Where the young person is a new referral to Social Care, this process should work alongside the LCC Child and Family assessment which takes 45 days. If discharge date is before the Child and Family assessment is completed the assessment and care plan will be reflective of the assessment period. 





12.0 Assessment


12.1 Assessments of aftercare needs should be conducted:  


· as soon after admission as possible


· prior to discharge


· prior to any Mental Health Act Tribunal or Hospital Managers review of detention


· as part of ongoing review in the community


· when considering ending someone’s section 117 entitlement


· reassessment if the CYP is at risk of readmission to hospital 





12.2 Assessment documents


The following documents must be completed when assessing section 117 aftercare needs. 


· [bookmark: _Hlk114044703]For Lincolnshire County Council “child and family assessment” (This also couples as the plan/progress of care) Appendix C.  and the ‘Early Help assessment for partner agencies’ Appendix D.


· [bookmark: _Hlk135739485]For Lincolnshire NHS services the CYP Joint health Section 117 aftercare health needs Assessment for Children and Young People Appendix E.


· The NHS Lincolnshire Children and Young people care and review plan for section 117 aftercare is embedded at appendix F.


· Non section 117 aftercare health needs must be recorded but funded separately and actioned/referred accordingly.


· All needs must clearly be identified as either section 117 aftercare needs or non-section 117 needs.


     


[bookmark: _Toc114050526][bookmark: _Toc115690311][bookmark: _Toc114050527]13.0 Section 117 aftercare planning.


Following assessment, the young person’s agreed aftercare needs form the plan of care by the relevant organisations as follows:


· For Lincolnshire County Council the existing Child and Family assessment will be undertaken this assessment will capture all the relevant needs of the CYP and formulates the plan of care for the CYP, which will include all relevant legislation for which the Council is responsible


· For the NHS services provided by Lincolnshire Partnership NHS Foundation Trust and     


Lincolnshire Integrated Care Board the Joint health section 117 aftercare assessment will 


provide information under section 117 aftercare of the Mental Health Act and any health 


needs that require onward referral which then form the basis for the completion of the Joint agency NHS health care plan. 


· The NHS Lincolnshire children and young people’s aftercare plan must clearly identify the interventions that are related to section 117 aftercare entitlement and those identified needs that are not related to section 117 aftercare.


13.1 Section 117 aftercare needs: - 


Needs arising from or related to the CYP’s mental disorder


· Needs that reduce the risk of a deterioration of the CYP’s mental condition and


· accordingly, reducing the risk of the CYP requiring admission to a hospital again for treatment for mental disorder. 








13.2 Non section 117 needs 


A CYP in receipt of aftercare services under section 117 aftercare may also have or develop needs that do not arise from, or are not related to, their mental disorder, and so do not fall within the scope of section 117 aftercare such as physical health needs. These needs not related to the section 117 aftercare, cannot be funded as section 117 aftercare and must be funded by statutory services or outside of the section 117 aftercare needs.


Referrals to the appropriate agency may be required for identified non-section 117 aftercare unmet needs.





13.3 Where there is debate around ‘is this a section 117 aftercare need’


There is often debate around those needs where it may or may not be a section 117 aftercare need, in these cases the assessors will need to identify the need and the reasoning for their decision (the assessors must make a decision as to a section 117 aftercare need or not a 117 aftercare need) if there is a differing of opinion this will need to be flagged up to the CYP OATs section 117 aftercare panel who will advise the assessors on where the need sits and the rationale behind this to aid future decision making.





13.4 Care programme approach 


In summary the care programme approach (CPA) was the current framework which governs the assessment of needs and planning[footnoteRef:1] of care of mental health individuals. The CPA process is being refocused under NHS England “personalised care and support planning” services are developing more personalised approaches to their care and support processes. This includes individuals who are entitled to section 117 aftercare. The CYP currently on the CPA system will remain on CPA until another system is communicated and implemented. It must always be remembered that this is the families plan and services should facilitate integration into the family setting. A holistic approach is required during the assessment. [1: ] 






[bookmark: _Hlk158709409]14.0 Section 117 aftercare process following identification of aftercare needs.


Process of securing support


1. Assessment of section 117 aftercare needs with CYP and parents/carers


2. Care Planning with CYP and parents/carers


3. Where aftercare needs have been identified and agreed the section 117 aftercare Lead Professional will in conjunction with the allocated Social Worker coordinate the options to meet the identified needs.


4. The options can relate to statutory services that exist within the services and can be utilised or an independent provider where there is a funding requirement.


5. Three quotes are required in respect of funded care packages (ICB financial process) 


6. Where there is a need for a package of care to be funded this will be detailed and forwarded to the Out of Area Treatment Panel (meets monthly) with the assessment, care plan and other relevant information, (Risk assessments, desired outcomes from the care package, provider details, options considered). (There is always the opportunity to pre-inform the Out of Area Panel of a CYP, that a care package is being sourced and the expected time scale for presenting it to the panel).


7. The Out of Area Treatments Panel will either 


A. approve the package of care or  


B. defer providing the Lead Professional with details of what needs to be done to progress meeting the aftercare needs


8. Once the actioned the package is returned to the Out of Area Treatment Panel for 


Ratification.


9. CYP discharged from section/hospital agreed care package commences


10. Review process commences.





Time Scales


All packages of care must be sourced in a timely way with the aim of being in place prior the CYPs planned discharge date and should not result in delaying discharge bearing in mind the process of sourcing providers and seeking approval from the Out of Area Treatments Panel who meet monthly. 


Where there is a delay in discharge this will be escalated to: 


· For Lincolnshire County Council the Head of Children’s Services for the area in which the CYP lives in


· For NHS Integrated Care Board the Chief Commissioning Manager (Mental Health, Intellectual Disabilities & Autism)





Personal Health Budgets and Direct payments 


Where there is a decision taken by the CYP and their parents/carers for a direct payment or a personal Health budget, the section 117 aftercare Lead Professional will refer directly to


· Contact the allocated Social Worker to discuss eligibility and the provision of Direct Payments in line with the identified section 117 aftercare needs.


· the Integrated Care Boards Mental Health Learning Disability and Autism team who will action the eligibility and the requirements of processing the Personal Health Budget in line with the agreed section 117 aftercare needs. Referral by the section 117 aftercare Lead Professional to: 





Sourcing packages of care


The core purpose of any care and support is to help individuals to achieve the outcomes that matter to them and their family.


All care packages must be identified on the plan of care, identification of support needs for individuals is through assessment, and care planning processes.


Everyone’s needs are different and personal to them, consideration as to how to meet each person’s specific needs rather than simply considering what service they will fit into. The concept of meeting needs recognises that modern care and support can be provided in any number of ways rather than the previous traditional models. Direct payments and Personal Health Budgets can provide freedom to support the identified needs in different ways. Discussion and communication is key in the team around the child getting the correct support in the correct way to the CYP and their family.








15.0 Mental Health Review Tribunals


If you are new to Mental Health Act Tribunals (MHRT) they consist of


· a judge – the chairperson of the panel


· a medical member – a psychiatrist (but not one who works in the hospital you are in)


· a lay member – a professional with relevant experience





The MHRT will:


· request a report prior to the hearing by a specified date


· look at the mental health of the CYP and how well they are recovering


· speak to the professionals involved in the CYP’s care


· ask for up-to-date reports, (for the section 117 aftercare lead professional it is always advisable to inform the MHRT of the plans or anticipated plan on discharge usually in the report that is required prior to the hearing).





They will use this information to decide if the CYP: 


· still fits the conditions for being sectioned, or


· should be discharged from section and possibly leave hospital


16.0 Reviews (section 117 aftercare)


16.1 Reviewing towards recovery


The identified section 117 aftercare Lead Professional is responsible for ensuring section 117 aftercare needs are reviewed at the agreed timescale, recording progress towards the CYP’s goals/ independence, community presence, integration within the family and supported with a focus on promoting recovery. The section 117 aftercare can be integrated into the team around the child reviews.


The Lead Professional will give consideration as to, who needs to be involved in reviewing the section 117 aftercare needs of a CYP. The child or young person and their parent/carer/ guardian, an appropriate representative from Social Care and from the NHS, and other relevant professionals involved in the ongoing support of the CYP.





16.2 Review time scales 


Aftercare reviews should take place at intervals of 72 hours post discharge, 6 weeks post discharge, 6 months post discharge, 12 months post discharge and annually thereafter, ad hoc reviews can be convened as required. Progress with each aftercare need should be recorded, and where applicable adjusted, any funding implications would need ratification by the Out of Area Treatments Panel. 





· If the individual is discharged from hospital into adult services the first review will be 72 hours post discharge, 6 weeks, 6 months 12 months and annually thereafter 


· If the individual has been discharged and is in receipt of aftercare services prior to their 18th birthday and transitioning into adult service reviews should follow the agreed timescales if there is no change to the package of care the reviews will continue as planned.


· Should there be a change to the care package the first review will be after 72 hours following the change and the agreed time frame followed of, 6 weeks, 6 months 12 months and annually thereafter.  








16.3 Consideration to end entitlements and eligibility at reviews


It is at review meetings that consideration to end either an entitlement(s) or eligibility for section 117 aftercare will be discussed.
































16.4 Review flow chart





Section 117 aftercare Review





A review will be held if there has been a change in circumstances (including when a request has been received to reinstate an ended, s.117 aftercare) 


s.117 Lead Professional ensure each agency’s documentation is completed and the review is recorded on RiO or Mosaic and broadcare for ICB.


Change in s.117 After-care (Additional Funding NOT required)


Change in s..117 After-care (Additional Funding required)





s. 117 services remain the same


Implement the new section 117 Health & Social care plan


Section 117 aftercare Lead Professional finalises section 117 Health & Social Care Plan on either RiO or Mosaic and ensures copy is available on both RiO and Mosaic systems, ICB updates Broadcare data base, Mental Health act administrators informed of the review. 





 


Funding Not Approved


Funding Approved


section117 aftercare Lead Professional carries out recommendations of Health and Social Care Reps


 


Section 117 aftercare Lead Professional inputs evidence in progress notes and care planning document is updated. 


Section 117 aftercare Lead Professional to organise the reviews as per the review timescales.


There are no s.117 aftercare needs


See ending and reinstating s.117 process


 





s.117 Lead Professional arranges s. 117 review meeting and sends the CYP a copy of s. 117 factsheet in advance



































































































































17.0 Ending Entitlement and eligibility in relation to Section 117 aftercare


17.1 Duty to provide section 117 aftercare


The Code of Practice also states (paragraph 27.3) that the ‘duty to provide aftercare services continues as long as the CYP is in need of such services’ and confirms (in paragraph 27.19) that ‘the duty to provide aftercare services (for Lincolnshire eligible CYP) exists until both the Lincolnshire Integrated Care Board and Lincolnshire County Council are satisfied that the CYP no longer needs them. Circumstances in which it is appropriate to end such services vary by individual and the nature of the services provided.  





17.2 Note in respect of differing responsible authorities


Please note the responsible commissioners for a CYP may come from different authorities in as much as the NHS ICB may be Nottingham and the Local Authority may be Lincolnshire or vice versa, the same principals will apply to all relevant responsible commissioners for section 117 aftercare. Similarly, health services may come from different Integrated Care Boards for non- section 117 aftercare health needs for example if an individual who has section 117 aftercare funded by Lincolnshire ICB moves area their 117 aftercare needs are still funded by Lincolnshire ICB, however, if they change GP practice to the new area and develop other non-related 117 health needs these could be funded by the ICB in the new area.





17.3 Longevity of the responsible commissioners.


Once Ordinary residence is confirmed the responsible commissioner role remains with the Integrated Care Board and Local Authorities until ended, therefore for those CYP whose ordinary residence is Lincolnshire the Lincolnshire County Council and the NHS Lincolnshire Integrated Care Board remain the responsible authorities irrespective of where the CYP lives in the future, if the section 117 aftercare eligibility remains in place. Only once the eligibility has been ended or a second eligible detention occurs the responsible Local Authority revert to the ordinary residence criteria, whilst the original ICB retains the commissioning responsibility should there be a further eligible section detention. 





17.4 The need for section 117 aftercare


Aftercare under Section 117 may not continue indefinitely, and each CYP’s needs and circumstances should be reviewed regularly. The MHA Guidance makes it clear that even if the CYP is settled well in the community, they may still need section 117 aftercare services to reduce the likelihood of a relapse, or to stop their condition deteriorating. Section 117 aftercare services should therefore end only if the CYP has been functioning well for a sustained period and no longer needs services that meet the statutory definition for Section 117 aftercare. 





17.5 Ending section 117 entitlement(s)


Consideration to end an entitlement would be considered at a review meeting where one of the topics under review is the section 117 aftercare. If there is agreement for an entitlement, or all entitlements to end this recommendation and supporting information should be forwarded for ratification by the section 117 aftercare Out of Area Treatments panel for children and young people. The views of the CYP and their family or carers will form an important part of the discussion.


All decisions must be recorded as evidence of the outcome. 





Supporting information will include


· The review assessment documents, for LCC the Child and Family assessment and review documents identifying progress 


· The review Joint health assessment and care and review document


· Reports from other professionals involved


· Reports from providers of a service


· Risk assessments


· Care records


· The CYP’s/family views


· Which services are to be discontinued





17.6 Formal letter


A formal letter from the chair of the CYP OATs panel outlining the ending of one or more entitlements will be sent to the CYP and their parent or Guardian. A template letter can be found at Appendix G





Eligibility for services under section 117 aftercare remains in place until eligibility is ended.





17.7 Ending Section 117 aftercare Eligibility


Aftercare eligibility under Section 117 may not continue indefinitely, and each CYP’s needs and circumstances should be reviewed regularly. The MHA Guidance makes it clear that even if the CYP is settled well in the community, they may still need Section 117 aftercare services to reduce the likelihood of a relapse, or to prevent their condition deteriorating. Section 117 aftercare services should therefore end only if the CYP has been functioning well for a sustained period and no longer needs services that meet the statutory definition for section 117 aftercare. 





The initial consideration to end section 117 aftercare eligibility would be made at a team around the child meeting (multi-disciplinary) where section 117 aftercare review of CYPs on section 117 aftercare which is an agenda item as part of that meeting..


 


A Section 117 aftercare team around the child multidisciplinary discharge meeting must be convened when discharge from Section 117 eligibility is considered, and all decisions must be recorded as evidence of the outcome. The views of the CYP and their family or carers should form an important part of the discussion. If there is agreement that section 117 aftercare eligibility can be ended/discharged, this will be recommended to the section 117 aftercare Out of Area Treatments Panel for Children and Young People with supporting information as described above, who will take a final decision, this decision will be communicated in writing by the chair of the section 117 aftercare OATs panel to the individual. A template letter for ending eligibility can be found in the procedures and guidance at Appendix H.





17.8 Informing the LPFT Mental Health Act Administrators 


The Mental Health Act Administrators must be informed of any section 117 eligibility ending.





18.0 Process for reinstating Section 117 aftercare


18.1 Reinstating section 117 aftercare


Where it is determined that a CYP who is eligible for section 117 aftercare has had their eligibility or entitlement ended prematurely, and there is a need to reinstate care in respect of; “meeting a need arising from or related to the CYP’s mental disorder and reducing the risk of a deterioration of the CYP’s mental condition and, accordingly, reducing the risk of the CYP requiring admission to hospital again for treatment for mental disorder”. Reinstatement of eligibility and entitlement should follow the process for review identified in the flow chart at section 20.0 below.


18.2 Assessing the urgency of the need to reinstate section 117 aftercare


The section 117 aftercare Lead Professional will assess the urgency of the need to reinstate eligibility or entitlement for section 117 aftercare and takes appropriate action to meet urgent need via interagency communication and agreement or, if non urgent via the agreed process of review and process through the OATs panel, who will be furnished with all relevant information and will review the premature ending of the case for learning points. 





18.3 Informing the LPFT Mental Health Act Administrators


The Mental Health Act Administrators must be informed of the change in the mental Health Act status of a CYP.  


[bookmark: _Hlk145922746]


19.0 Disengagement from service


Eligible CYP are under no obligation to accept the aftercare services they are offered following assessment, any decisions they may make to decline them should be fully informed. An unwillingness to accept services does not mean that the CYP does not need to receive services, nor should it preclude them from receiving services later under section 117 aftercare should they change their mind.  Discussion on a case-by-case basis to ensure all legal obligations are maintained such as those relating to a Community Treatment order (CTO).


When a CYP becomes disengaged with services or refuses to accept aftercare services, the entitlement does not automatically lapse and the care team should ensure that needs and risks are reviewed and, where possible, communicated to the CYP.


Aftercare services under section 117 aftercare should not be withdrawn solely on the grounds that: 


· The CYP has been discharged from the care of specialist mental health servicesReinstating an Ended s.117


Requests to reinstate s.117 can come from individual/family or health and social care professionals


Is patient still open to CMHT?


YES


NO


UNKOWN


Request from Health Professionals


Contact SPA Telephone: 0303 123 4000 
Email: Lincs.spa@nhs.net


Requests from service user


Contact your G.P








Contact CMHT to inform them of request.


Follow s.117 review process





Follow referral procedure 








· An arbitrary period has passed since the care was first provided


· The CYP is deprived of liberty under the MCA


· The CYP has returned to hospital informally or under a Mental Health Act section 2  


· The CYP is no longer on a CTO or Mental Health Act section 17 leave





Even where the provision of aftercare has been successful in that the CYP is now well settled in the community, the CYP may continue to need aftercare services to prevent a relapse or further deterioration in their condition.





20.0 Responsible commissioning authorities prior to and after ending eligibility  


Lincolnshire County Council and the Lincolnshire NHS Integrated Care Board remain the responsible authorities irrespective of where the CYP lives if the section 117 aftercare entitlement remains in place. Only once the eligibility has been ended/discharged the responsible commissioning authorities may revert to the Local Authority under ordinarily residence and originating ICB under the GP registration, should there be a further eligible section detention.
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21.0 Flow Chart ending and reinstating section 117 aftercareReinstating an ended s.117


Requests to reinstate s.117 can come from individual/family or health and social care professionals.


Is CYP still open to CAMH’s?


YES


NO


Unknown


Request from Health Professionals


Contact SPA Telephone: 0303 123 4000 
Email: Lincs.spa@nhs.net


Requests from service user.


Contact your G.P








Contact CAMH’s to inform them of request.


Follow s.117 review process





Follow referral procedure 








Section 117 Review


Lead professional creates new s.117 Health or Social Care Plan on RiO and Mosaic 


Lead Professional forwards review documentation to the relevant group, for consideration for ending section 117 entitlement.


Ending s.117 Not Approved





Ending s.117 Approved





Care coordinator/lead professional carries out recommendations of LCC and the ICB.


Care coordinator / lead professional updates the care record..





Care coordinator / lead professional finalises s.117 Health & Social Care Plan indicating s.117 entitlement has ended on either RiO or Mosaic, Broadcare updated and ensures copy is available on both RiO and Mosaic system. Outcome letters sent to interested parties including Mental Health Act Administrators.





S117 Ending Process



























































































































































22.0 Recording section 117 aftercare information


Records must be managed in accordance with the law and local policies and procedures. Health and Social care professionals also have professional responsibilities for example, complying with the Caldicott Principles and record keeping standards. 





Good record keeping is an essential part of the accountability of organisations to those who use their services. Maintaining proper records is vital to individuals care and safety.


An accurate written record detailing all aspects of CYP monitoring is important, it contributes to the circulation of information amongst the different Professionals and teams involved in the CYP's treatment/care and progress. Accurate record keeping indicates a healthy respect for the CYP and colleagues as an up-to-date information record. Records relating to the care, treatment and progress of each CYP using the service must be kept and be fit for purpose which means they must be complete, legible, Indelible, accurate, and up to date, with no undue delays in adding and filing information as far as is reasonable.


22.1 Information input to data base(s)


Details entered onto each organisations data base must be completed in full and should indicate that the CYP is eligible for section 117 aftercare for LPFT using RIO and LCC using MOSAIC and for ICB broadcare, practitioners from LPFT, LCC and ICB should be able to check the mental health act status on their database as described in 6.0 above for RIO and MOSAIC users.  





23.0 Lincolnshire County Council and NHS Lincolnshire Integrated Care Board section 117 aftercare Funding Agreement.


Funding for section 117 aftercare CYP will be discussed by the respective commissioning authorities on an individual basis, at the Out of Area Treatments Panel, the process for agreeing funding must involve individuals who can make decisions in relation to funding to prevent any delays in meeting the entitlement for section 117 aftercare services.


23.1 Funding requests


The section 117 aftercare CYP OATs Panel will consider individual CYP section 117 aftercare requests for funding where a service, intervention or treatment falls outside existing service agreements. It is anticipated that the requests will be submitted due to an unmet need or due to an un-commissioned service. The Panel will also oversee and monitor the type and nature of the requests with a view to identifying themes and making recommendations for planning to address those service gaps in Lincolnshire





23.2 Introduction to Direct Payment (Social Care) and Personal Health Budgets (NHS Health Care)


CYPs who are eligible for Section 117 aftercare, following assessment by a Social Worker and an NHS Health worker can offer a Social Care Direct Payment and a Personal Health Budget in respect of their entitlement for service(s).


The criteria is set out in the relevant agency policy:


 For Lincolnshire County Council, ‘Direct payments policy’ this can be found at appendix I.


For NHS Lincolnshire Integrated Care Board ‘Lincolnshire Personal Health Budget Direct Payment Guidance. This can be found at appendix J





23.3 Working together with funding packages 


The Local Authority and the Integrated Care Board are integral partners in the effective delivery of personalisation through Direct Payments (Social Care) and Personal Health Budgets (Health). Lincolnshire County Council and NHS Lincolnshire Integrated Care Board work closely with each other to ensure processes are aligned for any CYP who receive a Direct Payment via Social Care and a Personal Health Budget from the ICB (through a jointly funded package).


23.4 Process for offering Direct payments and Personal health budgets


The process for offering and making Direct payments and personal health budgets are described in the respective policies for Lincolnshire County Council and NHS Lincolnshire Integrated Care Board, 


For LCC Direct Payments aren’t currently widely used across CYP Social Care (except in relation to children with disabilities) and agreement that this is a further process/way of working in its own right that will need developing across social care teams for the purpose of aftercare provision.


Direct Payment Policy for Lincolnshire County Council at Appendix I


Personal Health Budgets for Lincolnshire Integrated Care Board Appendix J. 


 


24.0 Out of Area Treatments Panel for Children and young people (section 117 aftercare)


The Out of Area Treatments Panel for children and young people have representation from both Health (Integrated Care Board and Lincolnshire Partnership NHS Foundation Trust), and Social Care (Lincolnshire County Council) and the panel will be supported by representation from:


· Designated Clinical Officer for CYP with (SEND LICB) 


· Children Services SEN Manager (Lincolnshire County Council) 


· CAMHS Mental Health Practitioner (LPFT) 


· Representative from Therapies (LCHS) 


· Community Paediatric Consultant Representative (ULHT) 


· Administrator (LICB) 





24.1 Contact point for Out of Area Treatments panel


The out of area treatments panel for children and young people can be contacted via licb.mhldateam@nhs.net. All correspondence must have S117 in the subject of the email.  


[bookmark: _Hlk133403374][bookmark: _Toc115690320]The terms of reference for the CYP section 117 aftercare OATs panel can be found at Appendix K





[bookmark: _Hlk149639493]25.0 Transition planning


Transition planning and referrals for children and young people into adult services in respect of Section 117 aftercare should be identified at age 17, at the very latest or immediately if aged over 17 where aftercare services are or may be required at the age of 18 years and transferring to adult services. Referrals will be made following the local protocols for each agency.





There are other time scales in respect of planning for adulthood these plans including the section 117 aftercare must dovetail together the statement above relates to the referrals to adult services in respect of section 117 aftercare and does not prevent prior and ongoing planning for adulthood which is good practice:


· For young people with education, health, and care plans this must happen from year 9, as set out in the Children and Families Act 2014. For young people leaving care, this must happen from age 15-and-a-half.


· For young people with a child in need plan, an education, health and care plan or a care and support plan, local authorities must carry out a review, as set out in the Children Act 1989, the Children and Families Act 2014 and the Care Act 2014. 





Legislation and the respective responsibilities of the ICB and LA and are different in CYP and adult services.  





Referral to the appropriate adult service is an important step in preparing for the transition into adult services and should be made at the latest at age 17 years.





· The NICE quality standard QS140 Transition from CYP to adult services sets out some fundamental principles of assuring an effective transition, along with the NICE guidance for transition (NG43) which is a separate and more comprehensive document both can be found at appendix L.


· Transition: moving on well sets out good practice for health professionals and their partners in transition planning for CYP with complex health needs or disabilities. 


· A Quick Guide: Commissioning for transition to adult services for young people with Special Educational Needs and Disability (SEND) explains how all relevant services should work together with a young person to identify how they can best support that person to achieve their desired outcomes. 





[bookmark: _Hlk133403392]25.1 Section 117 aftercare Lead Professional and Transition to Adult services 


Transfers of responsibility from CYP to Adult services will be the responsibility of the identified section 117 aftercare Lead Professional  in ensuring  that transfer of care is agreed, and all relevant information is transferred in a timely manner in accordance with the organisations transitions/transfer policy, the section 117 aftercare Lead Professional will remain the Lead Professional until the role is formally transferred to a section 117 aftercare Lead Professional in the adult service. 





The identification of CYP who may require a transition plan is through the urgent care meetings and managed through the Team around the child meetings which will include the respective adult services.


There is an awareness that some services will not accept referrals prior to age seventeen and a half years. It is in the best interest of each CYP to be assessed for transition on an individual basis, the identification at age seventeen years allows for time to arrange aftercare where needs may be complex and require additional time for assessment to implementation. This is a very small cohort of CYP with very differing needs, which requires sensitivity in planning when in transition.





25.2 Adult assessment and care planning tools for individuals transitioning into adult 


services


The adult policy and the procedures and guidance and agreed assessment and care planning / review tools should be used when transitioning into adult services to determine what section 117 aftercare care services individuals aged 18 years or over should receive or identify that no ongoing aftercare service is required. 





The assessment and care planning tools when transitioning into adult services are the joint agency assessment and joint agency care planning tools which can be located within the section 117 aftercare procedures and guidance document for each of the organisations. 


[bookmark: _Hlk133403431]


25.3 Transition Principles for young people. 


· The ICB and LA should ensure that adult services are appropriately represented at all transition planning meetings to do with CYP whose needs suggest that there will be eligibility and may be entitlement. The needs of the CYP, and any future entitlement to adult section 117 aftercare should be clarified as early as possible in the transition planning process, especially if the CYP’s needs are likely to remain at a similar level until adulthood. 


· Children’s services should identify those CYP for whom it is likely that adult services will be necessary (via the urgent care meetings) and ensure involvement from adult services the ICB and the Local Authority who will be responsible for them as adults. Identification should occur for the young person at the age of 17 or if older on admission. 


· If admitted on or after their 17th birthday and are likely to require aftercare services, referral to the appropriate Local Authority and ICB for an adult assessment using the jointly agreed assessment and subsequent care planning tools for adult section 117 aftercare which should ensure effective packages of care can be commissioned in time for the CYP’s 18th birthday. In order to do this staff from adult services will need to be involved in both the assessment and care planning to ensure smooth transition to adult services. If needs are likely to change, it may be appropriate to make a provisional decision, and then to recheck it by repeating the process as adulthood approaches.  


· Any entitlement that is identified by means of these processes before a CYP reaches adulthood will come into effect on their 18th birthday, subject to any change in their needs.


· Where a CYP has been assessed as being eligible for section 117 aftercare when they reach 18 years but lacks the mental capacity to decide about their future accommodation and support arrangements, a best interest’s decision may need to be made about these issues. This process must be compliant with the 2005 Mental Capacity Act and follow local processes for ascertaining capacity and consent. 


· If there is a difference of opinion between the responsible commissioner and the young person’s family as to what arrangements would be in their best interests, resolution is achieved through engagement with parents in open and collaborative discussion.


· All parties with current or future responsibilities should be actively represented in the transition planning process. 


· A dispute or lack of clarity over commissioner responsibilities must not result in a lack of appropriate input into the transition process. 


· The focus should always be on the CYP's desired outcomes, and the support needed to achieve these and be compatible with the involvement with family. 


· Where a CYP has a Education, Health and Care plan (EHC plan) for special educational needs in addition to section 117 aftercare needs this may continue up to age 25; the transitional period will provide an opportunity for aligning a review of that EHC plan, and the assessment/review for section 117 aftercare. 


· A key aim is to ensure that a consistent package of support is provided during the period before and after the transition to adulthood.


· The nature of the package may change because the CYP’s needs or circumstances change. However, it should not change simply because of the move from children to adult services or because of a change in the organisation with commissioning or funding responsibilities. 


· There should be no gap in service provision based on age. Where service gaps are identified, these should be noted to the ICB and LA who should consider how to address these as part of their strategic commissioning responsibilities.


· The overriding principal behind an effective transition process is that it should be managed safely for the CYP and their family


·  Individual needs and safeguarding requirements will be recognised and addressed.


· Every CYP who could transfer to adult services must have a transition plan. 


· Transition planning must focus on providing flexible and continuous services tailored to meet THE CYP’s individual needs. This should include consideration of any diversity issues for every CYP. 


· Where change is necessary, it should be carried out in a planned manner, in full consultation with the CYP, bearing in mind the options available through personal health budgets and LA direct payments


· Relevant information about the CYP must be shared between CYP services and adult services before transfer. 


· The CYP and their families/carers will be actively involved in planning for their transition and understand and agree the plans in place. 


· Each transition will seek interventions for continuous improvement in the CYP’s mental health and the prevention of deterioration and therefore reduce the need for hospital re-admission during the transition process.


· No services or funding should be unilaterally withdrawn unless a full joint health and social care assessment has been carried out and the entitlement to services ended or alternative funding arrangements have been put in place. 





25.4 Transition planning Adult Learning Disability services.


For Lincolnshire learning disability service there is a partnership arrangement under Section 75 of the NHS Act 2016, the arrangement shall comprise “the delegation by NHS Lincolnshire ICB to Lincolnshire County Council of the NHS Functions in respect of those Lincolnshire individuals eligible for Mental Health Act section 117 aftercare, so that it may exercise the delegated NHS functions alongside the Council Functions and act as commissioner of the services, with a pooled budget and the NHS staffing resource employed by the County Council working within the County Councils Learning Disability Teams. The pooled budget enables the Local Authority to manage and maintain the staffing and funding arrangements on behalf of the NHS Integrated Care Board for those individuals transferring to adult learning disability services via the pooled budget. There is a single point of contact within Lincolnshire Count Council for NHS and social care referrals for CYP Learning Disability individuals transitioning into adult learning disability services and includes those individuals eligible for section 117 aftercare. 





There will occasionally be a CYP with a learning disability and section 117 aftercare responsibility who is the responsibility of Lincolnshire NHS Integrated Care Board but with a Local Authority other than Lincolnshire, in these cases the NHS commissioning will be the responsibility of the ICB’s Mental Health, Learning Disability, and Autism team, as these CYP are not part of the section 75 learning Disability agreement.   





25.5 Funding agreements on transfer to adult services


When transitioning into adult services there is an agreement on the level of funding for each organisation currently the funding split is as follows:


For Learning Disability and working age section 117 aftercare individuals


For care packages of £1,500 and below the percentage split between the authorities is 65% Social Care and 35% Health Care.


For care packages over £1,500 the percentage split between the authorities is 65% health and 35% Social Care.





26.0 Learning Disability and autistic people programme (LDA programme) (previously Transforming Care)


The LDA programme relates to those CYP who have a learning disability, autistic people, or both and especially focuses on people with behaviour of concern, or a mental health condition. 


In February 2015, NHS England publicly committed to a programme of closing inappropriate and outmoded inpatient facilities and establishing stronger support in the community.


[bookmark: _Hlk150768963]NHS England rolled out a programme of Care, Education and Treatment Reviews (CETRs) of individuals to prevent unnecessary admissions and avoid lengthy stays in hospital. 





26.1 LDA programme, eligibility to section 117 aftercare and funding 


CYP in hospital on the LDA programme, Care, Education and Treatment Reviews pathway, and are detained on one of the eligible mental health act sections, will be eligible to section 117 aftercare upon discharge from the section. 


The entitlement to services with funding will be agreed following assessment and care planning on a case-by-case basis. 











26.2 Funding for individuals when discharged from hospital after their 18th Birthday


For individuals on the LDA programme pathway should they become 18 years of age prior to discharge the first 3 months of any funded aftercare package is 100% funded by Health with a review at 3 months to ascertain the lead agency and the split of funding is implemented as noted above.  





[bookmark: _Hlk150768094]27.0 Joint Professional Resolution and Escalation Protocol in relation to Section 117 Aftercare


The Joint professional resolution and escalation protocol document identifies the principals for resolving differences between professionals and agencies, these principals have been extracted from the Lincolnshire Safeguarding Adults Partnership, ‘Joint Professional Resolution and Escalation Protocol October 2022’


Where there is the need for an escalation process this will be agreed via multi-agency and line management interventions in line with the principals at Appendix O.


Providers, commissioners, and other relevant organisations should work together to ensure that the quality of commissioning and provision of mental health care services are of high quality and are given equal priority to physical health and social care services. 





Whilst all relevant services should work together to facilitate a timely, safe, and supportive discharge from detention, in order to facilitate section 117 aftercare, differences may arise. Any difference that arises with regards to section 117 aftercare, within the responsible organisations, are to follow the principals identified in the above document, using line management and multi-agency meetings escalation where necessary.





[bookmark: _Toc108430081][bookmark: _Hlk150768528]Where there is a difference regarding funding and/or commissioning the principals of the Joint Professional Resolution and Escalation Protocol will be followed, including the provision of ‘without prejudice’ funding by the authority with the primary duty of care at the time, pending resolution of the issue, and if neither is currently funding or prepared to fund, this should be on a 50/50 basis between the Local Authority and the Integrated Commissioning Board (ICB). This will avoid funding disputes detrimentally affecting an individual’s care or causing undue delay in discharging the CYP from hospital.  All relevant information should be provided to enable informed discussion towards a resolution. 





[bookmark: _Hlk150869798]27.1 Disputes between other Local Authorities and Integrated Care Boards.


Where there is a difference between a Lincolnshire Local Authority and another Integrated Care Board, or vice versa the Joint Professional Resolution and Escalation Protocol process can be invoked, in agreement with both authorities, this can be the initial step in resolving the difference, prior to moving to the nationally agreed processes





 as described below in paragraphs 21.6 for Integrated Care Boards and 21.7 for Local Authorities. 





27.2 Funding arrangements where there are difference of opinion.


Neither the ICB nor LCC should unilaterally withdraw from an existing funding arrangement without a joint re-assessment of the individual, and without first consulting one another and informing the individual about the proposed change of arrangement. Any proposed change should be put in writing to the individual by the organisation that is proposing to make such a change. If agreement cannot be reached on the proposed change, the Joint Professional Resolution and Escalation Protocol should be followed, and current funding arrangements should remain in place until resolution.





27.3 Dispute resolution process for ICBs within the NHS in England.


Appendix 1 of the “who pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers (version 1.1 (draft) 14. June 2022) sets out principles which apply where there is disagreement about a responsible commissioner issue between ICBs, or between ICBs and an NHS England commissioning team, and describes the formal dispute resolution process to be followed where a disagreement cannot be resolved locally. A template for national arbitration can be found at appendix 3 if all local processes have been unable to resolve the dispute, this can be found at    https://www.england.nhs.uk/publication/who-pays-determining-which-nhs-commissioner-is-responsible-for-commissioning-healthcare-services-and-making-payments-to -providers/


This process applies only within the NHS in England. It does not apply to disputes involving an NHS commissioner and a local authority, nor does it apply to cross-border disputes within the UK. There is, however, a separate process for dispute resolution between NHS bodies in England and Wales set out in England / Wales Cross Border Healthcare Services: Statement of values and principles. 


A template for escalating for national arbitration after all local dispute processes have been exhausted without 





27.4 Disputes between Local Authorities.


The dispute resolution for Local Authorities is laid out in the Care Act 2014 “statutory instruments 2014 No. 2829 The Care and Support (disputes between Local Authorities) regulations 2014. 





28.0 Complaints


Where individuals express dissatisfaction with any aspect of their section 117 aftercare collaborate engagement is required to resolve the complaint in the first instance. If an individual remains dissatisfied and wishes to make a formal complaint this should be done in line with each partnership organisations complaints procedure. One collaborative response from the agencies involved will be made to the complaint through each organisations complaint department and delivered to complainant by the section 117 Lead Professional.








			Organisation


			e-mail





			Lincolnshire County Council


			CustomerRelationsTeam@lincolnshire.gov.uk





			Lincolnshire Partnership Foundation Trust


			PALS@lpft.nhs.uk





			NHS Lincolnshire Integrated Care Board (ICB)


			Informal advice: LHNT.LincsPALS@nhs.net


Formal Complaint: licb.feedbacklincolnshireicb@nhs.net 














29.0 Training


Each partnership organisation will provide appropriate and sufficient level  of training for each of their employee groups in respect of section 117 aftercare.


 





[bookmark: _Toc115690324]




















APPENDIX


			[bookmark: _Toc17975584][bookmark: _Toc20225917][bookmark: _Toc115690325]Appendix A - Information sharing agreement





			To be confirmed





			Appendix B - Rethink fact sheet admission to hospital for treatment


Leaflet: Section 117 aftercare


			





[bookmark: _MON_1768912678]





			[bookmark: _Toc17975585][bookmark: _Toc20225918][bookmark: _Toc115690326]Appendix C - Child and family assessment and plan of care





			








			[bookmark: _Toc17975586][bookmark: _Toc20225919][bookmark: _Toc115690327]Appendix D - Early help assessment for partner agencies


			


[bookmark: _MON_1757850556]  





			[bookmark: _Toc17975587][bookmark: _Toc20225920][bookmark: _Toc115690328]Appendix E - CYP Joint health section 117 aftercare health needs assessment


			








			[bookmark: _Toc17975588][bookmark: _Toc20225921][bookmark: _Toc115690329]Appendix F - CYP joint health section 117 aftercare Care planning and review document.


			





[bookmark: _MON_1757851186]





			[bookmark: _Toc17975590][bookmark: _Toc20225923][bookmark: _Toc115690330]Appendix G - Template letter for ending section 117 aftercare Entitlement(s)


Blank 


Guidance for completion


			





[bookmark: _MON_1768982809]





			[bookmark: _Toc17975591][bookmark: _Toc20225924][bookmark: _Toc115690331]Appendix H - Template Letter for Ending Section 117 aftercare Eligibility.


Blank template


Guidance for completion


			





[bookmark: _MON_1768982902]	    





			[bookmark: _Toc115690332]Appendix I - Direct payments policy LCC


			








			[bookmark: _Toc115690333]Appendix J - Personal health budgets policy ICB


			











			[bookmark: _Toc115690334]Appendix K -   Terms of reference Out of Area Treatments Panel (OATs panel)


			








			Appendix L - NICE quality standard QS140 Transition from CYP to adult services





NICE guidance for transition (NG43)


			





 





			[bookmark: _Toc115690336]Appendix M - Section 117 aftercare Easy read 


			








			[bookmark: _Toc115690337]Appendix N - Summary of process towards discharge.


			


[bookmark: _MON_1761461725]     





			Appendix O – Extract of principals taken from the Lincolnshire Safeguarding Adults Board, Lincolnshire Safeguarding Children Board and The Safer Lincolnshire Partnership taken from the ‘Joint Professional Resolution and Escalation Protocol October 2022’


			


 








			[bookmark: _Toc115690338]Appendix P - CYP Joint health Agency Section 117 aftercare policy
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 ADMISSION TO HOSPITAL FOR TREATMENT 



				(Section 3 of the Mental Health Act 1983) 1. Patient’s name 







				2. Name of the person in charge of your care (your “responsible clinician”) 







				3. Name of hospital and ward 







				4. Date detention under section 3 began 























 Why am I in hospital? 



You are being kept in this hospital under section 3 of the Mental Health Act 1983. This means that two doctors think that you have a mental disorder and you need to be in hospital so that you can be given treatment and care. 



How long will I be here? 



You can be kept here for up to six months at first so that you can be given the treatment you need. 



You must not leave during this time unless the person in charge of your care (your responsible clinician) tells you that you may. If you try to leave, the staff can stop you, and if you do leave, you can be brought back. 







What happens Next?







 Your responsible clinician will tell you when they think you are well enough to leave hospital. If your responsible clinician thinks that you need to stay in hospital for longer than six months, they can renew how long you can be kept in hospital for up to another six months, and then for up to a year at a time. Your responsible clinician will talk to you about this towards the end of each period.







What treatment will I be given? 



Your responsible clinician and other members of staff will talk to you about any treatment they think you need. In most cases you will have to accept their advice. 



After three months, there are special rules about any medicine or drugs you are being given for your mental disorder. If you do not want the medicine or drugs, or are too ill to say whether you want them, a doctor who is not from this hospital will visit you. This independent doctor will talk to you and to staff at the hospital who know you. The independent doctor will decide what medicine and drugs you can be given. Unless it is an emergency, these are the only medicine and drugs you can be given without your agreement. 



This independent doctor is called a SOAD (Second Opinion Appointed Doctor) and is appointed by an independent Commission which monitors how the Mental Health Act is used. 



There are different rules for some special treatments, like electro-convulsive therapy (ECT). If the staff think you need one of these special treatments, the rules will be explained to you and you will be given another leaflet. 



Can I appeal? 



Yes, you can appeal against a decision to keep you in hospital under section 3. 



To do this, you can ask the Hospital Managers to let you leave. You can do this at any time. The Hospital Managers are a special committee of people set up within the hospital to decide whether people should be kept in hospital. They may want to talk to you before deciding whether to let you leave. 



You can write to the Hospital Managers at: 











Or you can ask a member of staff to help you contact the Hospital Managers. 



Your nearest relative can also write to the Hospital Managers to say that they want you to be allowed to leave hospital. This leaflet explains further down who your nearest relative is. If your nearest relative does this, the Hospital Managers must let you leave within 72 hours unless your responsible clinician tells them you might be a danger to yourself or other people if you are allowed to leave. If this happens, it will be another six months before your nearest relative will be able to tell the Hospital Managers again that they want you to leave, if you are still being kept in hospital then.







You can also ask a Tribunal to say you should no longer be kept in hospital. 



What is a Tribunal and what happens? 



The Tribunal is an independent panel which can decide whether you should be allowed to leave the hospital. It will hold a meeting with you and with staff from the hospital who know you. This meeting is called a “hearing”. You can ask someone else to come to the hearing to help you, if you want. Before the hearing, the members of the Tribunal will read reports from the hospital about you and your care. One of the members of the Tribunal will also come to talk to you. 



When can I apply to the Tribunal? 



You can apply to the Tribunal once at any time in the first six months you are kept in hospital under section 3. You may then apply once at any time during the second six months, and then once during every year that you are kept in hospital after that. 



If your nearest relative told the Hospital Managers that they wanted you to be allowed to leave hospital, but your responsible clinician said you were not allowed to leave, your nearest relative can also apply to the Tribunal. Your nearest relative must do this within 28 days of being told that your responsible clinician did not think you should be allowed to leave hospital. 



If you want to apply to the Tribunal you can write to: 



The Tribunals Service 



PO BOX 8793 



5th Floor 



Leicester 



LE1 8BN Tel. 0845 2232022 



You can ask a solicitor to write to the Tribunal for you and help you at the hearing. The hospital and the Law Society have a list of solicitors who specialise in this. You will not have to pay for help from a solicitor with this. It is free of charge under the Legal Aid scheme. 







Help from an independent mental health advocate 



You are entitled to help from an independent mental health advocate if you want it. These advocates are independent of people involved in your care. They can help you get information about your care and treatment, why you are being kept in hospital, what it means and what your rights are. They can come to see you and help you understand what you are told by people involved in your care and treatment. If you want, they can help you talk to these people or they can talk to them for you. They can also help you with the Tribunal.







You can contact the independent mental health advocacy service yourself. There should be a telephone where you can contact the advocacy service and talk to them in private. You can ask a member of staff where this telephone is. 



The telephone number for the advocacy service is: 



If you do not want to contact the advocacy service yourself, you can ask a member of staff to contact the advocacy service for you. You can also ask your nearest relative to contact the advocacy service for you. 



Letting your nearest relative know 



A copy of this leaflet will be given to the person the Mental Health Act says is your nearest relative. 



There is a list of people in the Mental Health Act who are treated as your relatives. Normally, the person who comes highest in that list is your nearest relative. The hospital staff can give you a leaflet which explains this and what rights your nearest relative has in connection with your care and treatment. 



In your case, we have been told that your nearest relative is: 



If you do not want this person to receive a copy of the leaflet, please tell your nurse or another member of staff. 



Changing your nearest relative 



If you do not think this person is suitable to be your nearest relative, you can apply to the County Court for someone else to be treated as your nearest relative instead. The hospital staff can give you a leaflet that explains this. 



Your letters 



All letters sent to you while you are in hospital will be given to you. You can send letters to anyone except someone who has said they do not want to get letters from you. Letters to these people can be stopped by the hospital staff.







Code of Practice 



There is a Code of Practice that gives advice to the staff in the hospital about the Mental Health Act and treating people for mental disorder. The staff have to consider what the Code says when they take decisions about your care. You can ask to see a copy of the Code, if you want. 



How do I complain? 



If you want to complain about anything to do with your care and treatment in hospital, please speak to a member of staff. They may be able to sort the matter out. They can also give you information about the hospital’s complaints procedure, which you can use to try to sort out your complaint locally. They can also tell you about any other people who can help you make a complaint, for example an independent mental health advocate (see above). 



				If you do not feel that the hospital complaints procedure can help you, you can complain to an independent Commission. This is called the Care Quality Commission and it monitors how the Mental Health Act is used, to make sure it is used correctly and that patients are cared for properly while they are in hospital. The hospital staff can give you a leaflet explaining how to contact the Commission. Further help and information 



If there is anything you do not understand about your care and treatment, a member of staff will try to help you. Please ask a member of staff to explain if there is anything in this leaflet you do not understand or if you have other questions that this leaflet has not answered. 



Please ask if you would like another copy of this leaflet for someone else.
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Leaflet/fact sheet in respect of section 117 aftercare



This factsheet explains what services you might get and when your care will end. This factsheet is for anyone who might be entitled to section 117 aftercare and their parents or carers.







‘Aftercare’ means the help you get when you leave hospital. 



• You are entitled to section 117 aftercare if you have been in hospital under sections 3, 37, 45A, 47, or 48 of the Mental Health Act 1983. 



• You won’t get free aftercare if you have been in hospital under any other section of the Mental Health Act.



 • The NHS and social services should give your aftercare for free. 



• The aftercare should focus on your mental health needs. It should help you to get better and stay out of hospital. Your assessment will identify what your aftercare needs are and how these will be met



• You may get things that assist you to remain well there are too many things to list that may help you, but could include help with work or education and leisure activities



• Children under the age of 16 or 16 to 18 if in full time education will receive free medications. A young person age 16 to 18 in employment will be charged the national rate for their medications.



• Your aftercare might be organised under the Care Programme Approach (CPA). This system is under review and will be replaced with an updated system personalised to the individual.



• Your aftercare should only stop when you no longer need it to stay well. 



• If you have any problems or questions, you can talk to your Lead Professional or care coordinator, or another member of your care team. An advocate might be able to help you if you need them too. If you’re still unhappy with your care you could think about making a complaint.























Compiled February 2024
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[bookmark: -_CS_Child_and_Family_Assessment_C1256][image: ]- CS Child and Family Assessment C1256























[bookmark: Child,_Family/Carer_and_Network_Details] Child, Family/Carer  and Network Details	







Child / Children's Details Child Specific







				Name



				DOB



				Gender



				Address



				Child Seen







				



				



				Male



				



				Child seen alone







				



				



				Female



				



				Child seen alone















Members of the current support network (parents/carers/family members, friends, others that offer support) Mapped



Top Tip: Remember these don't have to just be family, or those providing care for the children, they can be people who don't live close and can contribute by e.g. facetime, skype etc. to offer emotional support, but should be led by the family.







				Name



				Relationship



				Contact Details



				Have they contributed to this assessment? If so how?







				



				



				



				































Details of any other family/friends not currently able to offer support or aren't in the network: Mapped



This could be anyone who currently can't, isn't willing or parents who do not want to support.  An example may be a dad in prison, or grandparent mum/dad doesn't currently have contact with or a relationship with, estranged family members etc.



Top Tip: You could use family finding tools and tips to widen the network











				Name



				DOB



				Relationship to child(ren)



				Comments







				



				



				



				











Details of professionals already involved with the child or any of the family members Mapped







				Worker Name



				Supporting who



				Team / Agency



				Contact details



				Have they contributed to this assessment?



If so how?







				



				



				



				



				















Relationships - If family are currently working with any agency or professional - who do they have the best relationship with and why? Mapped



   We are asking this question as we want to build on the families relationships where possible.











				Family member(s)



				Name of worker



				Role



				Comments







				



				



				



				











Group Name: 



Group ID: 



Printed on: 
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Family Tree Mapped



Top Tips: How to create a Genogram/Family Tree:  



1. Introduce the Genogram/Family Tree to your client or family – can use flip chart or plain paper 



2. Use Squares for Males, Circles for Females, Triangles for Unborn Children, Miscarriages.  Connect with lines for relationships.  



3. You can begin at the bottom with the client family or the top with the Great Grandparents or oldest know relatives. 



4. Put children in order of birth—oldest to the left.



5. Ask for as much information as client can provide 



6. Inquire about themes and family patterns



7. Also look for strengths: lasting marriages/relationships, education and cultural ties.



8. Put age inside the symbol and date of birth to the side or off to the side.  



9. Use exact dates of marriage, divorce, and separation if available.



10. For children and adults who wish to identify as a different gender, are transitioning etc. please ensure the genogram reflects this and is clear, a simple question could be acknowledging they were born male/female but how would they identify now.







[image: ]
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[bookmark: Assessment_Information] Assessment Information	







[bookmark: Reason_for_completing_this_assessment_-_]Reason for completing this assessment - this is the information we've been given at our Customer Service Centre, or



 an assessment has been requested for us to find out more information Mapped







[bookmark: _bookmark1]Initial Danger Statement should be entered here from the front door screening process, this shouldn't be altered unless absolutely necessary as this is to explain to families the reason we are opening a case, what the initial concerns may be.   For EH, LAC and CWD you can use this area to record the reason why you have started an assessment if this has not come via the front door screening process 







During the assessment this may alter, there may be more worries etc. – this would be reflected in the final danger statements/goals and analysis







				



























	







[bookmark: Do_the_children/young_people/family_unde] Do the children/young people/family understand the worries presented?















Based on the reason we have opened an assessment – what are the families initial views of this – do they agree, disagree, feel there is more or less of an issue etc.  This is the start point of the family's journey of the assessment period. Remember to use the words of the child/family where possible. This should be a snapshot not the whole assessment and based on our initial contact and danger statement 



.



				















































[bookmark: Timeline_and_Significant_Events] Timeline and Significant Events	







Child (ren) / young people Mapped Multi Subject (select All)











	



The timeline has now been altered, so it is themed, on Mosaic you will enter a separate section for each theme, you can apply this to ALL children by selecting ALL or for individual children – so for example if there are multiple issues you can record these separately, such as domestic abuse – the first would be when we first new about this, our files tell us or the parent/child tells us this first happened.  The worst is your assessment of the worst, but all sections should include the parents view or other professionals to gather their views on the risks presented over time and whether safety is in place, or has been in the past.  



Please only complete what is relevant and is building a timeline of events as we know past harm can be an indicator of future behaviour.  When pulling this together if we don’t know something, consider, what best question can I ask on my visit to ascertain this information?











				First Event	Significance and impact to the child







				When and what was the first time your LA heard about the worrying adult behaviour?



What do the parents/carers say? The children? Other professionals?



				What was the impact of the first incident on the child (ren)?



Remember to consider each individual child – for example being exposed to domestic abuse may impact each child differently and not all have the same experience















				Worst Event	Significance and impact to the child







				When, and what was the worst event of worrying adult behaviour your LA knows about?



What do the parents/carers say? The children? Other professionals?



				What was the impact of the worst incident on the child (ren)?



Remember to consider each individual child – for example being exposed to domestic abuse may impact each child differently as not all have the same experience















				Last Event



				Significance and impact to the child















				When, and what is the most recent event of worrying adult behaviour your LA knows about?



What do the parents/carers say? The children? Other professionals?



				What was the impact of the most recent incident on the child (ren)?



Remember to consider each individual child – for example being exposed to domestic abuse may impact each child differently as not all have the same experience















[bookmark: Child/Young_Person_and_Family_Overview] Child/Young Person and Family Overview	



The main body of your assessment should be recorded here in 'worries and working well section' and should be recorded as a narrative and not bullet points. You should record observations and evidence of what is currently happening in the family's life and the history, ensuring each child is referenced and given consideration. As part of the assessment you should use professional curiosity, consider all of the assessment factors and due consideration should be given to the domains within the assessment triangle. Focus should be given to the parents/ carers ability to care for the children keeping them safe happy and well, the child's development, where the children live, their community and looking at past history and any previous involvement as appropriate.



[image: ]



[bookmark: What_is_working_well_and_what_are_we_wor]



Top Tips: 







· You may want to write the assessment as if you are writing it to the child or the parent to make the assessment more powerful.



· Your genogram can help build your assessment for thinking about wider family and relationships, this also helps to build your safety plan for who might be able to offer support 



· Remember your assessment tools such as eco maps, decision making trees, calendaring  as well as theory, child development 



· Remember assessments are multi-disciplinary – what is the input from other professionals   



· Remember to consider each child within the assessment 



· Think about the perspective of others during the assessment, what does the child/children say, what do other professionals say, what observable behaviours have you seen or others working with the family 



· To consider the rule of optimism and consider the relationship between the columns, as something can be a strength or safety but what is the flip side, 'showing that curious mind' 







What is working well and what are we worried about



Within the worries and working well you may wish to consider: 



Health: What are the child's health, education, emotional behavioral, identity, family and social relationships, identity, social presentation and self-care skills needs? What are the parents/caregivers capacities to respond to this? Consider the child’s holistic health needs including who can consent for treatments, with the child being registered with a G.P and dentist and with evidence that they visit these services. If the child has a disability or health condition this is being fully supported and managed with all appointments attended. T



Education: Is the child registered with a nursery or school and attending on a regular basis, if not how is the child educated? What is their experience of education and do they have additional support needs? 



Emotional and behavioral: Consider what happens in the child’s life and how this impacts on them emotionally and behaviorally. The child should be living in a stable and safe environment where their needs are being met by their carers. 



Identity, relationships and social presentation: Consider the child’s identity in regard to their beliefs, culture, language, sexual orientation, gender, religion, where and how they feel they belong in their groups of peers. How does the child integrate with peers? They should have opportunities to engage in their hobbies or other positive activities. Do they have friends and are these friendships supported and appropriate for them? 



Development: What stage of development is the child at, is this age appropriate? Consider what they should be doing for themselves and how this is supported by their main carer. Is the child able to keep themselves safe from harm appropriate to their age or do they have vulnerabilities? 



Ability to protect and parenting capacity: Consider the quality of parent and child relationship and attachments, how the parent/caregiver is able to keep the child safe, happy and well.  Does the parent/caregiver have an awareness of the effects of their own experiences, do they provide physical, emotional age appropriate care and to the child's developmental status. 



Environment: Is the home environment appropriate loving and caring, do the parent/caregivers show stimulation to the child, has this been observed, are boundaries in place that support the child's development and keep them safe, is the parent/caregiver supporting building resilience. 



Family history and functioning: Consider the impact of the family history and functioning, the impact of the child's environment on their day to day living arrangements, how the family integrate into the wider community, the network of support, what the household income is and whether this a cause for concern, employment and the impact to the children in the household.



Parent/Carer Profile: You may wish to think about the impact of any physical illness, mental health, learning disability, history of abuse themselves or any substance misuse that the parent/carer has and their ability to care for the child. 



Domestic abuse and violence – consider relationships of the carers, is there any current or history of violence or abuse? If so how are the children kept safe? Is there a pattern to relationships? What is the impact? 



















What is working well? Mapped Multi Subject (select All)



Existing Safety / Success (evidence / information about what has happened)  



The danger has to have been present (the test) something/ someone kept the child safe.  An example question: Tell me about a time when the danger was there and somebody / you did something that kept the child safe / cared for (e.g. you felt angry but didn't shout, calmed things down instead of escalated)







This section should be a narrative and not just bullet points and should describe the safety – safety should be tried and tested – not just a one off occasion.  If no safety is evident at the time of writing your assessment you can state no safety is currently evident.







Safety may be present at times, but not all the time – make sure you record this.  



For example: Billy enjoys being at school and whilst at school, Billy is kept safe during the hours of school 9:30-3:00pm when he does attend – however you would then record in complicating factors that whilst we are happy that there is evidence that Billy is safe whilst at school – the complicating factor is that safety is only in place whilst Billy is attending school and there is no guarantee whilst at home. This is known as conditional safety.







Some Best Questions that may support you:



· Tell me about a time where the danger was present (behaviours and actions) but the family managed to keep the children safe? Think of the impact for them and the child



· Have you asked the child whether there are times the parent has been able to keep the child safe, what does this look like? 











Top Tips: 



· Reminder to not be too optimistic 



· Be clear and specific – how has this kept the child safe? How do we know?



· Remember evidence based 



· Be clear what safety looks like – people have different perspectives of safety 



· Focus on action and behaviours 



















































Existing Strengths (evidence / information about what has happened) Mapped Multi Subject (select All)



				The strengths should be things that happen/take place that address the worries. These do not provide direct safety but can provide support, strengthen family relationships etc. This field is where you develop the safety plan from examples of existing strengths you identify and build on that to do more of it or something else that adds value to the safety plan.







Strengths should be in relation to the worries presented and not just in general.







This section should be narrative and not bullet points.  Strengths should be behavioural but can include relationship type strengths such as "Mum tells the children every day she loves them and the children tell us our family is awesome".







Strengths should also be in relation to the worries or building safety and not just generically – such as 'Billy likes playing on his play station' be clear what is the link to the worry/safety building.







Some Best Questions that may support you:



· If the child was here now what would they say is the best thing and what goes well?



· What does mum/dad say the best bits are about their children?



· What do you like most about being a mum/dad – what do you think you do the best as a mum/dad?



· What would grandma or a friend say you do really well as a mum?











Top Tips:



· Relate back to the genogram and eco map



· Think relationship questions – if grandma was here now what would they think is the best thing you do as mum/dad etc. 



· Think about the network how they support – specifically how does this have an impact































What are the worries?



Harm / Impact (evidence / information about what has happened) Mapped Multi Subject (select All)







				



Harm section should be narrative and not bullet points.







Remember to explain the impact of the harm to the child and the evidence to support this, this is both physical and emotional think about how often this has happened or does happen, do we know the triggers to this? If so what do they look like? 



This should be specific and focused on the impact and not a generic statement such as 'domestic abuse' – so what are the behaviours e.g. punched, kicked, argument, how did it impact the child – cried, wet the bed, got hurt, tell 's you he's scared etc.







Describe the behavior that poses a risk to the child / young person. What has actually happened to harm the child / Impact on the child - physical / behavioral What does the child or their behavior / responses tell you that informs how they are impacted? (Their lived experience) • FREQUENCY - when did it start, how often? What would the child, parents / Carers, family, schools say about when it started and how often. • SEVERITY - what does it look like when it is at its worst? How bad has it been?











Top Tips: 



· In group supervision we talk about: Behaviour and Actions what are the behaviour's/actions by the child/parent causing the harm, Incidence – how often has harm occurred, Severity – how bad has it got, Impact – what does this look like for the child, how do we know?



· Use your timeline of significant events to support your prep for your best questions in relation to the harm prior to speaking to the family



· Triggers and stressors, red flags– can help your safety planning and sharing with the network what they may see that make us more worried



















Complicating Factors (evidence) Who or what is making this worry harder to deal with? Mapped Multi Subject (select All)







				Your complicating factors are everything else that is going on that isn't evidenced as 'harm' but is a worry and is making the case harder to deal with



















[bookmark: Child_/young_person_and_family_additiona]



Child /young person and family additional information not covered in worries and working well Mapped



				



In this section you can record any other relevant information you feel is appropriate that hasn't been covered already and is relevant to the child/family. Where there are no concerns in relation to all the assessment factors, please state or record consideration has been given but not currently a worry or evidence to suggest so























[bookmark: What_life_looks_like_for_the_child/young] What life looks like for the child/young person	







[bookmark: _bookmark3]



Direct work completed with the child / young person – on Mosaic this will show an upload box… Mapped Child Specific







Remember to explain any direct work you have uploaded, what was the piece of work, what was the impact and what is your analysis of this piece of work – you can add a picture of the direct work by uploading a JPEG image/picture into this section.



“Every assessment should reflect the unique characteristics of the child within their family and community context. Each child whose referral has been accepted should have their individual needs assessed, including an analysis of the parental capacity to meet their needs whether they arise from issues within the family or the wider community.  Family assessments that include all members of the family should always ensure that the needs of individual children are distinct considerations”



Working together 2018







What are the child / young person's worries? Mapped Child Specific































What does the child / young person say is the best thing about the family and what works? Mapped Child Specific







































































[bookmark: Analysis_and_Scaling_of_the_Worries_and_] Analysis and Scaling of the Worries and What is Working	







[bookmark: Analysis_of_Assessment]



				



This is your opportunity to bring together all of your analytical thinking and put together an analysis based on your assessment.  Having gathered all your information – what does this mean? What is your hypothesis?  This is showing you're working out after you've gathered all of you information. 







You should use your professional judgment to draw conclusions and show clear evidence based informed hypothesis, thinking about the likely impact on the child if the identified needs are not met.  What are the risks or consequences both short and long term? You should use theory and evidence to ensure the inter-linking factors are made clear, considering the parents/carers ability and capacity to meet the child's needs. 







In this section it may help to consider in this format: 



Look to elicit strengths – what is working in the family currently



Identify the concerns – what is the identified needs, measure the impact on the child – what does this mean for the family/child



Consider prospective for growth and change 



A suitable action plan to address all of the worries identified and building on the strengths of the network to support – what are we with the network going to do?































































































[bookmark: _Statements]Statements - 1 Multi Subject (select All)	







				Danger / Worry Statement



				Safety Goal / Goal



				10 being ....0 being ....



				Who scaled/ scale point



				Reason







				



				



				



				



				







				Danger Statements should be themed – the goal should reflect the danger statement.







Remember the format: Who is worried – Why we are worried – What we are worried may happen if nothing changes.











Top Tips: 



· If you've identified harm and worries this should be reflected here 



· Theme your danger statements 



· Use your harm section (the behaviours, incidents, severity – to write your statements)



Your timeline can also inform this







				Safety Goals should be achievable and specific – what behaviours do you need to see to no longer be worried? What would this look like? How would we know? 



















Top Tips: 



· This is not service based and is family focused 



· Family friendly language



· What behaviours will we need to see to ensure child is safe, happy and well 



· Bottom lines are linked to your DS/SG in your planning 







				A reminder this is your judgement scale – 0 is your danger statement, what we worry will happen if nothing changes.  And 10 is your safety goal, what we are aiming to achieve.















Be clear what elements of the DS are 0 and which elements of the goal are 10 – to enable people to scale effectively.







				



				We then ask why is this a four, what actions and behaviours have you seen that lend you to scale the four………what do you feel would support to reach the five? Record this.



Reminder DS/SG and scaling are multi-agency agreed.







				



				



				



				



				







				







				



				



				



				







				



				



				



				



				







				



				



				



				



				







				



				



				



				



				



















[bookmark: Bottom_line_-_what_must_or_must_not_happ]Bottom line - what must or must not happen



The bottom line is the agency telling the family what they MUST/MUST NOT do and is non-negotiable and realistic– this shouldn't be an internal process such as panel or proceedings















[bookmark: Planning] Planning	



[bookmark: What_Needs_To_Happen] What Needs To Happen



This is your planning section which leads on to your safety plan below. This section should not be a service list but instead starting to think about the trajectory of the case, is there missing information that still needs to be queried etc. What will visiting patterns look like, this can be for you and other workers working with the family?  Are there any other assessments that need to take place? If you are closing the case prior to initiating a CIN you may wish to include some signposting that you have supported the family with or recommendations.







For effective safety planning you will need to have drafted your danger statements your safety goals your initial scale point and clear bottom lines…(where necessary) consider a safety journal, safety object in place for the children, words and pictures versions of the safety plan for the children or to explain the worries. 



























	































[bookmark: What_will_the_Family_and_Network_do?_(Sa] What will the Family and Network do? (Safety Plan) Mapped Multi Subject (select All)	







Planning – Information (how this works on Mosaic)



The current assessment is a combined assessment/plan.  The first Progress Meeting is held by day 20 on the case and is recorded WITHIN the Child and Family assessment.  Subsequent Progress Meeting's - the step is only available on Mosaic once the assessment is authorised.  







The new assessment captures the family safety plan and what everyone else will do to support which will be informed by the Initial Progress Meeting – there will not be a separate step for this.  The plan will then pull through to the next Progress Meeting.  







Any key information shared in the first Progress Meeting should be added to the relevant sections in the assessment – e.g. if probation informs you of an incident that has harmed the child – add this into the 'harm section' making it clear the source.  If there is additional information at this initial meeting that you feel is relevant, but does not fit into 'harm, complicating factors, strengths or safety' this can be added to Section 4 "Child /young person and family additional information.  This section should not become 'notes' of the progress meeting - SW's should continue to use their own professional judgment about what information is relevant and should be included in the assessment.  A reminder that plans and assessments should be multi-agency. 







All agencies should be made aware that they will not get notes from the initial Progress Meeting, just the plan as their information will feed into the body of the assessment, which once complete will also be shared with the relevant agencies. Please note subsequent Progress Meetings will have the section to record notes/updates as it worked previously. 







To print the plan part only of the combined assessment/plan to distribute to agencies then only pdf off Section 1 and Section 7 (Family Network details and Planning) 







Network Planning Meeting



· This is where you would record The Family Network meeting – which will have taken place by Day 20.  



· You should record here who was involved, when and where and below is where you agree the plan… 



· Remember this is the families plan and not service led; families/networks should be encouraged to come up with the solutions themselves and should not be a list of agency actions such as attending addaction or a parenting programme.



· Be clear on what difference this will make to the child/children – how will we know? Avoid professional jargon



· Prioritise actions 



· Remember that any identified worries (represented in the DS) the safety plan should address these and be working towards the safety goal 











				Date of meeting



				Who was involved in putting the plan together



				Where did this take place







				



				



				







				



				



				







				



				



				







				



				



				







				



				



				















				What will the network do? (Steps/tasks etc.)



				How will it keep the child/young person safe/happy/thriving?



				Who will monitor and how will we know its working?



				By when







				



				



				



				







				What behaviours/actions will take place?







Prioritise these actions – what is it that needs to be addressed first? 







Actions here should address the worries and be working towards the safety goal.







				What will this look like for the child? How will we know?



Be clear on what we'd like to see, do not use professional jargon or sweeping statements.



				Top Tip: Who will monitor – this should be a member of the network – consider how they will inform us? And how we will know the plan is working?



				Be clear on timescales, avoid where possible ongoing and prioritise checking these actions have been completed or continue to be having an impact.







				



				



				



				







				



				



				



				







				



				



				



				















[bookmark: What_is_everyone_else_going_to_do?]



What is everyone else going to do?	







				Action



				Who will complete the action



				How will we know its making a difference



				By when







				



				



				



				







				



				



				



				







				Clear focused actions should be here – remember to be specific and that the action is achievable 



				 



				Be clear on the difference this will make for the child, not generic statements.



				Clear timescales – avoid where possible 'ongoing'







				



				



				



				







				



				



				



				











[bookmark: Views_of_the_Family_on_the_Assessment] Views of the Family on the Assessment	



This should be completed once the assessment is complete, you can go through this by using your tablet to give the family an outline of the assessment and the plan going forward. Please record whether the parents / carers/ network agree with what has been written







Views of Parent / Carers / Network







				Name	Views







				



				Use the families’ words







				



				















[bookmark: Views_of_the_Child_/_Children] Views of the Child / Children Child Specific	
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Early Help AssessmentThis Assessment should always be completed with the child, young person and family. Please ensure permission has been obtained – see last page.















				Person completing this assessment with the child/young person and family:







				Name: 



				Agency:



				Role:











				Contact Number:







				Email Address:



				Date conversation held with the family:















Section 1: Child, Family, and Friend Details: 



Which child or young person is this assessment for? Please list their names below:



				1. Child's Name:



				



				Date of Birth



				Preferred name and pronouns



				Ethnicity







				



				



				



				



				







				2. Child's Name:



				



				Date of Birth



				Preferred name and pronouns



				Ethnicity







				



				



				



				



				







				3. Child's Name:



				



				Date of Birth



				Preferred name and pronouns



				Ethnicity







				



				



				



				



				



















				Family Address (including postcode):



(Please state if this is a placement or short term living arrangement)











				



















				Family and Friends (Networks) 







				Name



				Contact Telephone Number



				Age or Date of Birth 



				Relationship to the child/young person/family:



				Parental Responsibility?



Y/N



				Do they live with the child?



Y/N



				Have they contributed to the assessment? If yes, how?











				



				



				



				



				



				



				







				



				



				



				



				



				



				







				



				



				



				



				



				



				















				Do any of the children/young persons have a caring responsibility? 



The impact of their caring role and whether extra support is needed should be fully explored throughout the assessment. For additional information and guidance around assessing young carer role, visit www.lincolnshire.gov.uk/tac and see young carer guidance.



				If yes, please indicate which child or YP has a caring role:



				Is this child privately fostered? (if yes, please provide details)  



For more details, visit www.lincolnshire.gov.uk/childcare-and-family-support/adoption-and-fostering/private-fostering/



				Y/N




























Details of professionals already involved with the child or any of the family members:



				Worker Name



				Supporting who?



				Role/Team/Agency



				Contact details



				Have they contributed to the assessment? If yes, how?







				



				



				



				



				







				



				



				



				



				







				



				



				 



				



				




















Section 2: Child/Young Person and Family Overview 



				What are we worried about?



				What is going well?



				What needs to happen?







				What’s happening right now and/or has happened in the past that we are worried about?



































What or who are making the worries harder to sort out and how?























				What has already been tried that has worked well? 



































Who or what is helping and how? 



What do the family or child do well?















































				What are the next steps everyone will take? What difference will it make to the child and family? 































































Section 3: What do the Children and Young People Think?







Is there 



anyone or anything            that is helping you cope with the things you worry about?



What would 



help make things 



better for you?



What 



do you worry 



about?



















































































































*Please continue on a separate sheet if needed











Section 4: Worries and Goals 



				Worry Statement 



If things don't improve, what are we worried will happen to the child or young person?




Write a statement for each worry or theme



				Goal 



What do we need to see to know that the child is safe and well enough for us to not be worried anymore?



Write a goal for each worry statement



				On a scale of 0–10, what number is everyone and why?



0 is worry statement; 10 is the goal
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				Worry Statement 1:























				Goal 1:



				











				Worry Statement 2:



























				Goal 2: 



				




















Section 5 What happens next: 











				What



				Who



				When 







				



				



				







				



				



				







				



				



				







				



				



				







				



				



				















Section 6: Information Sharing 



TAC is a voluntary process, and permission from the young person and family is required before the information in this assessment is shared outside of your agency (please see Lincolnshire's TAC leaflet). For further information, see your agency's privacy information, policies and procedures, TAC Handbook, DfE Guidance on Information Sharing (www.education.gov.uk); and your agency's policies and procedures.



· I agree to the Early Help Assessment (EHA) taking place.



· I understand that information that is relevant to my child’s/my needs will be recorded and securely stored in a paper or electronic file.



· I understand that this assessment may need to be shared, where appropriate, with other professionals in order to help provide and co-ordinate support for my family.



				Parent/carer/child/YP Name:



				











				Signed:



(Parent/carer or child/young person)



				















				Practitioner name:







				







				Signed:



(Practitioner)



				











				Date permission is given :



				











				Date Assessment submitted to TAC Admin:



				















If there are any safeguarding concerns for the child or young person, the workers involved will need to contact Children’s Services, Social Care. In most cases, they will discuss this with you first.



Please remember to send a copy of this Assessment to the TAC Admin Team: tacadmin@lincolnshire.gov.uk
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Young Person’s Details



				Name:







				DOB:







				Current Location:







				Home Address upon discharge if known:







				Household contact details:



Parent/Carer:



Next of Kin if different from above:



Address:



Telephone:



Mobile:



Email:







				Gender:







				NHS number:







				Rio number:







				Mosaic number:







				GP name and address:







				Any identified religious or cultural needs:















				Lead Professional



Name: 



Designation:







				Work base:















				Date of Assessment: 















				About you:



Guidance- Note a succinct summary of the individual’s personality, their strengths, and overall development needs, their family structure, hobbies and interests, likes and dislikes























				Reason for Admission & Symptoms/Formulation



Guidance- Include the date of admission and date S3 was applied. Record any previous admissions and information regarding the young person’s presentation prior to the admission, what are the current symptoms or diagnosis















































































































































Section 1 - Section 117 aftercare recommendations & MDT signatures 



Summary of the young person’s Section 117 after care requirements and proposed Care Plan:



				Detail of the intended care and support available to you when you are discharged from hospital:







Legal status upon discharge: 



Guidance- Is the young person Child in Need (CIN), Team Around the Child (TAC), subject to Child Protection Plan (CP), a Child in Care (CIC) 















Family and friends (support network):



Guidance- Is the young person being discharged home to parents/ carers upon discharge or are they being discharged to a placement? Who will be living in the household, are there individuals outside of the household that provides a caring or supportive role to the young person, who has the young person identified as part of their support network and how will they be effective in the young person’s recovery, who will the young person be spending time with upon discharge, please consider what support the network will require to help the young person’s recovery. 



























Health: 



Guidance- What is the offer of support from health? At a minimum the young person will be placed on CCETT’s Enhanced Care Package and is eligible to receive up to daily contact from the Crisis and Enhanced Treatment Team for a minimum of 2 weeks, include details on the proposed intervention by CCETT and an agreed amount of contact for the initial two weeks post discharge. If the Young Person is open to Core CAMHS or EIP please also list the proposed Care Plan post discharge and please consider the use of Peer Support and Parent Peer Support











































Social Care: 



Guidance- What is the offer from social care, will there be a period where the child is subject to a Child in Need Plan and if so please detail the frequency of Child in Need Meetings, is there a need for Early Help to support Young Person and Family with adjustment of the Young Person returning home or any other need, please consider whether a referral is needed for Futures4me and any other relevant service/agency that can be accessed via Social Care. 











 



























Education & any other relevant service:



Guidance- please include the views of the current or proposed educational provider and if the Young Person has an EHCP plan then please invite SEND caseworker to share their views and the offer of support from an education point of view



































(Guidance- Please consider creating a multi-agency timetable/ calendar of appointments for at least 2 weeks post discharge to help the young person and parents/carers know which professional is visiting and when)















Young person’s views of their care:



Please note whether and how the young person contributed to the assessment, plus their view of the Section 117 care plan. 



				Guidance- please record times and dates of when the young person’s views were captured and how their views were gained, is the Young Person a Young Carer? If so would they consider being referred to a Young Carers Service if not already in place pre-admission







































































Parent/ Carer views of the proposed S117 care package offered:



Please note how parent/ carer views were ascertained to contribute to this assessment, plus their view of the Section 117 care plan.



				Guidance- please comment on what parents or carers views are of the S117 after care package offered if applicable. Also consider the support needs of parents/carers, have we considered a Carers Assessment, Parent Peer Support, Support from Early Help? What support do they feel they need to continue caring for the young person







































































Evidence
Please list the documented evidence that were considered in completing the assessment, including their dates



				Guidance- this includes ward round minutes, CIN minutes, MDT minutes, CPA meetings, assessments sent from the ward, Child and Family assessment







































Needs Domains- the next part of this assessment explores all your needs and what people around you can do to help you.



				Behaviour:







Guidance: Provide information in respect of behaviour, any triggers for the behaviour, the type, intensity, and frequency of behaviours, including the positive management of behaviours. (noting the skill of parent/ carers and any environmental factors). Note if the behaviours were present prior to admission.



Does the young person experience any of the following:



Aggression or violent behaviours



Resistance to necessary care and treatment



Sexualised Behaviours



Impact on family and family support (Do family need support to manage this? Think of any groups or other interventions that might help)







Consider the Positive Behaviour Support Plan (PBS) from the ward and how this can be incorporated into the community to support positive behaviour







				







































































				Cognitive Functioning:



Guidance: This may apply to, but is not limited to, individuals with learning disability. Does the Young Person have a diagnosis of ADHD or ASD? If does this impact upon their cognitive functioning? Please consider the following: 



What is the outcome of the functional assessment completed on the ward? 



What does the young person need from others to support their cognitive functioning? 



Do they have an EHCP plan/ SEND Case worker and if so, what has been put in place in educational setting to support this?



Has a sensory assessment been completed or is there a need for one?











				































































				Mental Health and Emotional Well-being



Guidance: Detail what supports the young personals overall mental health and emotional well-being. Please consider:



Please indicate the signs and symptoms that may trigger a relapse and the actions agreed in managing this.



What strategies are helpful to prevent escalation 



What does the patient need from others if their mental health is declining. 



What do they find useful and from who, when and at what stage.



(Input information into the Traffic Light System Crisis Plan/ Safety Planning at the end of this assessment)







				











































































				Communication



Guidance: Please consider the Young Person’s ability to communicate their needs and feelings and how others can support and help them to communicate their voice, wishes, feelings and needs by considering the young person’s communication and emotional regulation skills







				







































































				Medication



Guidance: List the prescribed medication and how this will be managed and reviewed in the community. List the support the young person will need in order to continue taking and managing this medication. 







				











































































































				Nutrition



Guidance: Are there any difficulties with food and fluid intake or any other forms of Restricted Eating. Do the parent/ carer/ placement require support in relation to understanding nutritional needs and meal support. Has Dietician Services being considered if there are concerns around this?







				







































































				Are there any other significant needs or information required that is relevant to this S117 assessment?



Guidance: Are there any continence issues, breathing difficulties, any other physical health issues we need to be aware of?  



Are there any needs not related to section 117 aftercare that require support or onward referral







				



















































































































                                                                      Crisis Plan



Traffic Light System Safety Planning to be completed jointly by the ward, young person, family/ carers and community teams:



				Colour



				What does this mean?



				What can I do to support myself?



				What do I need other people to do to support me?







				Green



Guidance: What does the Young Person’s ‘Best Day’ look like. How do they feel emotionally and physically? What are their thoughts?



				



				



				







				Amber



Guidance: this is when the Young Person is starting to notice a decline in their mental health and well-being. What are the different feelings and emotions from Green? What does this type of day feel like to the Young Person? What can the Young Person and others do to help them go back into a ‘Green’?



				



				



				







				Red



Guidance: What does the Young Person’s ‘worse day’ look like? How do they feel physically and emotionally? What symptoms do they have? Is there a particular person or activity that can support them? How can they get back into Amber with support from others?



				



				



				























































































Participant details



[bookmark: _Hlk103088901]Involved professionals to enter details of their designation and organisation.



The individual and their relations leave the organisation box empty.







				Name of lead Professional (print):



				







				Designation/Relation:



				







				Organisation:



				







				[bookmark: _Hlk102986994]Contact details:



				







				Signature:



				















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:



				















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:



				















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:



				















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:



				















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:



				















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:



				















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:



				















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:



				















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:
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Lincolnshire Integrated Care Board and Lincolnshire Partnership Foundation Trust Joint agency             



   Section 117 Aftercare Health care plan and review for Children and Young People
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Young Person’s Details



				Name:







				DOB:







				Current Location:







				Home Address upon discharge if known:







				Household contact details:



Parent/Carer:



Next of Kin if different from above:



Address:



Telephone:



Mobile:



Email:







				Gender:







				NHS number:







				Rio number:







				Mosaic number:







				GP name and address:







				Any identified religious or cultural needs:















				Lead Professional



Name: 



Designation:







				Work base:















				Date of review: 



				Which review 















				Detail of the care and support plan and goal review outcome:







Legal status upon discharge: 



Guidance- Is the young person Child in Need (CIN), Team Around the Child (TAC), subject to Child Protection Plan (CP), a Child in Care (CIC) 















Family and friends (support network):



Guidance-Please note the current living arrangements for the young person. If living in the family home who will be living in the household, are there individuals outside of the household that provided a caring or supportive role to the young person, who has the young person identified as part of their support network and how will they be effective in the young person’s recovery, who will the young person be spending time with upon discharge, please consider what support the network will require to help the young person’s recovery. 



























Health: 



Guidance- What is the offer of support from health? At a minimum the young person will be placed on CCETT’s Enhanced Care Package and is eligible to receive up to daily contact from the Crisis and Enhanced Treatment Team for a minimum of 2 weeks, include details on the proposed intervention by CCETT and an agreed amount of contact for the initial two weeks post discharge. If the Young Person is open to Core CAMHS or EIP please also list the proposed Care Plan post discharge and please consider the use of Peer Support and Parent Peer Supp











































Social Care: 



Guidance- What is the offer from social care, will there be a period where the child is subject to a Child in Need Plan and if so please detail the frequency of Child in Need Meetings, is there a need for Early Help to support Young Person and Family with adjustment of the Young Person returning home or any other need, please consider whether a referral is needed for Futures4me and any other relevant service/agency that can be accessed via Social Care. 











 



























Education & any other relevant service:



Guidance- please include the views of the current or proposed educational provider and if the Young Person has an EHCP plan then please invite SEND caseworker to share their views and the offer of support from an education point of view























































				[bookmark: _Hlk140479408]Family and support network. 



Current goal:







				Is there any change to the current plan yes/no.







				If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).







				Goal achieved.



New care plan.



















				Health input to care plan.



Current goal:







				Is there any change to the current plan yes/no.







				If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).







				Goal achieved.



New care plan.



















				Social care input o care plan.



Current goal:







				Is there any change to the current plan yes/no.







				If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).







				Goal achieved.



New care plan.



















				Education input to care plan.



 Current goal:







				Is there any change to the current plan yes/no.







				If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).







				Goal achieved.



New care plan.



















				Behaviour.



Current goal:







				Is there any change to the current plan yes/no.







				If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).







				Goal achieved.



New care plan.







				[bookmark: _Hlk140503533]Who will provide support:



















				Cognitive development.



Current goal:







				Is there any change to the current plan yes/no.







				If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).







				Goal achieved.



New care plan.







				Who will provide support:



















				Mental health and emotional well-being.



Current goal:







				Is there any change to the current plan yes/no.







				If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).







				Goal achieved.



New care plan.







				Who will provide support:



















				Communication.



Current goal:







				Is there any change to the current plan yes/no.







				If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).







				Goal achieved.



New care plan.







				Who will provide support:



















				Medication effectiveness.



Any change to medication regime since last review.







				Is there any change to the current plan yes/no.







				If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).







				Goal achieved.



New care plan.







				Who will provide support:



















				Nutritional goals.



Current goal:







				Is there any change to the current plan yes/no.







				If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).







				Goal achieved.



New care plan.







				Who will provide support:



















				Other section 117 aftercare needs please state domain heading.



Current goal(s):







				Is there any change to the current plan yes/no.







				If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).







				Goal achieved.



New care plan.







				Who will provide support:



















				Crisis plan update.







				Is there any change to the current plan yes/no.







				If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).







				Goal achieved.



New care plan.































































Traffic Light System Safety Planning to be completed jointly by the ward, young person, family/ carers and community teams:



Please use this form to give a comparison for development since discharge as the young person moves toward well being.



				Colour



				What does this mean?



				What can I do to support myself?



				What do I need other people to do to support me?







				Green



Guidance: What does the Young Person’s ‘Best Day’ look like. How do they feel emotionally and physically? What are their thoughts?



				



				



				







				Amber



Guidance: this is when the Young Person is starting to notice a decline in their mental health and well-being. What are the different feelings and emotions from Green? What does this type of day feel like to the Young Person? What can the Young Person and others do to help them go back into a ‘Green’?



				



				



				







				Red



Guidance: What does the Young Person’s ‘worse day’ look like? How do they feel physically and emotionally? What symptoms do they have? Is there a particular person or activity that can support them? How can they get back into Amber with support from others?



				



				



				























				Needs not related to section 117 aftercare.



Please specify, the need and which agency is supporting the need.







				Need:







				Need:







				Need:



















Young person’s views of their care:



Please note whether and how the young person contributed to the care plan review, plus their view of the Section 117 care plan. 



				



































































Parent/ Carer views of the proposed S117 care package offered:



Please note how parent/ carer views were ascertained to contribute to this care plan review, plus their view of the Section 117 care plan.



				



















































































Providers approached and costings where a service is required







				[bookmark: _Hlk140564847]Name of provider:



				







				Cost of package:



				



















				Name of provider:



				







				Cost of package:



				



















				Name of provider:



				







				Cost of package:



				



















				Name of provider:



				







				Cost of package:



				







































































































Participant details



[bookmark: _Hlk103088901]Involved professionals to enter details of their designation and organisation.



The individual and their relations leave the organisation box empty.







				Name of lead Professional (print):



				







				Designation/Relation:



				







				Organisation:



				







				[bookmark: _Hlk102986994]Contact details:



				







				Signature:



				















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:



				















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:



				















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:



				















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:



				















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:



				















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:



				















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:



				



















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:



				















				Name:



				







				Designation /Relation:



				







				Organisation:



				







				Contact details:



				







				Signature:
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Guidance notes for the CYP care plan review.docx


Lincolnshire Integrated Care Board and Lincolnshire Partnership Foundation Trust Joint agency             



   Section 117 Aftercare Health care plan and review for Children and Young People











Guidance notes for the completion of the above document. Please note that these guidance notes only relate to the Health service users of this document the local Authority have their own holistic format in the form of “the child and family assessment” which also provides the care planning and review documents.







1. Ensure the correct responsible authorities are documented, please be aware that the local authority may not be Lincolnshire, details of determining the responsible authorities are included in the section 117 aftercare policy and the procedures.







2. The care and review plan is primarily designed for completion by the ICB Health commissioners Mental Health, Learning Disabilities, Autism & CAMHS Commissioning Team. See note above.







3. The care plan will need to be completed at the discharge meeting or transferred from the assessment of the young person.







4. The form







4.1 The first section details the young person’s details.







4.2 The lead professional at the point of review must be documented







4.3 Date and which review. (which review, 72 hour post discharge, 6 week, 6 month 12 months



      annual or ad hoc review).







4.4 The detail of the care and support plan and goal review outcomes and provides information on  



      legal status upon discharge, the support network, health input, social care input and education is 



      taken from the health assessment.  







4.5 The domains from Family and support network to the crisis plan contain 5 boxes 







4.6 The first box indicates the domain heading and the current goal for the young person.







4.7 The second box is a simple yes or no to a change in the care plan







4.8 The third box describes the change or if the goal is reached this would be recorded and ended, 



       boxfour4 records the changes and becomes the new care plan goal.







4.9 The fifth box identifies the providers of the support, there may be more than one provider and 



       may include informal support. 







4.10 The crisis plan will be provided by the crisis team.







4.11 The traffic light information can assist the young person and the support team measure 



         progress or otherwise and will give an indication of the need to reduce support towards 



         independence or increase support to prevent deterioration and hospital admission.







4.12 Needs not related to section 117 aftercare must be recorded and referred on where required, theses do not form part of the section 117 aftercare however these must be identified as a part of the holistic review.







4.13 The next two boxes are for the young persons and the parent/carers views







4.13.1 Record times and dates of when the young person’s views were captured and how their views were 



            gained, is the Young Person a Young Carer? If so, would they consider being referred to a Young Carers 



            Service if not already in place pre-admission.







4.13.2 Parent /carers views lease comment on what parents or carers views are of the S117 after care package 



            offered if applicable. Also consider the support needs of parents/carers, have we considered a Carers 



            Assessment, Parent Peer Support, Support from Early Help? What support do they feel they need to 



            continue caring for the young person.







5. The final part are the participant details who attended the care plan review.







6. Where there are funding implications the completed forms with provider and costs, will be forwarded for consideration to the relevant group for approval.



























































































































































NC 18.07.23










image29.emf


CYP Ending an  entitlement (blank form) from Section 117 aftercare.docx






CYP Ending an entitlement (blank form) from Section 117 aftercare.docx






				Ending an entitlement from Section 117 aftercare Mental Health Act 1983 











				Name 







				



				DOB



				







				Address



				



















				NHS Number



				















				S117 review meeting date



				















				People present at the meeting







				Name



				Role



				Agency



				Contact details







				



				



				



				







				



				



				



				







				



				



				



				







				



				



				 



				







				



				



				



				















				Summary of the Review







				















				Outcome







				




















				Statement by responsible authorities







				















				Signatories of responsible authorities















				Signature



				











				



On behalf of Lincolnshire County Council







				Name



				



				







				Title



				



				







				Date



				



				















				Signature



				











				



On behalf of Lincolnshire Integrated Care Board







				Name



				



				







				Title



				



				







				Date



				



				















· 












				Signature



				Signature







				Name 



				Name 







				Position



				Position







				For Lincolnshire County Council



				For Integrated Care Board



















































































































Template Letter confirming discontinuation of an entitlement from s117 aftercare – consider if an easy read version of this letter is required







Dear [name] 



Re: Mental Health Act 1983 – Aftercare under Section 117 – Notification of ending of entitlement(s) 



Our records show that you were detained in hospital under a treatment order of the Mental Health Act [Section] on [date]. At the time of your discharge from hospital your name was added to our list of people who are eligible for section 117 aftercare. 



Section 117 of the Mental Health Act 1983 places a joint duty on local NHS and adult social care service commissioners to provide free aftercare services for people that have previously been sectioned under the treatment sections of the Mental Health Act.  Eligibility is the right to have free aftercare, entitlements are the services provided to meet the assessed needs as identified on your care plan.. 



On [date] you were involved in a review of your circumstances by [name] and have received a copy of the documentation associated with that review. 



This review concluded and agreed that you no longer require aftercare entitled service(s) under section 117 as detailed below.



Service(s) to be ended: ‘One hour per week from the out and about service’



I am writing to confirm that the recommendation to end the above entitlement service has been accepted by the responsible authorities as from [Date] . 



Your name will remain on the current version of the aftercare list that we maintain as you will remain eligible for Section 117 aftercare until such time as it is deemed that you no longer require aftercare under section 117 of the 1983 Mental Health Act..



Yours sincerely







Out of Area Treatments Panel







Copies to



· CYP



· Parents / carers



· GP



· Social Worker



· NHS file



· ICB file



· MHA Administration Team











Updated 09.02.2024
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				Ending an entitlement from Section 117 aftercare Mental Health Act 1983 











				Name 







				



				DOB



				







				Address



				



















				NHS Number



				















				S117 review meeting date



				















				People present at the meeting







				Name



				Role



				Agency



				Contact details







				J



				CYP receiving s117 aftercare



				N/A



				J@person.com







				J & P



				Parents



				N/A



				j@relative.com







				SW



				Social worker



Lead Professional



				Best local authority



				SW@localauthority.gov.uk







				CP



				Consultant Psychologist Approved Clinician



				Best NHS Trust 



				CP@BFT.nhs.uk







				



				



				



				















				Summary of the Review







				S117 aftercare reduced over time as a result of progress with recovery and rehabilitation ratified by the out of Area Treatments Panel following a review.







Aftercare in place at last review had reduced to one 1-hour session per week from the out and about service, the review on [date] agreed that this service was no longer required.







J is confident and he has been able to manage on his own when out in the community for the past six months without support.  J and his parents are happy with the progress he has made and are agreeable to his entitlement of 1-hour a week of section 117 aftercare to end.  J and his parents agreed that there has been no concern about Js mental health for the last year and do not feel that as a family they need further support. 



Neither J nor his parents could envisage the potential for any destabilising factors. However, it was felt that the eligibility should remain in place for another six months and then to review if this can be discharged.















				Outcome







				J and his parents have agreed to end the current entitlement of 1-hour support from the out and about service, this will be reviewed in six months with a view to discharge/ending section 117 aftercare eligibility.  































				Statement by responsible authorities







				We are satisfied that the above individual is no longer in need of the entitlement to 1-hour out and about service.  We can confirm that the young person and their parents have been involved in the decision and agree the plan to review in six months with a view to possible discharge/ending section 117 aftercare eligibility.















				Signatories of responsible authorities















				Signature



				











				



On behalf of Lincolnshire County Council







				Name



				



				







				Title



				



				







				Date



				



				















				Signature



				











				



On behalf of Lincolnshire Integrated Care Board







				Name



				



				







				Title



				



				







				Date



				



				















· 




Template Letter confirming discontinuation of an entitlement from s117 aftercare – consider if an easy read version of this letter is required



Dear [name] 



Re: Mental Health Act 1983 – Aftercare under Section 117 – Notification of ending of entitlement(s) 



Our records show that you were detained in hospital under a treatment order of the Mental Health Act [Section] on [date]. At the time of your discharge from hospital your name was added to our list of people who are eligible for section 117 aftercare. 



Section 117 of the Mental Health Act 1983 places a joint duty on local NHS and adult social care service commissioners to provide free aftercare services for people that have previously been sectioned under the treatment sections of the Mental Health Act.  Eligibility is the right to have free aftercare, entitlements are the services provided to meet the assessed needs as identified on your care plan.. 



On [date] you were involved in a review of your circumstances by [name] and have received a copy of the documentation associated with that review. 



This review concluded and agreed that you no longer require aftercare entitled service(s) under section 117 as detailed below.



Service(s) to be ended: ‘One hour per week from the out and about service’



I am writing to confirm that the recommendation to end the above entitlement service has been accepted by the responsible authorities as from [Date] . 



Your name will remain on the current version of the aftercare list that we maintain as you will remain eligible for Section 117 aftercare until such time as it is deemed that you no longer require aftercare under section 117 of the 1983 Mental Health Act..



Yours sincerely







Out of Area Treatments Panel



				Signature



				Signature







				Name 



				Name 







				Position



				Position







				For Lincolnshire County Council



				For Integrated Care Board















Copies to



· CYP                                          



· Parents / carers



· GP



· Social Worker



· NHS file



· ICB file



· MHA Administration Team
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				Ending eligibility from Section 117 aftercare Mental Health Act 1983 











				Name 







				



				DOB



				







				Address



				



















				NHS Number



				















				S117 review meeting date



				















				People present at the meeting







				Name



				Role



				Agency



				Contact details







				



				



				



				







				



				



				



				







				



				



				



				







				



				



				



				







				



				



				



				















				Summary of the Review







				















				Outcome







				




















				Statement by responsible authorities







				















				Signatories of responsible authorities















				Signature



				











				



On behalf of Lincolnshire County Council







				Name



				



				







				Title



				



				







				Date



				



				















				Signature



				











				



On behalf of Lincolnshire Integrated Care Board







				Name



				



				







				Title



				



				







				Date
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Template Letter confirming discharge from s117 aftercare – consider if an easy read version of this letter is required



Dear [name] 



Mental Health Act 1983 – Aftercare under Section 117 – Notification of discharge 



Our records show that you were detained in hospital under a treatment order of the Mental Health Act [Section] on [date]. At the time of your discharge from hospital section 117 aftercare as set out in the aftercare plan commenced and your name was added to our list of people who are eligible for section 117 aftercare. 



Section 117 of the Mental Health Act 1983 places a joint duty on local NHS and adult social services commissioners to provide free aftercare services for people that have previously been sectioned under the treatment sections of the Mental Health Act.  Eligibility for section 117 aftercare remains in force until the responsible authorities (the Local Authority and Integrated Care Board), are satisfied that the person concerned is no longer in need of these services. 



On [date] you were involved in a review of your circumstances and have received a copy of the documentation associated with that review. 



This review concluded that you no longer require aftercare services under section 117 as you no longer have needs arising from or related to a mental disorder. 



I am writing to confirm that this recommendation has been accepted by the responsible authorities and that you are now discharged from the Section 117 aftercare.  Your name will be removed from the current version of the aftercare list that we maintain as of the date of the review. 



Yours sincerely



Out of Area Treatments Panel







				



Signature



				Signature







				Name 



				Name 







				Position



				Position







				For Best Local Authority



				For NHS Integrated Care Board















Copies to



· Person



· Parents



· GP



· Social Worker



· NHS file



· ICB file



· MHA Administration Team
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				Ending/Discharge from Eligibility Section 117 Mental Health Act 1983 











				Name 







				James



				DOB



				







				Address



				



















				NHS Number



				















				S117 review meeting date



				















				People present at the meeting







				Name



				Role



				Agency



				Contact details







				J



				Young person receiving s117 aftercare



				N/A



				J@person.com







				P and Y



				Mother and father



				N/A



				P@nearestrelative.com







				SW



				Social worker



Lead Professional



				Best local authority



				SW@localauthority.gov.uk







				CP



				Consultant Psychologist Approved Clinician



				Best NHS Trust 



				CP@nhs.nhs.uk







				



				



				



				















				Summary of the Review







				Section 117 aftercare reduced over time because of progress with recovery and rehabilitation.



The current care team and the Integrated Care Board and Local Authority at the review held on 16 June 2023 recommended J is discharged from eligibility to section 117 aftercare. 







Aftercare in place at last review had reduced to having named contact within children and adolescent mental health team (CAMHs team) and social work team just in case any needs arise, appropriate review date agreed.







J is content that he has been able to manage for over a year without the need to contact social worker or CAMH staff.  He is happy with the progress he has made and is agreeable to being discharged from section 117 aftercare eligibility.  Js parents agreed that there has been no concern about Js’ mental health for the last 14 months and do not feel that as a family they need the support of mental health services at all.  Neither J nor his parents could envisage the potential for any destabilising factors in the very near future..



















				Outcome







				J and his parents have agreed to be discharged from section 117 aftercare.  



As the Social worker/Lead Professional and NHS health related professional involved in Js’ aftercare review recommended that J be discharged from section 117 aftercare, the Out of Area Treatments panel are in agreement with the recommendation as outlined above and wish J all the very best for thew future.







				Statement by responsible authorities







				We are satisfied that the above-named individual is no longer in need of section 117 aftercare services.  We can confirm that the person and their parents have been involved in the decision to discharge from section117 aftercare.















				Signatories of responsible authorities















				Signature



				











				



On behalf of Lincolnshire County Council







				Name



				



				







				Title



				



				







				Date



				



				















				Signature



				











				



On behalf of Lincolnshire Integrated Care Board







				Name



				



				







				Title



				



				







				Date



				



				















· 








Template letter confirming discharge from section 117 aftercare – consider if an easy read version of this letter is required







Dear [name] 



Re: Mental Health Act 1983 – Aftercare under Section 117 – Notification of discharge 



Our records show that you were detained in hospital under a treatment order of the Mental Health Act [Section] on [date]. At the time of your discharge from hospital section 117 aftercare as set out in the aftercare plan commenced and your name was added to our list of people who are eligible for section 117 aftercare. 



Section 117 of the Mental Health Act 1983 places a joint duty on local NHS and adult social services commissioners to provide free aftercare services for people that have previously been sectioned under the treatment sections of the Mental Health Act.  Eligibility for section 117 aftercare remains in force until the responsible authorities (the Local Authority and NHS Integrated Care Board) are satisfied that the person concerned is no longer in need of these services. 



On [date] you were involved in a review of your circumstances and have received a copy of the documentation associated with that review. 



This review concluded that you no longer require aftercare services under section 117 as you no longer have needs arising from or related to a mental disorder. 



I am writing to confirm that this recommendation has been accepted by the responsible authorities and that you are now discharged from the Section 117 aftercare.  Your name will be removed from the current version of the aftercare list that we maintain as of the date of the review. 



Yours sincerely



Out of Area Treatment Panel



				Signature



				Signature







				Name 



				Name 







				Position



				Position







				For Local Authority



				For NHS  Integrated Care Board















Copies to



· Person



· Parents / carers



· GP



· Social Worker



· NHS file



· ICB file



· MHA Administration Team
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How to read this document?

Sections

This policy provides an overview of Direct Payments for children, young people, adults and
adult carers within Lincolnshire. You may not need to read it all as not every section may be
relevant to you. You can use the section titles within the contents page to go directly to the
sections that apply to you.

Understanding terms

If there is a term you do not understand, there is a glossary on page 19 which explains many
common terms used throughout the policy.

Allocated Workers

This policy applies to all Lincolnshire County Council practitioners and those who carry out
the role of practitioner or administrator under a delegated responsibility (i.e. LPFT, Carers
Assessors), where social care assessments, reviews, care and support planning, arrangements
and administration of servicesare undertaken. This Policy will use the term 'Allocated Worker'
to describe those professionals.

Additional help

Your Allocated Worker will provide you with information and advice about Direct Payments
and help you to understand it. They can answer any general questions you have about getting
and using a Direct Payment. Your Allocated Worker will also refer you to the Direct Payments
Support Service (DPSS). For further information on the DPSS please contact:
csc_socialcare@lincolnshire.gov.uk.
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1. What is this Policy for:

Lincolnshire County Council wants people to live independently, have control over their lives,
be as well as possible for as long as possible and feel safe. A Direct Payment can be
a very good way of helping people to achieve that — whilst also taking into account the
person's own support networks, assets and strengths to meet their needs.

This document sets out the way we (Lincolnshire County Council) provide Direct Payments for
children and young people, adults who have eligible care and support needs, their carers, and
for those with parental responsibility for a child who has a disability or an Education, Health
& Care Plan (EHCP). It covers a range of topics including:

* What Direct Payments are

*  Who canget them

* How they are calculated

* How they are paid

* What they canand cannot be used for

* How they are monitored

*  When a Direct Payment may be cancelled or suspended

The policy has been written to provide a source of information for people who already have
a Direct Payment or are thinking about getting one.

The Legal Framework
The main legislation, regulations and guidance that apply to this policy are:

e TheCare Act 2014

e Care and Support(Direct Payments) Regulations 2014

e Care and Support Statutory Guidance issued with the Care Act 2014

e Section117(2C) of the Mental Health Act

e Childrenand Families Act 2014

e Mental Capacity Act 2005

e Special Educational Needs (Personal Budgets & Direct Payments) Regulations 2014
e Chronically Sick and Disabled Persons Act 1970

e Children Act 1989

e Equality Act 2010

You can see these acts and guidance on the Government website, www.gov.uk. Your Allocated
Worker will be able to provide you with further information and ensure you are actively
involved in the planning of your care and supportto meetyourindividual outcomes.
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2. What is a Direct Payment:

A person who has eligible care and support needs — which cannot be met through their own
assets and support networks — has an amount of money we set aside to pay for the person’s
careand support, thisis their personal budget. A Direct Payment is one of the ways the person
can choose to use their personal budget to buy the care and support themselves, rather than
have us do this for them.

If a person is eligible to have a Direct Payment and wants one, we will ensure that the personal
budget is enough to buy the support they need.

We support the use of Direct Payments to help people achieve greater independence, choice
and control in meeting their eligible needs.

3. Who can get a Direct Payment:

In principle, any person assessed as being eligible for care and support from us can ask for
a Direct Payment, including children, young people, adults and adult carers. However, there
are some criteria set out in the Care Act that must first be met:

* You or your authorised representative has capacity to make the request

* There is a nominated person (someone you can choose) who agrees to receive the
payments

* We are not prohibited from offering a Direct Payment under The Direct Payment
Regulations

* We are satisfied, that the person who intends to deal with the Direct Payment can
manage one (with support from others if required); and

* We are satisfied that the use of a Direct Payment is an appropriate way to meet your
outcomes.

Direct Payments may not be suitable for everyone. You may decide to have a servicearranged
for you by us. This will normally be the case if you want to have your support provided by an
organisation that we already buy support from.

Your Allocated Worker will offer the option of a Direct Payment to you, as the person who
has eligible needs, or the person who represents you, and will work with you to find an option
for you to use a Direct Payment if that is what you want.

There will be times where a person wants a Direct Payment, but it may be concluded that this
is not suitable. Reasons for this could be that the person wants to spend money on things that
would not meet assessed needs or if the person does not have the ability or capacity to
manage the budget and there is not a suitable person to do this on their behalf. When
becoming an employer, a person needs the right understanding and approach to manage
a Direct Payment.
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4. How do | know if | have eligible needs:

If you are new to services or are unsure if you are eligible, you can contact LCC Customer
Service Centre on 01522 782155 or csc_socialcare@lincolnshire.gov.uk — an advisor will have
a conversation with you to find out about your situation and begin the process of establishing
if you have care and support needs that require long term support to help you live your day-
to-day life.

If you, your child or the adult you care for already has an Allocated Worker — they are the best
person to discuss eligibility and Direct Payments with. If you have eligible needs, your
Allocated Worker (or the Allocated Worker for your child or the adult you care for) will
complete a Needs Assessment with you to discuss:

e What is important to you/them

e What you/they can do for yourself/themselves

e Where you/they have difficulties

e Any care and support needs, and the impact of those needs on your /their wellbeing
e Any formal or informal support received, and if this will continue

e What outcomes you/they want to achieve

The Allocated Worker will establish what help and support is available to you and which of
your needs are eligible for support to be provided from us.

4.1 More information on eligibility for support to meet care and
support needs:

The Care Act sets out national eligibility to ensure that all Councils meet the same minimum
level of social care needs for adults. The Care Act states that we must provide for needs that
meet the following three conditions.

1. The needs arise from or are related to a physical or cognitive impairment or illness;

2. As aresult of those needs the person is unable to achieve two or more of the specified
outcomes:

e Managing and maintaining nutrition

e Maintaining personal hygiene

e Managing toilet needs

e Being appropriately clothed

e Being able to make use of the home safely

e Maintaining a habitable home environment

e Developing and maintaining family or other personal relationships
e Accessing and engaging in work, training, education or volunteering
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Making use of necessary facilities or services in the local community, including
public transport, and recreational facilities or services
Carrying out any caring responsibilities the adult has for a child

3. As a result of not being able to achieve these outcomes there is, or there is likely to
be, a significantimpact on the person’s wellbeing. This includes where the person can
achieve the outcome, but it takes them significantly longer than would normally be
expected, itcauses them significant pain, distress or anxiety, or it risks health or safety.

In addition, children and young people who have a disability or have an Education, Health &
Care Plan (EHCP) may also be eligible for support.

More information about eligibility is available online from the LCC website here.

4.2 Carers eligibility for support:

We must provide support to carers for needs that meet the following three conditions:

1. The needs arise because of providing necessary care for an adult

2. The effect of the needs is that the carer’s physical or mental health is, or is at risk of,
deteriorating or, the carer is unable to achieve any of the following outcomes:

@)
@)
@)

OO O O O

O

Carrying out any caring responsibilities the carer has for a child

Providing care and support to other adults

Maintaining a habitable home environment in their home, whether or not this
is also the home of the adult needing care

Managing and maintaining nutrition

Developing and maintaining family or other personal relationships

Engaging in work, training, education or volunteering

Making use of necessary facilities or services in the local community, including
recreational facilities or services

Engaging in recreational activities

3. As a result of not being able to achieve these outcomes there is, or there is likely to
be, a significant impact on the carer’s wellbeing. This includes where the carer can
achieve the outcome, but it takes them significantly longer than would normally be
expected, it causes them significant pain, distress or anxiety or it risks health or safety
to them or others.

Support from us may be available for carers regardless of whether the person they care for
have eligible care and support needs themselves.
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5. Available support with Direct Payments:

Your Allocated Worker has a key role in ensuring that you are given relevant and timely
information about Direct Payments, so that you can make a decision whether you wish to
request a Direct Payment, and that you are supported to receive and use it.

Your Allocated Worker will help you understand your responsibilities and what support is
available to you. This will include contact information for the Direct Payment Support Service
(DPSS), Skills for Care, other appropriate voluntary sector agencies, independent sector
agencies, care providers and any other information relevant to you.

5.1 Direct Payment Support Service (DPSS):

DPSS (currently provided by Penderels Trust) is a free service which will give you advice and
support in using your Direct Payments.

Support provided by DPSS:

e Support and advice in setting up and maintaining your Direct Payment (agency or
personal assistants), including financial records, time sheet recording, budgeting skills

e Producing and maintaining an accurate and up to date list of local provider agencies
or available Personal Assistants (PA's)

e Setting out the option of accessing care through a reputable agency and support for
contacting and finding an agency that can best meet your care needs

e Making you and/or your representative aware of the advantages of the use of a care
agency in terms of not taking on employer responsibilities and cover when your usual
carer(s) ison leave or ill etc.

When employing PAs:

e Supporting you and/or your representative to arrange carer cover including
emergency and holiday replacement cover when regular carers are not available

e Providing support and advice about the legal responsibilities of being an Employer

e Drafting advertisements including where and how to advertise

e Drafting job descriptions and person specifications for PAs

e Drafting application forms and other methods of application

e Support for conducting interviews including providing information and advice on
questions, advantages and disadvantages of interviewing in your home or in other
venues

e Draftingreferencesincluding guidance on what to ask for and how to verify references
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e Providing support and advice on the safeguards needed when employing people
including undertaking Disclosure and Barring Service (DBS) checks to an appropriate
level

e Providing support and advice about being a good manager of staff

e Drafting contracts of employment including disciplinary procedures

e Ensuring you understand the need for adequate insurance for your PAs and where to
obtain such insurance

e Providing a payroll service (note, there may be a cost for this

e Providing information on PAYE, Income Tax and National Insurance

e Providing advice on health and safety issues including moving and handling

e Facilitating training for Carers/PAs including minimum standards of care

e Signposting to other services such as welfare benefits and advocacy

e Providing Human Resources support and advice at disciplinary, capability and
grievance meetings, to ensure that these are properly conducted

PA Finder Service:

Penderels Trust run an online register called a PA Finder. This can be accessed through their
website: https://www.penderelstrust.org.uk/lincolnshire.php.

6. Who pays for my social care support?

Support from Social Care (unlike most health care)is not free. We will charge adults who have
care and support needs based on the outcome of a financial assessment. This does not apply
to children, young people and carers. Many people will pay some or all of these costs. The
amount you pay will depend on your financial circumstances.

Some people may get some help towards the cost of their care and support, while others will
have to pay for their care from their savings and income.

The financial assessment will consider your ability to contribute towards your care cost. To
work out how much you may need to pay, the assessment takes into account income, any
savings or investments, and expenses (e.g. rent, mortgage, household bills).

The Adult Care Charging Policy 2020 sets out the financial assessment rules, how charges are
calculated, and financial assessments, reviews and appeals processes. For detailed
information on the financial assessment, please see the LCC Adult Care Charging Policy.
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7. How is a Direct Payment calculated?

The Allocated Worker will work with you to decide about the amount and level of support
you need. We take an approach of maximising a person’s independence. In some cases, there
are things a person can do for themselves or have help from family/friends or community
organisations.

Where this needs to be supplemented by support that needs to be paid for, we will agree
with you how much support is required. This is then set out in a care and support plan with
you. Your plan should be written with you and be clear about what has been agreed. This will
provide clarity on what your Direct Payment can be used for and avoid any confusion.

The Allocated Worker will talk to you to understand how you would like to arrange your care
and support. They will be guided by our standard rates to give a budget for you to spend. We
review these rates every year.

The rate for employing Personal Assistants (PA’s) is based on the Foundation Living Wage (as
the starting point) plus an allowance that gives you enough money to meet the costs of being
an employer, known as “on-costs”. This includes National Insurance, Pension Costs, Holiday
Pay, Mandatory Training, Statutory Sick Pay, Payroll costs, and Employer’s Liability Insurance.
The allowance will meet these costs for most care packages.

We will increase rates of pay for Personal Assistants based on the Foundation Living Wage
increase each year. We will also review the on-cost allowance to ensure it remains enough to
meet employers’ costs.

If you choose to buy services that are more expensive than the rates used to calculate your
Direct Payment, you have the option of “topping up”. This means meeting the cost difference
from your own money. However, you should bear in mind that if you choose to pay more (for
example a higher cost provider/PA) and your income reduces and you can no longer afford it,
we will not be responsible for paying for a more expensive service and would normally offer
an alternative, less expensive option. We would discuss these arrangements with you to make
sure that they are sustainable and an appropriate way to meet your needs.

We are required to and will take into account our responsibility for fair treatment of people

with care and support needs and our responsibility for managing public money, when making
any decision to agree a budget in excess of standard rates.
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8. Receiving my Direct Payment:

8.1 Process — from assessment to payment:

We will endeavour to meet the target times included in the flowchart below:

| 1. Your needs assessment is completed and you are eligible for care and support.
L — 1T —_—
NS
| 2. Your care and support planis completed and Direct Paymentis identified as the
right option.

| 3. Financial assessment referral is made by the Allocated Worker. You receive the
financial assessment form_ to com_plete and return.

| 4. Financial assessment is completed informing you of your personal contribution
| Target time: 28 days from all information received.

NS

| 5. You sign and return your Direct Payment Agreement.

‘ 6. You receive your first payment.
Target time: 10 business / working days from all information received.

Children, young people, and carersdo not require a financial assessment and therefore points
3 and 4 do not apply to them.

8.2 How is the Direct Payment paid:

Direct Payments can be paid to you — if you are assessed as needing support, someone you
choose (called a nominated person) or, if you cannot make decisions about this, it can be
agreed to be paid to someone managing this on your behalf (called an authorised person).

There are a number of ways that you can receive and manage your Direct Payment. You will
be offered support from the DPSS to help you understand each of those. It is your choice as
to how you are supported with the payment:

e Pre-paid Card — a payment card and looks like a debit card; this is a virtual bank
account that is setup by us and is pre-loaded with money from us and yourself (if you
are assessed to pay a contribution). It can be used to make payments using Chip and
PIN at any location that displays the Mastercard® acceptance mark, excluding limited
acceptance Merchants in EU/EEA that do not accept prepaid cards. The card also
includes an account number and sort code which gives you the facility to either pay
directly or via direct debit/standing order for anyone with a bank account.
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e Virtual Wallet — an online account which you can use to manage your Direct Payment.
As with online banking, you can view your account statement, current and available
balances, and transactions. You can use this to buy services and products from a range
of providers via the E-Marketplace on the Connect to Support website — as long as
they arein line with your agreed outcomes in your care and support plan. You can use
the Virtual Wallet to pay care agencies or Personal Assistants.

e Managed account — A third party who manages your Direct Payment on your behalf.
Penderels Trust (the Direct Payment Support Services provider) acts as a third party
and holds the Direct Payment monies on your behalf, ensuring care providers /
personal assistants are paid, checking your contributions are paid, that the account
doesn't go overdrawn, and highlighting any unexpected income or outgoings. If you
employ personal assistants, you remain the employer and will retain associated
responsibilities.

e Dedicated bank account —you will need to open a bank account in your name (or the
name of the nominated/authorised person) and manage the Direct Payment yourself.
This account should only be used for the Direct Payment.

Whichever method you choose, Direct Payments will be paid into that account either annually
or every 4 weeks, in advance. You will need to pay any charges you are responsible for into
your Direct Payment account. Having a separate account for Direct Payments means you can
pay for all your support needs from one account without us having to see your own personal
bank account statements.

You can see an example of a Direct Payment below:
DP Example 1:

Based on yourassessed needs, your Personal Budget has been calculated as £5200 for the
year- that is £100 perweek.

Your contribution has been assessed as £40 perweek.

Your Direct Payment from us will be:

£100 - £40 = £60 per week

£60 x 4 = £240 every 4 weeks

We will pay £240 into your account every 4 weeks. You then pay your charge of £40 a

week (£160 every 4 weeks) into the account giving you the full £100 per week (£400 every
4 weeks) to pay your providerdirectly.
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9. Spending my Direct Payment:

DirectPayments are anexcellent way for you to choose how to arrange your care and support.
However, they can only be spent on things agreed as meeting the needs and achieving the
outcomes in your care and support plan.

Most people who have Direct Payments choose to use them to employ Personal Assistants.
They can be used in other ways, examples include using:

* Acareagency

* Dayservices

* Support to be able to access activities

* A respite break for carers. This includes and is not limited to: providing care in the
person’s home, accessing day opportunities, short stays in care homes (up to 4 weeks
in a 12 month period) or supported holidays for the carer and cared for

* A one-off payment for a service or a good or item to meet your needs —an example
could be a laptop to enable you to keep in contact with friends and family

We encourage people to be creative in how they use their Direct Payment to meet their
eligible needs. We will support creative use of Direct Payments to meet needs through our
assessment and audit processes.

The Allocated Worker will discuss with you what you want to spend the money on. In most
cases they will be able to make a decision if they agree that your suggestions will meet your
care and support needs. There are some important principles to guide those decisions:

* The proposed use of money must, in the opinion of the Allocated Worker, be
appropriate to meet assessed needs

* The amount of money spent cannot exceed the Direct Payment budget. However, if
you want to “top up” to buy something more expensive, you can do this with your
own money. If you do this, you must pay from a separate account to avoid any
confusion on use of the Direct Payment account

*  Where the Direct Payment is used to pay for support that enables you to take partin
activities such as horse riding or swimming, the cost of the support needed to enable
you to take partis acceptable, but the cost of the activity itself is not. This would need
to be met from your own money

The use of Direct Payments for children and young people is more specific and is detailed in
the Child and Family Progress plan.

Therearerestrictions on what Direct Payments can be spent on, for example: anything against
the law, cigarettes, alcohol, drugs, gambling. However, as long as the Direct Payment is being
used to meet eligible care and support needs identified in your care and support plan or your
EHC plan, there should be no unreasonable restriction placed on the use of Direct Payments.
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Under the Care Act, we have a duty to ensure that —in exceptional circumstances —employing
a family member (living in the same household) is a suitable and safe use of the Direct
Payment and that the support will meet your needs. You can discuss this with your Allocated
Worker as part of the assessment and support planning process. A decision to agree that
a close relative (living in the same household) can be employed can be made by a Head of
Service within the Council. Regardless of the outcome, the decision needs to be clearly
communicated to you/your family. Examples could include:

e Your care needs are intermittent and unpredictable to an extent that recruiting
someone else to meet your needs is not possible

e You are unable to cope with unfamiliar people and there is professional evidence to
support this

e Significant effort has been made to find alternative means which has been
unsuccessful, and this is the only way for you to receive support

If you want to change how you spend your Direct Payment after it has been agreed, you must
talk to us and get agreement before you make any changes. This could include stopping an
agency service to employ a Personal Assistant. It is essential to have a discussion with us as
payment rates may not be the same, or the proposed changes may not meet your care and
support needs.

You may wish to join with others to pool your Direct Payment — for example, where support
may be expensive, itis possible to join with other people who use Direct Payments to form
a group and combine Direct Payments. You could use the pooled budget to buy support and
services that would not normally be accessible to the people individually and it could help
achieve better outcomes for everyone.

An agreement for pooled Direct Payments needs to be signed by, or on behalf of, everyone
sharing the collective arrangement.

10. Employing a Personal Assistant (PA):

Direct Payments give you the opportunity to employ or engage with Personal Assistants (PAs).
They can support you to live more independently in your own home, in the community, at
leisure or at work.

10.1 Employing a PA — your responsibilities:

If you decide to employ a PA, you need to be fully aware of your responsibilities. These
include, but are not limited to:

* Advertising and recruitment, to employ the PA;
* Legal responsibilities you will have as an employer, including but not limited to:
o Employment checks (including Disclosure and Barring Scheme* checks)
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o Taxand National Insurance

o Contract of employment

o Employers Liability Insurance — you can find more information whether it is
required in your circumstances here.

o Pensions

o Keeping employee information safe, secure, and up to date

o Maintaining records of hours worked, payments made, training undertaken etc.

o Health and Safety policy and risk assessment if you employ more than 5 PAs

o Accident records

o Redundancy payments — you may be eligible for financial assistance. You can find

out more here.

*We recommend Disclosure and Barring Scheme (DBS) checks to be completed when you
employ PAs and will insist on it if there is a child living in your household.

You still have these responsibilities if it has been agreed that you may employ a family
member.

We will discuss with you the responsibilities of being an employer and support available when
starting a Direct Payment.

There is detailed information about responsibilities when employing a PA available through
Skills for Care www.employingpersonalassistants.co.uk. You can also find free information
and advice on workplace rights, rules and best practice by visiting ACAS website:
www.acas.org.uk.

10.2 Self-employed PAs:

If you choose not to employ your own Personal Assistant and instead use a self-employed PA,
they will be responsible for dealing with their own tax and National Insurance (NI).

You should ask them for copies of the following documents as proof of their status:

1. Self-assessment registration number
2. Asigned document from Revenue & Customs saying that the PA is self-employed for
care work

If you do not obtain this proof, then you could be liable for back pay in tax and National
Insurance Contributions if it turns out later that they should have been employed rather than
self-employed.You need to obtain these documentseven ifyou are using self-employed PAs
provided by a care agency.

If you use the services of a self-employed PA then you should check that they provide:

e Public Liability Insurance (up to £5 million)
e Current DBS Check —it is advisable that these are updated on a 3 yearly basis
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e Service Contract/Agreement (incl. complaints procedure etc)
e Invoices for payment of work completed

Invoices from self-employed PAs are one of the types of evidence you need to keep to show
us that you are keeping records and to continue to use a Direct Payment.

A person who works for themselves and finds many customers who will buy their services
(which could be you) is an example of how a self-employed person may work.

e They will run a business as a self-employed person

e They will do their own tax and NI deductions and send an invoice for you to pay

e They choose the way they want to work and you purchase their services

e They will have their own business insurance

e They should provide references for you to see

e They should also provide major pieces of equipment needed to do their job

e They will usually dictate their terms and conditions of services and provide a service

contract for you to sign

You would not usually need to pay them sick pay or holiday pay because you are not the

employer and a self-employed person will usually provide you with emergency cover if they
are sick for example.

11. How is the Direct Payment monitored:

We are required to monitor the Direct Payment to make sure:

* You are being given the right amount of money to meet your eligible care and support
needs

* That the Direct Payment is being managed well

* The money is being used as agreed

For children and young people, Direct Payments reviews are included in the on-going Child In
Need process as part of the care and support plan.

For adults and carers, we will perform an initial review with you in the first 6-8 weeks to
ensure that the accountis set up and being managed, and that appropriate support is in place.

Further reviews will happen at least every 12 months in accordance with section 27 of the
Care Act. Reviews will be proportionate and should be a face-to-face meeting. Allocated
Workers will utilise any information available about Direct Payment usage through audit, as
part of their review of how needs are met. This will include monitoring of the payment of
contribution amounts.

If a face-to-face review cannot be completed due to circumstances beyond our control, a risk
assessment is needed if a telephone review is deemed sufficient.
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You, or the person who is managing the Direct Payment, may invite anyone you wish to be
present at the review but is requested to advise the Allocated Worker of who will be in
attendance.

Some people’s needs or situations might be more likely to change than others. For these
people we may plan more regular reviews. This will be discussed with you and recorded in
your care and support plan.

You can ask for a review at any time if your needs or circumstances change. If the changes are
significant, this may require a new assessment to be completed. If we decide that your needs
are not being met through using a Direct Payment, this may be suspended, and you would be
offered an alternative way of meeting your care and support.

For all types of account (apart from Virtual Wallet) you will need to:

* Provide proof of a direct debit for any personal contribution you have been assessed
as needing to pay towards your care and support

* Keep copies of all receipts and invoices and supply these to us on request

* Keep bank statements for your Direct Payments account (not applicable for Prepaid
Card accounts or Virtual Wallet accounts).

* Keep timesheets and summary slips if you employ staff. Blank copies of timesheets
are available from your payroll provider or can be downloaded from the LCC website

* Keep receipts for payments that you have made. You can use a duplicate receipt book
if no receipt is available from your provider. The receipt should state the name and
address of the provider, what has been purchased or provided, the date and amount
paid. The provider should sign to say they have been paid

* Keep a copy of your Employers Liability Insurance certificate if you employ staff

* Complete Summary Form for the weeks that a payment covers as this will show you
what monies are left at the end of these weeks. Please remember that monies are
paid in advance of the period that they cover as detailed on the Direct Payments
calendar. Summary Form will be provided to you.

We will need to check how the money is being spent and what it is being spent on. If your
needs change, you need to get in touch with us to ensure you are getting the right amount of
money.

If the Direct Payment money starts to build up because it is not being used, we will get in
touch to find out why. There may be good reasons for this such as unspent contingency or
training funds, or because you are awaiting an invoice from a care provider. But if it is not
going to be used to meet care and support needs and the outcomes as specified in your care
and support plan, the money must be returned to us.

If money has been used outside the terms of the Direct Payment Agreement, we will consider
the circumstances before making a decision in accordance with the agreement.
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12. Can the Direct Payment be suspended or taken away?

If, after speaking with you and considering the evidence, it is found that the Direct Payment
is being misused, we can suspend or stop the Direct Payment and will offer an alternative way
of meeting your care and support needs. This will usually be through a service commissioned
by us. You will alsohave to pay back any money that has been misused and return any unspent
money from the Direct Payment account.

We can also decide to stop a Direct Payment, for example if:

* We believe that you are no longer able to manage it

* You do not keep to the terms of the Direct Payment Agreement

* You do not to respond to communications from us within time limits set

* You do not pay any personal contributions that you have been assessed as needing to
make towards the cost of your care and support

* |If Safeguarding concerns are raised which could be affected by the provision of
a Direct Payment

We will use appropriate necessary means to recover monies and may consider court action
after all other reasonable avenues have been exhausted.

13. Complaints:

Where there are difficulties around setting up Direct Payments these can be resolved
between the Allocated Worker and yourself as a first step. If you remain unhappy about any
action or decision within this process, you have the right to complain and you can make
a formal complaint.

For complaints:

e Visit www.lincolnshire.gov.uk/comments-feedback/make-complaint

e Email customerrelationsteam@lincolnshire.gov.uk

e Write to Customer Relations Team, Lincolnshire County Council, County Offices,
Newland, Lincoln, LN1 1YL

e (Call01522 843322

If you need support to appeal or complain you should be referredto the appropriate advocacy
service.
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14. Further information:

Further information about Direct Payments and general information about all adult care
services, in the form of factsheets, are available from Customer Service Centre and from

libraries and other outlets across Lincolnshire. Please see below for our contact details.

14.1 Our contact details:

Team

Contact details

Adult Care and Community
Wellbeing Customer Service
Centre

Phone: 01522 782155
Email: csc_socialcare@lincolnshire.gov.uk
Website: http://www.lincolnshire.gov.uk/adultcare

Adult Care Finance Team

Non-residential Financial Assessment Team
Phone: 01522 552634
Email: Fin Assessments@Iincolnshire.gov.uk

Direct Payments Team

Phone: 01522 555697
Email:
customerfinancedirectpayments@lincolnshire.gov.uk

Brokerage Team

Phone: 01522 782155
Email: brokerage®@lincolnshire.gov.uk

Credit Control Team

Phone: 01522 555555
Then select: option 2, option 2, option 4
Email: credit.control@lincolnshire.gov.uk

Customer Relations Team

Phone: 01522 843322
Email: customerrelationsteam@lincolnshire.gov.uk

Adult Mental Health Team (LPFT)

Email: Ipft.socialworkreferrals@nhs.net

14.2 Glossary:

Term:

Meaning:

Allocated Worker

A member of staff employed by the Council, or by
a delegated service provider to provide professional
support to the person and to undertake care and
support assessments and reviews. This would be
a Qualified Practitioner, Social Worker, Community Care
Officer, Occupational Therapist, or Carers Assessor.

Authorised Person

If someone has been found as lacking the capacity to
consent to receive Direct Payments, and yet Direct
Payments would be beneficial, a Direct Payment can be
made if there is someone who is willing and able to fulfil
the role of an "authorised person". This is either:

a) A Court of Protection deputy for personal welfare or
an Attorney under a Lasting Power of Attorney for
personal welfare
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b) where the person is not authorised as mentioned in
paragraph (a), but a person who is so authorised agrees
with the local authority that the person is a suitable
person to whom to make Direct Payments, or

c) Where no one fills a) or b) above the authorised
person can be someone who the authority considers to
be a suitable person for Direct Payment purposes.

Carer An adult who provides or intends to provide unpaid care
for another adult, child or young person (needing care).
Delegated Delegation is the assignment of any responsibility or

Responsibility/Associated
Partners

authority to another organisation to carry out specific
activities or services, such as providing Mental Health
Services. Associated Partners are organisations which
may be charities or businesses, or other public service
providers, the Police and the NHS. The Council may
commission Associated Partners to provide services on
their behalf, which may include the delegation of the
undertaking of some statutory functions.

Direct Payments

Direct Payments are payments made to people who
request one to meet some or all of their eligible careand
support needs. Direct Payments give you more choice
and control in choosing your care and support. You can
use the money to employ somebody yourself (an
individual personal assistant) or choose the services of
an agency/business.

Direct Payments Recipient

A Direct Payments recipient is the person receiving the
Direct Payments and who has the legal obligations to
manage this appropriately. This may be the individual in
need of care and support, a nominee, or an authorised
person managing the Direct Payments. This could be
DPSS for fully managed accounts.

Family: (Close Family)

(a) the spouse or civil partner of the adult;

(b) a person who lives with the adult as if their spouse or
civil partner;

(c) a person living in the same household as the adult
who is the adult’s —

(i) parent or parent-in-law,

(ii) son or daughter,

(iii) son-in-law or daughter-in-law,

(iv) stepson or stepdaughter,

(v) brother or sister,

(vi) aunt or uncle, or

(vii) grandparent;

(d) the spouse or civil partner of any person specified in
sub-paragraph (c) above who lives in the same
household as the adult; and
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(e) a person who lives with any person specified in sub-
paragraph (c) asif that person’s spouse or civil partner.

LCC Lincolnshire County Council.
LPFT Lincolnshire Partnership Foundation Trust.
Nominee A nominated person is someone an adult with capacity

has chosen to help with on-going management of the
money, or receive and manage the Direct Payments on
behalf of the person. Any help given can vary depending
on your needs.
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1.0 [bookmark: _Toc33781955]Aim of the Guidance



This guidance has been developed by NHS Lincolnshire Integrated Care Board (ICB) (formerly NHS Lincs CCG) to provide support for commissioners, practitioners, support services and individuals in respect of Direct Payment (self-managed and managed) Personal Health Budgets (PHB). 



All information within this guidance should be considered in conjunction with the overarching Lincolnshire PHB Policy as well as the Lincolnshire PHB Direct Payment Agreement. The guidance details the CCGs processes for allocation, implementation and operation of Direct Payments, and outlines the responsibilities of the parties involved. The aim is to ensure that a consistent and transparent approach is applied to the allocation, approval and review of all Direct Payments.



The guidance has been generated pursuant to Section 12A of the National Health Service Act 2006 and the National Health Service (Direct Payments) Regulations 2013.



2.0 [bookmark: _Toc33781956]What is a Direct Payment?



A Direct Payment is one of the options available for managing a personal health budget, whereby an individual (or their representative), chooses to receive payments directly from the CCG in order to purchase and manage their own care and support package. 



Direct Payments offer an alternative to ‘Notional’ and ‘Third Party’ personal health budgets, which involve the ICB paying for the Care and Support package directly, or via external care organisations (See Lincolnshire PHB Policy). 



In order to receive a direct payment, the individual must understand the additional responsibilities and requirements, and acknowledge that they (or their nominee), will be accountable for its use, in line with the Direct Payment Agreement Terms and Conditions. 



3.0 [bookmark: _Toc33781957]Who can have a Direct Payment?







The ICB is committed to offering personal choice to eligible individuals – it does not make blanket assumptions that whole groups of people will or will not be capable of managing direct payments. 



Apart from exclusion by statute[footnoteRef:1] the ICB will make direct payments if it is satisfied that the individual is capable of managing the direct payments, by themselves or with available assistance.  [1:  The National Health Service (Direct Payment) Regulations 2013 No.1617] 




Direct payments can be made to an individual, nominee or a willing and appropriate representative who receives and manages the direct payment on behalf of the individual. In most cases this will be the representative of, a family member of, or a close friend already involved in the care of the individual, and should be detailed within the Care and Support Plan and Direct Payment Agreement.



· Where applicable, the nominee or representative receiving direct payments on behalf of an individual becomes accountable for the way in which the money is spent and takes on the associated management and employment responsibilities. See Section 4.0



If the nominee is not the:



· Spouse;



· civil partner;



· partner;



·  a close relative (or spouse or partner of a close relative);



· or a friend involved in the provision of care;



then the ICB must obtain an enhanced Disclosure and Barring Service (DBS) check for them,[footnoteRef:2] which must be renewed every three years.  [2:  The National Health Service (Direct Payment) Regulations 2013 No.1617] 




· If an enhanced DBS check reveals any spent or unspent cautions, warnings, reprimands or convictions, each application will be handled on a case by case basis in accordance with the Rehabilitation of Offenders Act 1974 (Exceptions) Order 1975, and will not necessarily mean the direct payment will not be granted



· If the nominee refuses to allow the DBS check, the ICB will not grant a direct payment, although other forms of PHB will still be available to the individual



The individual, their nominee or representative has the choice to manage the direct payment themselves (self-managed account), or be assisted in managing their direct payment by a non-NHS Support Service Provider (managed account). 



The support service can provide assistance, where required, to holders of direct payments in areas such as carer / PA recruitment, DBS / employment checks, training, payroll / HMRC, insurance, etc. The use of a support service does not absolve the budget holder (or nominee) of their responsibilities as an employer and the support service cannot directly provide the individual’s package of care.



Where the NHS Case Manager concludes someone is not able to manage direct payments, even with assistance, the decision not to fund the PHB via Direct Payment will be communicated with the individual, and where appropriate, with family or representatives, including the reasons for coming to such a conclusion, as well as any alternative options.



















4.0 [bookmark: _Toc33781958]Set-up of Interim Package (Continuing Healthcare)







A direct payment can often take up to 3 months to set up. Where care needs have been identified within the care and support plan, an interim package of care through a care agency will be set up immediately following a decision that an individual is eligible for continuing healthcare. 



The care requirements detailed in the care needs portrait will be used to broker this package of care. The only exceptions to this will be:



•	Where a person already has a direct payment with the Local Authority (LA); this will remain in place until a direct payment PHB has been set up. The ICB will reimburse the LA directly;



•	Where a person already employs carers privately; the ICB will inform the individual of the hours agreed in the care needs portrait and the maximum rate of pay allowed. The ICB will reimburse the individual at the agreed hours and rate, once the direct payment has been set up as long as receipts and invoices are supplied. Reimbursements will be backdated only to the date that formal eligibility for CHC funding was agreed;



•	Where a person confirms that they do not require carers from an agency in the interim and are happy to wait for the direct payment to be set up



5.0 [bookmark: _Toc33781959]What a Direct Payment can and cannot be used for







A Direct Payment can be spent on products or services that support an individual’s identified health (and care needs if continuing healthcare). 



This may include items that are not usually offered via the NHS, but where it can be demonstrated that it will result in delivering a direct benefit to the individual by meeting their needs as agreed in their care and support plan. It is the responsibility of the individual or their nominee to ensure that the direct payment is only used as specified in the ICB agreed care and support plan, terms & conditions and in the final budget. 



In order to be agreed by the ICB, the proposals for meeting the individuals assessed needs, as set out in the Care and Support Plan must be:



· Lawful - the proposals should be legitimately within the scope of the funds and resources that will be used. The proposals must be lawful and regulatory requirements relating to specific measures proposed must be addressed



· Effective - The proposals must meet the person’s assessed eligible needs and support the person’s independence, health and wellbeing. A risk assessment must be carried out and any risks identified that might jeopardise the effectiveness of the plan or threaten the safety or wellbeing of the person or others must be addressed. The proposals must make effective use of the funds and resources available in accordance with the principle of ‘best value’, as outlined within the NHS Constitution[footnoteRef:3] [3:  The NHS Constitution for England, 2012] 




· Affordable - All costs have been identified and can realistically be met within the indicative budget



· Appropriate - the support plan should not detail the purchase of items or services that are inappropriate for the state to fund or that would bring the NHS into disrepute. The support plan must have clear and strong links to a health or social care outcome



In some situations, direct payments can be combined with funding from social care and/or education, to purchase items and/or services that will effectively meet the individual’s overall care needs. These must be specified within the care and support plan, and agreed within the final budget.



However if the ICB already commissions a service that meets needs, and it cannot release funds from that service, it may reserve the right not to include that element within the care package.



[bookmark: _Toc33781960]5.1 Statutory Exclusions



There are certain things that a direct payment cannot be used for:-



· Alcohol or tobacco products;



· Gambling services or facilities;



· A debt other than for a service agreed in the care and support plan



· Primary medical services (such as diagnostic tests, vaccinations or medical treatment);



· Urgent or emergency treatment services (such as unplanned hospital admissions);



· Where a joint funded package is in place, the funding contribution from health cannot be used to cover social care services or purchases



· Anything illegal, unlawful or harmful to yourself or others;



· To pay the person who is responsible for administrating ’Self-Managed’ Direct Payment accounts (the nominee). 



· Anything which does not achieve the outcomes that have been identified and approved in the care and support plan



· A direct payment cannot be used to purchase CQC regulated activities from a provider who is not CQC registered.



However PA’s who are directly employed by an individual, or related third party, do not need to be CQC registered because the current Regulated Activity number 2, ‘Personal Care’, sets out an exemption relating to PA’s. The exemption applies in cases where a carer (PA) is employed by an individual or a related third party without the involvement of an employment agency or employment business and working wholly under the direction and control of that individual or related third party in order to meet the individual’s own personal care requirements.



· A direct payment cannot be used to pay for support or care provided by a person who lives in the same household as the individual without the prior agreement of the ICB in accordance with paragraph 8(5A) of the Regulations. 



Agreement may only be obtained from the ICB if it considers that the service is necessary to satisfactorily meet the individual’s need for that service, or to promote the welfare of an individual who is a child, or where local services may not satisfy needs in relation to the Equality Act i.e. religious or cultural needs. 



· Making cash payments – payments should be made by debit card, bank transfer, cheque, standing order or direct debit, unless this has been agreed in an individual's care and support plan or in advance by the ICB. Where it is necessary to make cash payments, receipts and documentation will be required for auditing purposes. See Section 15 for expanded guidance.







The ICB will provide direct payments so that individuals may use them to meet their identified health and well-being needs and outcomes. The use of such funding does not extend to the delivery of goods or services that would normally be the responsibility of other bodies (e.g. local authority social services, housing authorities) or are covered by other existing contracts held by the ICB (e.g. community equipment). However, in exceptional circumstances, it may be advisable for the ICB to agree a service which would normally be funded by another funding stream if that service is likely to meet an individual’s agreed health and wellbeing outcomes.



The ICB will work with third sector providers to encourage people to consider community / voluntary sector support options and to find other funding streams for equipment, adaptations etc. The ICB will also work with the Local Authority where possible to develop a shared understanding of risk and other shared approaches; and work with individuals, user groups and voluntary sector groups, to minimise duplication and maximise opportunities for involvement.



[bookmark: _Toc33781961]5.2 Personal Living Costs



There are some purchases that are considered part of everyday life that the budget should not be used for. Below is a list of some examples (although this list is not exhaustive):



· Paying for someone to do housework / cleaning, laundry, ironing, gardening, decorating (although a Personal Assistant (PA) could support with these tasks)



· Clothing (including underwear, nightwear and shoes)



· Hairdressing / beauty treatments



· Items not related to health (i.e. furniture, television, white goods (i.e. washing machine), car etc.)



· Everyday household items such as bedding, towels, toiletries



· Utility bills / general household running costs (i.e. electricity, TV licence, viewing packages)



· The costs of a holiday for the individual are not permitted (see 3.3). However additional costs associated with any specific support for the individual that enables them to go on holiday (i.e. accommodation for carers, temporary adaptation of holiday accommodation etc.) may be considered on a case by case basis as a component of the care and support plan. Where agreed, approval will be confirmed in writing within the Final Budget. 



If equipment, clothing or other items which would not normally be included within a budget are required to meet a specific assessed need, a recommendation would be required from the relevant health professional which demonstrates how the item will meet that health need.



A direct payment cannot be used to reimburse for purchases made prior to the agreed start date. However there may be exceptions, i.e. if training needs to be arranged for a PA prior to employment commencement. In this situation, permission must be obtained in advance prior to training being arranged. 



It should be noted that this list is not exhaustive and, if unsure, the individual should seek advice before any expense is incurred.



[bookmark: _Toc33781962]5.3 Respite Funding for Informal Carers within Continuing Healthcare (Fully Funded care only)







Lincolnshire ICB recognises that respite breaks are beneficial to health and wellbeing of the individual and their informal carers (unpaid).  However there is no formal entitlement to respite funding within a PHB. For those individuals whose informal carer(s) do not benefit from carer’s respite from any other source, the ICB acknowledges that there may be additional staffing and equipment costs needed to support someone in their home, away from their home or in a more formal nursing environment whilst the informal carer takes respite.  



Care provided by the informal carer must be fully detailed within the care and support plan. The ICB will consider funding up to 28 days and should cover the costs of care provided by the informal carer as detailed in the care and support plan, in addition to the normal weekly costs. If the informal carer requires longer than 28 days in a year, this request should be formally submitted to the ICB for consideration. 



The individual should discuss the use of the respite funding with the NHS Case Manager and costs must be calculated and approved before breaks are booked. 



Respite is available for individuals with a joint funded package of care only through the provision of Funded Nursing Care.



[bookmark: _Toc33781963]




5.4 Holidays, Trips and Hobbies







Holidays and Breaks



The direct payment may be used to support the individual during holidays and trips in the UK, which must be pre-approved, in writing, by the ICB. The direct payment will not cover any of the individual’s costs, but it will cover costs associated with the need for PA(s) or paid carer(s) to support the individual during trips, to meet a specific health need, as agreed in the care and support plan. 



Where travel insurance is required it is the responsibility of the individual to fund this. The direct payment cannot be used to cover the costs of car parking, car hire, food and drinks etc. 



If a family member/friend who is not an employee accompanies the individual on their trip in the UK, their costs cannot be paid from the direct payment budget.



For example:	



A holiday cottage is rented for a week at the cost of £750 for the individual and their spouse. The PA accompanies them to support the individual. The direct payment can be used to cover £250 of the cost of the accommodation relating to the carer. The remaining costs would need to be covered by the individual (and / or spouse).



The direct payment cannot be used for trips or holidays abroad. Lincolnshire ICB has made this decision for a number of reasons, including but not limited to the difficulty of risk assessment, repatriation in an emergency and the availability of suitable medical care.



Trips out for activities & appointments



The direct payment can be used for the cost of entry to venues for the PA as detailed in the care and support plan, but only if it would not be possible to attend without their support



For example:



If a swimming trip is arranged and the PA is needed to support the individual in the pool, the entrance costs for the PA can be paid from the direct payment budget.



However:



If a yoga trip is arranged and the PA needs to be available before and after the class but the PA does not need to take part in the class, costs for the PA cannot be covered.



If someone who is not an employee (e.g. family member or friend) accompanies the individual, then the budget cannot be used for their costs.



Taking part in activities & hobbies



Being able to pursue interests and hobbies can be important to health and the direct payment can be used to support the individual to take part in them. The care and support plan will need to set out the details of the activity, how the individual intends to use the budget, what is to be achieved and the benefits to health



For example:



Using the budget to purchase suitable tools and supplies to start model making as this activity would help the individual to pass the time and feel like they can achieve something. It will help with the feeling of low mood and will assist hand to eye co-ordination.



Or



The individual is concerned about their weight and it makes them unhappy. They would like to lose weight to improve general health and help manage their asthma. They would like to attend yoga and would like to purchase a yoga mat using the direct payment.



The direct payment must not be used for activities that could result in profit or financial gain, e.g. selling model planes made using NHS funds or setting up and running a business or enterprise.



[bookmark: _Toc33781964]5.5 Employee Expenses



The NHS Case Manager will consider direct payments being used to fund employee expenses on an individual basis. The NHS Case Manager should determine if workers’ expenses will be incurred during the care and support planning process. 



It is expected that a worker pays for his/her own sustenance while at work. If the care and support plan requires the worker to incur an expense that they would not otherwise incur, the individual should consider this as a cost funded by his/her direct payment. Travel to and from the regular place of work for carers is excluded from the direct payment.



Meals and Refreshments



The budget cannot be used to purchase food, drink and groceries for the individual (including alcohol and tobacco). This includes meals and drinks when on outings or appointments. 



If the PA needs to have meals or non-alcoholic refreshments while accompanying the individual (and this has previously been agreed by the ICB within the care and support plan), then either:



They can pay and reclaim the costs by completing an expenses claim form to be reimbursed from the budget via payroll 



Or 



The individual can pay the costs from the budget; ensuring receipts are kept and note just the cost of the PA’s meal.



The direct payment is to pay primarily for the individual’s health and care needs so costs for expenses must be kept to a reasonable amount. The ICB will not cover expenses if they are deemed to be excessive.



The PA is expected to provide their own meals and refreshments whilst working at the individual’s home. If the individual wishes to provide refreshments, then that must be at the individual’s own expense. 



Additional guidance for day excursions and overnight trips (scale rates based on: https://www.gov.uk/hmrc-internal-manuals/employment-income-manual/eim05231):



· The cost of breakfast may be claimed by the PA, up to a maximum of £5.00 (which covers costs for both food and non-alcoholic beverages), when undertaking day excursions that require travel before 6am (this does not include travel to the individual’s home), or alternatively when meals are not included in the cost of overnight accommodation. 



· The cost of lunch may be claimed, up to a maximum of £10.00 (which covers costs for both food and non-alcoholic beverages), when undertaking day excursions for a period of 5 hours or more in a single day, or alternatively when meals are not included in the cost of overnight accommodation.



· The cost of an evening meal may be claimed, up to a maximum of £15.00 (which covers costs for both food and non-alcoholic beverages)when undertaking day excursions exceeding a period of 10 hours in a single day, or alternatively when meals are not included in the cost of overnight accommodation.



Note: Meal allowances represent a limit, rather than a suggested level of expenditure and they should be applied individually to each meal rather than aggregated to pay for one expensive meal. Where overnight accommodation includes breakfast, lunch or evening meal as part of the agreed rate, this should be availed where possible and additional meals must not be claimed for.



Travel and Mileage



A direct payment may be used to cover travel costs such as bus fares to activities which are part of the individual’s care and support plan, if it is affordable within the budget. However the most cost effective mode of transport should be used, and if the individual has a Motability vehicle, then this should be used wherever possible. The direct payment cannot be used to pay for employees travel to and from their normal place of work. 



If a number of journeys are needed to participate in activities during the week, individuals should consider the most cost effective travel option.  



Receipts and / or mileage logs will always be required for auditing purposes.



The budget must not be used to pay directly for petrol or diesel for the individual’s own car as this should be covered through Motability payments. 



If a PA uses their own vehicle for transport whilst working (not inclusive of travel to and from their normal place of work) they can claim mileage at the standard HMRC rate. A claim form should be completed and reimbursement will be made through payroll.



[bookmark: _Toc33781965]5.6 Cash Withdrawals



Cash withdrawals should not be made from the direct payment account. Purchases and payments should be made by debit card, bank transfer, cheque, standing order or direct debit. However, if there is no alternative, cash payments for goods and services are allowed with prior agreement from the ICB. The individual must keep receipts and a record of the cash held and spent. If receipts are not provided for cash payments, then the money will need to be repaid to the direct payment account.



It is not permissible under any circumstances to pay directly employed staff ‘cash in hand’.



[bookmark: _Toc33781966]5.7 Equipment, Consumables & Other



Equipment



Direct payments may be used to purchase items and equipment to help the individual to carry out daily tasks or take part in activities, with the following caveats:



· The purchase must be set out in the care and support plan or an Additional Funding Request Form completed and approved in advance



· If items are available from Lincolnshire Integrated Community Equipment stores or wheelchair service, then these items must be obtained from the appropriate service (although the direct payment could be used to adapt the equipment, if appropriate)



· Depending on the item, a recommendation may be required from the GP, Occupational Therapist, or other appropriate healthcare professional



· The costs of maintenance agreements and specific insurance requirements must be confirmed prior to purchase and agreement obtained if the direct payment is to be used for the costs



· Items purchased using the direct payment will be deemed as belonging to the NHS. 



· If equipment purchased through a direct payment is no longer required e.g. if it no longer meets assessed needs or the individual dies, the ICB reserves the right to request that the item be returned to the ICB to enable it to be passed to another budget holder or charitable organisation. Alternatively the next of kin may wish to purchase the item at an appropriate cost.



Consumables



Consumable items which are provided through an NHS contract (such as continence products) are not funded through a direct payment (this is to avoid double-funding through existing block purchasing contracts, where possible). However, if the local service is unable to meet particular needs in either an appropriate or cost effective way, sourcing via direct payment may be considered in the best interests of the individual. All consumables being purchased through the direct payment must be agreed in the care and support plan before they are purchased. Gloves and aprons for the carer's use, when assisting with personal care for example, are considered to be a legitimate use of a direct payment, and can be funded within the individual's existing budget.



Therapy and other services available through statutory services



The ICB will not fund private provision of therapies and other services which are already provided by the ICB as part of their mainstream contracts e.g. physiotherapy/OT where the needs can or are being met by core NHS services.



Administrative Costs



Administrative costs may include printer ink, paper, diaries, stationery etc. related to the administration of running a direct payment and employing staff. Where these costs are requested by the budget holder, the ICB will apply a test of reasonability towards the request and whether the items required relate specifically and exclusively to the cost of maintaining the budget. In all cases the ICB would expect the budget holder to appropriately source cost effective methods of meeting administrative costs, bearing in mind the spend of public monies.



Adaptations to Home & Garden



The direct payment cannot be used to make adaptations, alterations, decorating or general everyday maintenance to the individual’s home or garden. If adaptations are required, your local district council may be able to provide a disability grant facility (https://www.gov.uk/disabled-facilities-grants).



6.0 [bookmark: _Toc33781967]Employment Requirements







[bookmark: _Toc33781968]6.1 Employing Personal Assistants / Carers



By virtue of their choice to employ (where applicable) personal assistants (PAs) and / or carers, individuals or their nominees become automatically bound by employment regulations. 



It is particularly important that people consider seeking advice if they intend to use direct payments to employ staff. Independent direct payment support services can provide advice about employment and other legal requirements (for example, help with recruiting Personal Assistants / Carers, Disclosure and Barring Service (DBS) checks, training, minimum wage, annual leave, statutory sick pay, tax, national insurance, health and safety, employers’ liability insurance, redundancy and terminating employment). 



They may also encourage people to consider their specific requirements, for example: 



· Will a personal assistant be expected to accompany the person on holiday or be required to take their holiday entitlement while they are away? 



· What will happen if the person is in hospital and therefore does not require support at home?



Contracts of Employment



By law, an employer must provide anyone who is classed as an employee with the terms of their contract in writing (a ‘written statement of employment particulars’). This document should include information such as remuneration, location of work, working hours, notice periods and terms of redundancy, etc. For more information, see https://www.gov.uk/employment-contracts-and-conditions. 



Employer Related Costs



Although individuals may choose to manage their own payroll responsibilities, Lincolnshire ICB recommends that the services of a registered payroll provider are used to manage payroll on behalf of the employer. Where required, the cost of purchasing the service of a payroll provider will be met within an individual’s direct payment. 



Individuals or their nominees must purchase employers’ liability insurance (legal requirement), register as an employer with HMRC and adhere to the Pay As You Earn (PAYE) system. The PAYE system is a method of tax deduction under which an employer calculates and deducts any income tax due each time a payment of wages/salary etc. is made to an employee in accordance with HMRC guidance. 



It is not permissible under any circumstances to pay directly employed staff ‘cash in hand’. 



National Insurance and pension contributions must also be paid in accordance with national guidelines. 



The following employer related costs will normally be paid as part of the direct payment (where applicable):



· The direct cost of providing the service, including support service costs;



· Start-up costs such as advertising, recruitment, enhanced DBS checks and initial staff training;



· Employers’ liability insurance, including indemnity for public liability and statutory redundancy (See Section 6.8)



· Payroll & Managed Account fees;



· Employee holiday pay;



· Refresher training;



It is the responsibility of the employer to ensure that the Personal Assistant(s) covered by the Employers Liability Insurance have the appropriate training and competency ‘sign off’ to ensure that any insurance policies remain valid.



Employers’ liability insurance should include, but is not limited to the following:



· Public liability



· Maternity pay for a Personal Assistant;



· Long term statutory sickness pay for a Personal Assistant;



· Redundancy costs;



If the individual or representative / nominee has taken out employers’ liability insurance with an insufficient value, then the individual or their nominee / representative may be liable for any outstanding payment or claims. 



[bookmark: _Toc33781969]6.2 Self Employed Personal Assistants



Someone’s employment status is not a matter of choice and depends on the relationship and tasks being carried out. In order to safeguard persons from potential unforeseen tax liabilities, it is the ICB’s view that self- employed personal assistants should not be used, as they would rarely be deemed to be self-employed when the tasks are measured against Her Majesty's Revenue and Customs (HMRC) status indicator tool: https://www.gov.uk/guidance/check-employment-status-for-tax



The ICB will not make direct payments available in cases where the prospective recipient proposes to employ an individual who claims to be self-employed without evidence being supplied to demonstrate that the self-employed status is authentic in relation to the specific job role in question.



The ICB will only agree to self-employed personal assistants in exceptional circumstances, for example, where a person has been fast tracked for an urgent package of Continuing NHS healthcare.



[bookmark: _Toc33781970]6.3 Employing Family Members



Direct payments should not be used by individuals to pay partners (married or not) or close relatives who live in the same household regardless of whether the individual has capacity or not. This could include a parent, parent in law, son, son in law, daughter, daughter in law, stepson or daughter, brother or sister, aunt or uncle, grandparent or the spouse or partner of these people, if they live in the same household. 



There may be occasions when the ICB decides that it is necessary for the direct payment to be used to secure services from a member of the individual’s family who live in the same household. However, such situations will be exceptional and all cases must be authorised by the ICB in writing. The ICB must be satisfied that arrangements are made in the best interests of the individual.



It is important to consider that the employment of relatives is not always an appropriate option for an individual and the NHS Case Manager will need to explore with the individual the potential implications of a personal relationship changing to a contractual arrangement. It may be helpful for the NHS Case Manager, in partnership with the individual, to consider the following:



· Why does the individual believe it is necessary to employ a member of his/her household and that another person or service cannot meet the need?



· Whose choice is it? Where is the request coming from?



· Are there any conflicts of interest?



· Will the individual’s needs be met by this arrangement?



· Does the family member have the skills and ability to provide the care?



· Would the arrangement present any risks to the individual or family member receiving payment?



· What are the consequences for the individual if another service/person meets the need?



· Has the family member been given a genuine choice as to whether to provide care?



If a direct payment recipient wishes to pay a close relative who lives in the same household for their care, they should set out why it is necessary to secure services from this particular person in order to satisfactorily meet their needs in the care and support plan, and complete an exceptional circumstances funding request form (Lincolnshire PHB Policy, Appendix 6). This would need to be approved by the PHB panel and if granted, will likely result in an increased level of monitoring of the direct payment. The ICB will not grant a direct payment if there is evidence of a conflict of interest.



[bookmark: _Toc33781971]6.4 Poaching of staff	



 If the individual is already being cared for by an agency and wishes to use their direct payment to privately employ one of their existing carers, this is called ‘poaching of staff’. It is possible the agency will charge a fee in order to cover the loss of an employee. In this instance, the individual will need to pay the fee themselves – the NHS will not pay on your behalf. In these circumstances it is recommended that employment of the carer does not commence until formal agreements are in place. 



[bookmark: _Toc33781972]6.5 Enhanced Disclosure and Barring Service Checks for Employees



It is the ICB’s requirement that the employer must obtain enhanced DBS checks on all paid staff prior to appointment, to ensure that the potential employee has no relevant criminal convictions which would preclude them from being employed in such a role. These are to be renewed at least every three years. Provision for the cost of these checks will be outlined within the final budget. 



In the event that a prospective staff member refuses to authorise the check, or in the event that the results from a check indicate unsuitability for appointment, it is recommended that the employer seeks advice from a suitable support service. Alternatively, advice is available from: https://www.gov.uk/dbs-check-applicant-criminal-record 



[bookmark: _Toc33781973]6.6 Health and Safety for Employers and Staff



The health and safety of employees is the responsibility of the employer and there is a general "duty of care” to minimise the risks to the staff they employ. NHS Case Managers should support individuals by:



· Raising awareness about health and safety issues that may affect the recipient, anyone they employ, and anyone else who may be affected



· Sharing the results of any risk assessments carried out as part of the Care and Support Plan with the individual. Individuals must share these with their employees. Individuals need to be clear about what information their workers can or must pass onto professionals. This could be written into the employee's contract and for an emergency situation for example this could be written in an advance statement.



· Encouraging recipients to develop strategies on lifting, handling and other tasks both in the home and outside where specialised equipment may not be available. Individuals must make note of and make their employees aware of specialist manual handling advice provided by Social Services or NHS.



· Providing a template to assist individuals to complete their own risk assessments in order for the individual to decide how to minimise the risks to anyone they employ.



· Providing budget for ongoing mandatory training, including manual handling.



Delegated Clinical Tasks



When a PA is providing care and support to someone with healthcare needs, an important component of their role can include carrying out tasks that are of a clinical nature. These tasks must be considered in the care and support planning process and delegated to the PA by a registered practitioner who has the relevant occupational competence. 



Delegation needs to be recognised as something that is a considered process and properly supported. This will help ensure that the best interests of the individual are always paramount, that tasks taken on by PA’s are appropriate and that PA’s are provided with relevant training (that is provided by reputable training bodies) and assessed as competent to perform the particular tasks. 



Any delegation of healthcare tasks to unregistered health and non-health qualified staff must be undertaken within a robust governance framework which encompasses: 



· initial training and preparation; 



· assessment and confirmation of competence; 



· confirmation of arrangements for on-going support, updating of training and reassessment of competence 



[bookmark: _Toc33781974]6.7 Retaining a Personal Assistant in the event of a sudden or unplanned event



Following a sudden or unplanned event, i.e. unexpected and temporary admission to hospital or care home, the ICB may continue to pay PAs for up to 28 days. The PA will be paid at a retained rate of 75% of their wages and during the 28 day retainer period, the PA must be available for work. [footnoteRef:4] [footnoteRef:5] These payments will need to come out of the agreed PHB. [4:  If specified within the employees Contract of Employment ]  [5:  Ensuring the retained rate of remuneration does not fall below legislated minimum wage levels] 




· It may sometimes be appropriate for a PA to complete their working hours at the full rate of pay within the hospital to support the individual.  This should be identified within the care and support plan or agreed with the NHS Case Manager if not already done.



It is the responsibility of either the individual, representative, nominee or PA to inform the NHS Case Manager that there has been a change in circumstances within 2 working days of the event occurring. The ICB will review the situation after 14 days from the date of admission, and the direct payment agreement may be suspended.  However the NHS Case Manager will consider each case on an individual basis depending on the person’s circumstances, including a possible date of discharge or the need to serve notice on the PAs. 



[bookmark: _Ref33687839][bookmark: _Toc33781975]6.8 Funding for Personal Assistant Redundancy



A PA is the employee of the individual, and is entitled to statutory redundancy pay as set out in employment legislation. Employers are required to insure for statutory redundancy / payment-in-lieu. Provision will be made within the final budget to cover the annual premium for the policy. 



The ICB will also make provision for any statutory redundancy commitments in excess of the above mentioned indemnity. In the event that this is required, the ICB will reimburse the employer following submission of all relevant documentation. 



Statutory Redundancy provision will only cover the period the direct payment has been continually active.



The ICB will seek to recoup a pro rata element if the PA was previously Joint Funded through local authority direct payments. The ICB reserves the right not to fund redundancy if the employer has not followed the advice or procedure outlined by the support service provider (where applicable), this guidance, the terms and conditions, or if there is any breach of contract by the PA / carer.  



7.0 [bookmark: _Toc33781976]Direct Payment Agreement







Following approval, the individual, their representative, and/or their nominee will be notified of the package details including a breakdown of the Final Budget. Funding will not be released until a completed and signed copy of the direct payment agreement is returned to the ICB. The terms and conditions explain in detail the responsibilities associated with the direct payment and specify the contractual terms that the funds will be spent as agreed in the care and support plan, the approved final budget, and in accordance with the NHS (Direct Payment) Regulations 2013. 



The agreement will include confirmation that the individual is expected to conduct their employment responsibilities legally.



If the individual wants to purchase something with their direct payment budget which is not included in the care and support plan, they must contact their NHS Case Manager to discuss and seek written approval prior to the item being purchased. An additional Funding Request Form (Lincolnshire PHB Policy: Appendix 4) must be completed by the individual and NHS Case Manager which will be sent to the PHB panel for consideration. 



If the individual spends the direct payment budget on something that has not been agreed within the final budget, and the above procedure is not followed, the individual will be required to repay the money to the ICB. The same applies for payments for something that is not permitted under the terms and conditions of the direct payment agreement.



 Inappropriate and / or unauthorised use of the budget may result in the withdrawal of the direct payment, although other forms of personal health budget will remain available to the individual. 



8.0 [bookmark: _Toc33781977]Receiving a Direct Payment



Direct payments will be paid into a specific bank account as soon as the budget has been approved, the signed direct payment agreement has been returned, and the individual has been set up on the ICB’s financial system. Payments must be paid into a separate bank account used specifically for the PHB direct payment or for a joint fund account as per statutory guidance. The bank account must be in the name of the person receiving the care, or their nominee. 



When receiving direct payments, the account holder is required to keep a record of both the money received as well as where it is spent, in accordance with the agreed care and support plan and terms and conditions. They are responsible for retaining all statements and receipts for auditing, which can be requested by the ICB at any time, and at least annually. Records must be kept for at least six complete financial years.



Services purchased using direct payments should be as cost effective as possible (i.e. best value for money) as services that NHS would arrange.   



Direct payments must only be used as outlined within Section 5.0, to meet assessed health and care needs as agreed within the individual’s care and support plan. Where an individual’s needs change, the NHS Case Manager should be contacted immediately so that they can review the care package to ensure it meets the current needs.  The individual/nominee/representative may at any time during the term of this Agreement request the ICB to undertake a review of the Personal Health Budget.  Upon receipt of such a request, the ICB will decide whether to undertake such a review and will notify the individual/nominee/representative of its decision and the reasons for it.



Increasing Funding



If an increase in funding is required, for example as a result of increased staffing costs, increased hours of care needed, etc. a case management review will be required. Additional resources will generally not be provided until the review has concluded, and the increase will need to be approved by the PHB approvals panel.



One-off or ongoing expenses which have not been included within the individual’s care and support plan will need to be submitted to the ICB using the Additional Funding Request Form. The request will be considered, and if appropriate, approved by the PHB approvals panel.



One off Payments



A one off payment is used to buy a single item or service or a single payment for no more than five items or services, where the individual is not expected to receive another direct payment in the same financial year.  When someone is receiving a one-off direct payment, it can be paid into the individual’s ordinary bank account (or that of a nominee). 



Alternative models of Direct Payment



As a component of the ICB’s ongoing commitment to expanding and improving its offers to individuals in receipt of direct payments and in conjunction with the local authority we are currently exploring innovative additional options for budget holders in Lincolnshire, including: 



· the use of pre-paid card systems 



· the provision of a local digital marketplace 



If these funding models become available, individuals in receipt of, or eligible for Direct Payments will be informed as a component of the application process or any scheduled reviews as they will have the right to ‘opt in’ to these systems. 



9.0 [bookmark: _Toc33781978]Direct Payments for People who lack Capacity



All reasonable steps must be taken to provide support to whoever may require it. 



Individuals, who can provide consent, and any responsible person or the parent/guardian acting for an individual without capacity, may be capable of managing direct payments either on their own or with help. 



The ICB must make sure that: 



· Individuals with capacity understand that they remain responsible for how direct payments are used even when arrangements are made by someone else on their behalf. 



· A representative, parent or guardian understands that they are responsible for managing direct payments.



An individual who has eligible needs but lacks the required capacity to consent can still receive a direct payment if their representative consents to the making of direct payments in respect of that individual. 



The representative may appoint a willing and appropriate nominee who receives and manages direct payments on behalf of an individual who is lacking capacity (as per Section 3.0 of this guidance), or they may choose to nominate themselves.



The ICB will ensure the following requirements are met when organising a direct payment for people who lack capacity:



· An assessment under the Mental Capacity Act in relation to all the required decisions and records in the required assessment documents;



· Consultation with: 



· Anyone who has been named by the individual before they lost capacity as someone to be consulted, or their representative;



· Anyone currently engaged in caring for the person lacking capacity, or anyone with an interest in their personal welfare;



· As far as is practicably possible, the person who lacks capacity themselves.



· If the representative is not the spouse, civil partner, partner, close relative (or spouse or partner of a close relative) or close friend involved in the provision of care of the person lacking capacity, then Lincolnshire ICB must obtain a DBS check for them;



· The direct payment agreement is signed by the representative and / or the nominee to agree that the individual’s best interests are being promoted;



· The care and support plan is updated with details of arrangements regarding the representative and / or the nominee, and how best interests of the individual can be met through this arrangement;



· Regular reviews to assess whether the person lacking capacity has gained or regained the capacity to consent to receive direct payments.  The individual is allowed to continue to receive, and manage, a direct payment when they gain or regain capacity. This decision should be made at a formal care and support plan review meeting if the NHS Case Manager has been notified of a change in capacity. The date for ending the representative and / or nominee agreement will be decided at a review meeting, along with arrangements for transferring funds if a change of bank account is needed.



10.0 [bookmark: _Toc33781979]Safeguarding







Current legislation and statutory frameworks in relation to safeguarding and the Mental Capacity Act 2005 (MCA 2005) must be adhered to at all times. 



All NHS staff involved in PHB assessment and development must be up to date with training for safeguarding and the MCA 2005. 



Individuals are entitled to make their own decisions and to take risks in the same way that any other person is entitled to make choices involving risk. It is however essential to put safeguards in place to prevent any potential abuse and to support individuals with making potentially hazardous decisions. 



Safeguarding is everybody’s business and therefore it is essential that ICB staff, staff and volunteers of partner organisations and agencies, and members of the public remain alert and vigilant to the potential for physical, mental or financial abuse. Where concerns are identified regarding safeguarding, people should follow the relevant safeguarding policy. 



Where individuals are in receipt of a direct payment, they may be at risk of abuse from family members, friends, carers, neighbours, professionals and strangers. Individuals employing PAs may be at greater risk of abuse depending on the level of rigour and pre-employment checks undertaken during the PA recruitment process.



The NHS Case Manager will ensure that:



· Risk assessment forms part of the PHB assessment and approval process



· Individuals and their carers are helped to understand the importance of safeguarding and their role including what to do if they have concerns in line with care act 2014



· All paid staff members, as well as any appointed nominee will be subject to an enhanced DBS check (as outlined within Sections 3.0 and 6.0 of this guidance)



· Where a PA / Carer is already employed prior to the allocation of a direct payment (normally through local authority personal budget funding), the provider must check whether DBS checks were carried out at the time and if those checks remain valid (within 3 years). If not, this needs to be undertaken.



11.0 [bookmark: _Toc33781980]Monitoring Direct Payments







Personal Health Budgets are publicly funded and the ICB has a responsibility to ensure that they are used to meet the health needs as well as the broader health and wellbeing outcomes of those who receive them. THE ICB also have a responsibility to effectively manage the risks associated with people opting to take their PHBs as a direct payment, including ensuring that the agreed health and wellbeing needs are being met, minimising the risk of fraud and the risk of money being used in ways that are either illegal or otherwise prohibited.



It is important that people are given genuine scope for choice and control. In practice, this means that the uses of a direct payment are not overly prescribed and that the individual has appropriate flexibility about how the budgets can be spent. This must, however be agreed within the Care and Support Plan, as well as the final budget. 



Where people have tried things that may not have been as effective as intended, it is important that the ICB does not automatically assume that the direct payment is not working. Case Managers should work with people to learn, adapt and use experience of what works and what does not to influence future decisions about the person’s care, including within the personalised care and support plan. This will help to ensure direct payments are being used as effectively as possible.



Individuals (or nominees) receiving direct payments are required to provide the NHS Case Manager with the following after 3 months: 



· Annotated copy of monthly bank statements; 



· Carer’s payslips (if a care component is involved); 



· Receipts, invoices etc. for any other payments / purchases made e.g. payroll fees, agency invoices



· Cheque & paying in books



· PAYE, NI and other payroll records



· Employee expense claim forms



· Any other information relating to the use of the direct payment



The frequency of ongoing financial monitoring will be established following the initial three month review. The frequency with which the individual (or nominee) will be asked to supply the information detailed above will depend on whether they are to be monitored on a quarterly, six-monthly or an annual basis. Where possible, clinical and financial reviews will be performed simultaneously.



When carrying out a review of a person’s direct payment the NHS Case Manager may: 



· Re-assess the health needs of the individual; 



· Review receipts, bank statements and other information relating to the use of direct payments; and 



· Consider evidence around whether direct payments have been effectively managed, including evidence as to whether service providers have appropriate indemnity, insurance and registration.



12.0 [bookmark: _Toc33781981]Excess Funds







It is recommended that individuals should hold sufficient funds in their direct payment account to cover any bills relating to their care. Lincolnshire ICB allows individuals to hold up to the equivalent of six weeks of funding.  If an individual holds more than six weeks of funding, the ICB may reclaim the funds in excess of this following the financial monitoring review, unless the underspend has been agreed as part of the care and support plan.  



Recurrent underspends could be a flag to indicate that either the budget or the care package hasn’t been set up correctly.



[bookmark: _Toc33781982]13.0 Reclaiming a Direct Payment



There may be other circumstances where the ICB requires repayment of an individual’s direct payments. For example: 



· Where there has been an overpayment to the individual; 



· Where the care and support plan has changed substantially, resulting in surplus funds; 



· Where the direct payment has been used for other purposes than identified in the care and support plan; 



· Where the direct payment has been used to pay a relative or person living in the same address without prior agreement to such an arrangement; 



· Where there is evidence of theft or fraud (funds cannot be reclaimed if the individual has been the victim of fraud);



· The recipient has died, leaving part of the direct payment unspent (See Section 14.0)



In such circumstances, the ICB will notify the individual or their representative / nominee to discuss and understand the facts of the situation and, if appropriate, explain:



· The reason for the decision



· The amount to be repaid



· The timescale in which the money must be repaid



The individual, their representative or nominee may request that this decision be reconsidered and provide additional information to the ICB for consideration. This request must be submitted to the ICB within 14 days of the original notification.



Notification of the outcome of this consideration must be provided in writing and an explanation provided. The ICB are only required to undertake one consideration of any such decision. 



If the individual remains unhappy about the reclaim they should be referred to the local NHS complaints procedure.



If a final decision to reclaim payments is made, then 14 days’ notice in writing must be given to the individual, their representative or nominee. 



If the individual is unable to repay the total funds within the 14 day notice period, the case will be passed onto the credit control team to set up a repayment plan. 



In the event of an individual failing to return the funds, The ICB may decide to take legal action to reclaim the money. 



14.0 [bookmark: _Toc33781983]Suspending or Terminating Direct Payments







Direct payments may be suspended or end if one of the following occurs: 



· The individual no longer has the capacity to consent – although in this situation the ICB will look for a representative to receive the payments on behalf of the individual; 



· Conditions outlined in the direct payment agreement and associated terms and conditions are not met; 



· Support for which the direct payments were made is no longer needed; 



· Support for which the direct payment was paid is not needed for a short period of time (for example, through admission to hospital); or 



· The direct payment is placed under a condition or requirement by the courts relating to drug or alcohol dependency. 



Depending on the circumstances, the NHS Case Manager will advise the individual, or their representative, of the end of the direct payment. The individual, or their representative, should then immediately give notice to any employed workers and calculate all outstanding bills. Where applicable they can contact their support service for assistance with settling these matters. A closing audit will be carried out and any unallocated direct payment funds that remain will be reclaimed. 



In addition, if the individual moves out of the area and the ICB is no longer the Responsible Commissioner[footnoteRef:6], the direct payment will cease in line with responsible commissioner guidelines. A closing financial audit will be carried out and any unallocated direct payment funds that remain will be reclaimed. [6:  Who Pays? Determining responsibility for payments to providers, NHS England, 2013 - Updated July 2022] 




If the individual receiving the direct payment dies, the ICB will cease the payments as soon as possible. Any outstanding contractual obligations for support should be met from the budget, a closing financial audit will be carried out and any unallocated direct payment funds will be reclaimed.



Where direct payments are stopped or reduced, due to a change in eligibility, the NHS Case Manager will give 28 days’ notice to the individual or representative in writing. However the time taken before stopping or reducing direct payments will depend on any contractual obligations the individual may have entered into, and all monies left, once contractual obligations have been met, will be returned to the relevant ICB. 



Individuals who use a bank account or managed payroll should settle their bills and then arrange for any remaining funds to be returned to Lincolnshire ICB, either by cheque or bank transfer. Lincolnshire ICB will require a final financial return from the bank account. A final return will automatically be supplied by the managed payroll service for individuals utilising those services. 



[bookmark: _Toc33781984]15.0 Concerns and Complaints



If an individual has any concerns or complaints regarding service providers (e.g. payroll providers, support service providers, etc.), this should be handled directly between the individual (or their representative / nominee) and the provider. 



If the individual wishes to raise a concern or complaint specifically about the Direct Payment, in the first instance attempts should be made to resolve this informally with the relevant Case Manager. If this is not successful the process outlined below should be followed:



a) Informal discussion between the individual / nominee / representative and the NHS Case Manager, or their supervisor



b) If local resolution does not solve the issue to the satisfaction of the individual, a formal complaint can be made to the ICB via Lincolnshire ICB’s complaints team



c) If the complainant remains unsatisfied with the response from the ICB, they may refer the matter to the Health Service Ombudsman. The Ombudsman is independent of both the NHS and the Government. Please note that the Ombudsman will expect complainants to have tried to resolve their concerns through the local ICB complaints procedure prior to contacting the Ombudsman’s service.



The ICB will investigate all concerns raised thoroughly, and as soon as is practicably possible.
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[bookmark: _Toc33781985]Appendix A: Glossary of Terms







				Term



				Meaning







				Additional Funding Request Form



				An additional form to be used to request funding for purchasing something supplemental to an existing Care and Support Plan which is not included in the agreed direct payment final budget







				Advocacy



				A process of supporting and enabling people to:



· Express their views and concerns



· Access information and services



· Defend and promote their rights and responsibilities







				Audit



				Regular examination of the financial (and other) records of an individual’s PHB direct payment account, including but not limited to: expenditure, payroll, insurance, training 







				Bank Account 



				A bank account held by an individual or their nominee, and approved by the ICB, into which Direct Payments are paid under the terms of this Policy, Direct Payment Guidance, the Direct Payment Agreement and the associated Terms and Conditions.  The account must be used solely for the purpose of administering the PHB Direct Payment. Where someone receives joint funding for healthcare and adult social care, the same bank account may be used for managing both funding streams







				Brokerage



				Brokerage is the help and support people may need in order to plan spending their budget. Brokerage functions may include:



· Exploring what is available and possible



· Providing information and technical advice 



· Developing informal support, co-ordinating resources and obtaining clinical support where necessary 







				Capacity



				The ability to use and understand information to make a decision, and communicate any decision made







				Care and Support Plan



				A Care and Support Plan brings together aspirations, goals and outcomes for an individual and outlines how an indicative budget might be used to meet them. The plan should be completed by the individual with the support of family, friends, carers, other interested parties and NHS clinical staff. The Care and Support Plan should be lawful, effective, affordable and appropriate to the individuals needs







				Care Needs portrait



				A tool utilised by the ICB to calculate the ‘Indicative Budget’, and to establish the ‘Interim Package of Care’ if required







				Carer



				A carer is anyone, including children and adults who looks after a family member, partner or friend who needs help because of their illness, frailty, disability, a mental health problem or an addiction and cannot cope without their support







				Case Manager



				A clinical professional who is responsible for oversight of an individual’s care. For a Personal Health Budget this includes:



· Assessing needs, 



· Ensuring that the individual can access support to plan their care, 



· Ensuring that the care and support plan is agreed and signed off 



· Ensuring that the Personal Health Budget is monitored and reviewed at agreed intervals 







				Children’s Continuing Care



				Continuing Care is organised differently for children and young people than for adults and is governed by the Department of Health National Framework for Children and Young People's Continuing Care (CYPCC).



A continuing care package will be required when a child or young person has needs arising from disability, accident or illness that cannot be met by existing universal or specialist services alone







				Cohort



				A group of people or subjects with a shared characteristic







				Consent



				Agreement to treatment, test, or decision. To be valid, consent must be voluntary, informed and the person consenting must have the capacity to provide consent







				Continuing Healthcare (CHC)



				Continuing Healthcare (CHC) services apply to adults over the age of 18 years. It is a complete package of ongoing care arranged and funded solely by the NHS, where it has been assessed that the individual’s primary need is a health need. It can be provided in any setting including in a person’s own home. In care homes, it means that the NHS also makes a contract with the care home and pays the full fees including for the person’s accommodation and all their care







				Co-Production



				Co-Production is about engaging effectively with people to enable them to play an equal role alongside clinicians and other practitioners in managing their own care. 



OR



Co-production is a practice in the delivery of public services in which citizens are involved in the creation of public policies and services. It is contrasted with a transaction based method of service delivery in which citizens consume public services which are conceived of and provided by governments







				Decision Support Tool (DST)



				The CHC decision support tool is a framework used by the multidisciplinary teams (MDTs) that assess whether someone is eligible for NHS continuing healthcare







				Direct Payments



				This is one of the ways that an individual can receive their personal health budget. It is an amount of money paid directly to an individual (or their nominee) to support the identified health and wellbeing needs of the individual. This funding stream allows the individual to make their own arrangements to meet the needs identified within the Care and Support Plan







				Direct Payment Agreement



				This document, along with the Terms and Conditions, explains the formal responsibilities associated with direct payment and sets out the agreement that the direct payment will be spent as set out in the care and support plan and approved final budget.  The agreement confirms that the direct payment will be spent in accordance with the NHS (Direct Payment) Regulations 2013.  The agreement is between the individual, or their nominee/representative, and the ICB.







				Disclosure and Barring Service (DBS)



				The national DBS service carries out Disclosure and Barring Service checks (previously known as CRB checks) which allow an employer to check the criminal record of a potential employee. DBS checks can also be performed by the ICB to determine the suitability of individuals and / or nominees to manage a direct payment







				Education, Health and Care Plans



				The Children and Families Bill 2014 requires that Statements of Special Educational Need will be replaced by a new birth-to-25 integrated education, health and care plan, to deliver better support for children and young people with special needs







				Employment Costs 



				The total amount of money that it costs a company (an employer) to employ people, including wages, DBS checks, National Insurance, Training, Benefits, etc.







				Exceptional Circumstances Funding Request Form



				An additional form to be used to request approval to employ a direct family member as a PA / Paid Carer while they are living in the same home as the individual. All requests must be approved by the ICB which will only be applied in exceptional circumstances











				Family (close family)



				1. The spouse or civil partner of the adult; 



1. A person who lives with the adult as if their spouse or civil partner; 



1. A person living in the same household as the adult who is the adult’s:



· parent or parent-in-law, 



· son or daughter, 



· son-in-law or daughter-in-law, 



· stepson or stepdaughter, 



· brother or sister, 



· aunt or uncle,



· grandparent; 



1. The spouse or civil partner of any person specified in subparagraph (c) above who lives in the same household as the adult; 



1. A person who lives with any person specified in subparagraph (c) above as if that person’s spouse or civil partner







				Fast Track



				If a person’s condition is deteriorating rapidly or they are entering a terminal phase, the Fast Track CHC pathway can be used. Fast Track CHC allows a clinician (which can be a doctor or a nurse) with appropriate knowledge of the patient to immediately assess that they should receive CHC-funded support without the need for the lengthy checklist and DST assessment process







				Final Budget



				The final budget is an amount of money that is agreed once a support plan has been finalised. This is usually calculated by estimating the costs of the care and support arrangements included in the plan. This is likely to be a more accurate guide to the actual costs of support.  The final budget - rather than the indicative budget - is the point at which an approval process takes place







				Guidance



				1. Publicly available documentation and support, designed to enable NHS Commissioners to develop local policies and procedures within the constraints of national regulations, specified in this document within Annex 8: Legislation and Guidance



OR:



1. Information provided by the NHS or local ICB to provide practical instruction, help, or advice for individuals, representatives, nominees and / or other parties about the policies, processes and terms and conditions within a specific application or service







				Health Care Need



				Whilst there is not a legal definition of a health care need (in the context of NHS continuing health care), in general terms it can be said that such a need is one related to the treatment, control or prevention of a disease, illness, injury or disability, and the care or aftercare of a person with these needs (whether or not the tasks involved have to be carried out by a health professional)







				Indicative Budget



				An indicative budget is an amount of money identified at an early stage in the process to inform care and support planning. It is a prediction of how much money it is likely to cost to arrange the care and support that would be sufficient to meet the assessed health needs and achieve the outcomes in the care and support plan







				Individual



				The person eligible for NHS funding via a Personal Health Budget







				Interim Package of Care



				Where care needs have been identified within the care and support plan, an interim package of care, through a care agency, will be set up immediately (where applicable) following a decision that an individual is eligible for continuing healthcare. The care requirements detailed in the care needs portrait will be used to broker this package of care.







				Integrated Care Board (ICB)



				The statutory organisation which brings the NHS together locally to improve population health and establish shared strategic priorities within the NHS.  Responsible for the commissioning/funding of NHS health services locally.







				Joint Fund



				In respect of a person who is not eligible for NHS CHC funding, however has some specific needs (identified through DST) that are not of a social care nature or are beyond the power of a Local Authority to solely meet, they may receive an integrated package of health and social care, known as ‘Joint Funding’







				Local Authority (LA)



				Lincolnshire County Council







				Legislation (in the context of Continuing Healthcare)



				Law, or a set of laws, enacted by parliament, determining amongst others the rights and responsibilities of individuals and authorities to whom the legislation applies, specified in this document within Annex 8: Legislation and Guidance







				Long Term Condition 



				Long-term conditions are chronic diseases or conditions for which there is currently no cure, and which are managed with drugs and other treatment, for example: diabetes, chronic obstructive pulmonary disease, arthritis and hypertension







				Nominee



				A person who is nominated to receive and manage a PHB direct payment by:



· An individual, in circumstances where the individual has mental capacity to make that decision and is not a child



· The representative of an individual who lacks capacity or is a child – The representative may also be the nominee



· The CCG (under certain circumstances, if an individual lacks capacity)







				Notional Budget



				This is one of the ways an individual can receive their personal health budget: Individuals develop their care and support plan with their healthcare professional. The NHS hold all the funds and manages the budget and payments







				Outcomes



				Health and well-being objectives, outlined within the Personalised Care and Support Plan, that an individual wishes to achieve, and can be supported to achieve, with the use of a personal health budget







				Person of good standing in their community



				A witness must be a professional person or a person of similar standing, who enjoys a good reputation in the community, possesses credentials that can be checked, who would put at risk their career or reputation by knowing making an untrue statement in completing the witness section of an application







				Personalisation



				Personalisation is fundamentally about better lives, not just services or packages of care. It means working with people, carers and families to deliver better outcomes for all, and ensuring that the person is at the centre of their care. Personalisation in healthcare is not focused on changing systems and processes, or allocating funding, but centred on making the necessary changes to ensure people have greater independence, enhanced wellbeing and the choice and control over the way their care is delivered







				Personal Assistants



				A Personal Assistant (sometimes called a PA, Paid Carer or a Support Worker) is employed by people who need health and social care, either because of their age, condition or disability, to enable them to live as independently as possible. Personal assistants carry out a wide range of tasks as required by the employer, including support with things such as washing and getting dressed, cooking, feeding, and supporting people to have greater independence and the ability to live their life more fully







				Personal Health Budget (PHB)



				An amount of money to support the identified healthcare and wellbeing needs of an individual, which is planned and agreed between the individual (or someone who represents them) and the local ICB. At the centre of a PHB is the care and support plan. This plan helps people to identify their health and wellbeing goals together with their NHS Case Manager and set out how the budget will be spent to enable them to reach their goals and keep healthy and safe. 



A personal health budget can be managed in three ways (or a combination of these):



· Notional Budget



· Third Party Budget



· Direct Payment







				Personal Living Costs



				Includes activities such as, but not limited to:



1. Paying for assistance with housework, laundry, gardening, decorating



1. Clothing



1. Hairdressing/beauty treatments



1. Non health related items (e.g.- furniture, white goods, car)



1. Everyday household items such as bedding, towels, toiletries 



1. General household running costs (e.g.- utility bills, TV licence)







				Recognised profession



				Common examples of recognised professions include:



· Accountant



· Bank or building society official



· Civil servant (permanent)



· Pharmacist



· Police officer



· Post Office official



· Solicitor



· Teacher or lecturer







A list of additional recognised professions can be found on the Government website:



https://www.gov.uk/countersigning-passport-applications/accepted-occupations-for-countersignatories







				Regulations



				Legal Acts that govern ICB policy, procedure and processes, specified in this document within Annex 8: Legislation and Guidance 







				Representative



				A person who is appointed to act ‘on behalf of, and in the best interest of’:



· Children



· An individual (other than a child) who lacks mental capacity



The representative may also be the person who receives and manages a PHB direct payment (the nominee)







				Responsible Commissioner



				The ICB responsible for commissioning and paying for care, as defined within ‘Who Pays? Determining responsibility for payments to providers, NHS England, 2013’ (updated July 2022)







				Safeguarding



				Measures to protect the health, well-being and human rights of individuals, which allow people – especially children, young people and vulnerable adults – to live free from abuse, harm and neglect







				Section 117



				The provision or arrangement of help and support for people who have been detained in hospital under sections 3, 37, 45A, 47 or 48 of the Mental Health Act 1983, when they leave hospital







				Self-Directed Support



				A system that gives people increased choice and control over the support they use to meet their care needs, including the use of PHBs







				Social Care



				Social care in England is defined as the provision of social work, personal care, protection or social support services to children or adults in need or at risk, or adults with needs arising from illness, disability, old age or poverty







				Social Care Need



				In general terms (not a legal definition) it can be said that a social care need is one that is focused on providing assistance with activities of daily living, maintaining independence, social interaction, enabling the individual to play a fuller part in society, protecting them in vulnerable situations, helping them to manage complex relationships and (in some circumstances) accessing a care home or other supported accommodation







				Start-up costs



				Costs related to establishing a PHB direct payment care package, e.g.- DBS checks, Liability Insurance, Recruitment and Staff Training







				Support



				The arrangements made to meet your health care needs as specified in your Care and Support Plan







				Support Service Providers



				Independent organisations that can provide a range of services to support individuals who choose to receive their PHB via Direct Payment. This can include the recruitment of PA’s / Carers, payroll services, insurance and training as well as ‘Managed Account’ services 







				Third Party Budget



				This is one of the ways an individual can receive their personal health budget: An organisation, completely independent of the individual, the local authority and the ICB, holds and manages the budget for you and buys the services and support agreed within your personalised care and support plan 







				Wheelchair Service



				NHS Wheelchair Services assess people with mobility needs, to decide what sort of wheelchair or other mobility equipment they should be provided with. Usually, it is a GP, hospital doctor or occupational therapist who makes a referral to wheelchair services



















	



[bookmark: _Toc33781986]Appendix B: Legislation and Guidance







				Legislation/guidance



				Link







				NHS Operational Planning and Contracting Guidance 2019/20



				https://www.england.nhs.uk/wp-content/uploads/2018/12/nhs-operational-planning-and-contracting-guidance.pdf







				National Health Service Act (2006) Section 12A



				http://www.legislation.gov.uk/ukpga/2006/41/contents







				NHS Long Term Plan



				https://www.longtermplan.nhs.uk/wp-content/uploads/2019/01/nhs-long-term-plan-june-2019.pdf 







				NHS constitution for England. (2012). [eBook] Department of Health



				https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/480482/NHS_Constitution_WEB.pdf







				Care Act 2014



				http://www.legislation.gov.uk/ukpga/2014/23/pdfs/ukpga_20140023_en.pdf







				Health Act (2009)



				https://www.legislation.gov.uk/ukpga/2009/21/pdfs/ukpga_20090021_en.pdf







				National framework for NHS continuing healthcare and NHS funded nursing care (2022)



				National framework for NHS continuing healthcare and NHS-funded nursing care - GOV.UK (www.gov.uk)







				The National Health Service (Direct Payments) Regulations (2013)



				https://www.legislation.gov.uk/uksi/2013/1617/pdfs/uksi_20131617_en.pdf 







				Rehabilitation of Offenders Act 1974 (Exceptions) Order 1975



				http://www.legislation.gov.uk/uksi/1975/1023/contents/made







				The Data Protection Act (2018)



				http://www.legislation.gov.uk/ukpga/2018/12/pdfs/ukpga_20180012_en.pdf







				General Data Protection Regulation (2018)



				https://www.gov.uk/government/publications/guide-to-the-general-data-protection-regulation







				The Mental Health Act (1983)



				https://www.legislation.gov.uk/ukpga/1983/20/contents







				The Mental Capacity Act (2005)



				https://www.legislation.gov.uk/ukpga/2005/9/pdfs/ukpga_20050009_en.pdf 







				The Carers (Equal Opportunities) Act (2005) 



				https://www.legislation.gov.uk/ukpga/2004/15/pdfs/ukpga_20040015_en.pdf 







				The Equality Act 2010



				https://www.legislation.gov.uk/ukpga/2010/15/pdfs/ukpga_20100015_en.pdf







				The Equality Act 2010 – Chapter 6, Carers



				https://publications.parliament.uk/pa/ld201516/ldselect/ldeqact/117/11709.htm 







				Personal health budgets



				http://www.nhs.uk/choiceintheNHS/Yourchoices/personal-health-budgets/Pages/about-personal-health-budgets.aspx 







				HMRC



				https://www.gov.uk/government/organisations/hm-revenue-customs;







				Who Pays? Determining responsibility for payments to providers – NHS England, 2013



				NHS England » Who Pays?







				Guidance on Direct Payments for Healthcare: Understanding the Regulations



				https://www.england.nhs.uk/publication/guidance-on-direct-payments-for-healthcare-understanding-the-regulations/















The following web link may be useful to provide information on PHBs and is available in a standard or easy read format:



http://www.nhs.uk/choiceintheNHS/Yourchoices/personal-health-budgets/Pages/about-personal-health-budgets.aspx 
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Out of Area Treatments Panel for Children and Young People 



Terms of Reference 







				



1. Background







The NHS exists to serve the needs of all its patients, but also has a statutory duty financially to break even (National Health Service Act 2012). Clinical Commissioning Groups (CCG’S) have a responsibility to uphold the pledges of the NHS constitution, to provide health benefit for the whole population, and to commission appropriate care to meet the clinical needs of individual patients. The CCGs receive a fixed budget from central Government with which to commission the healthcare required by its population. Commissioned services include those provided through primary, secondary, and tertiary care NHS providers, the independent sector, voluntary agencies, and independent NHS contractors in house service providers. The commissioning process, by its very nature, focuses on cohorts of patients with the more common clinical conditions. It cannot meet every healthcare need of all patients in any one clinical group; or address the specific needs of patients with less common clinical conditions. The fact that the CCG is not meeting a healthcare need due to resource constraints is an inevitable fact of life in the NHS and not indicate that the CCG is breaching its statutory obligations. 







The CCG is required to have a process for funding consideration for individuals who seek NHS commissioned services outside established commissioning policies. The CCG is anticipated to transfer to an Integrated Care Board (ICB) on 01st July 2022. From this point on the CCG will be referred to as the ICB in this document.







At present the Out of Area Treatment (OATS) Panel allocates resources where commissioning in an already existing service is not in place or where identified gaps in commissioning are identified. Currently individual Children and Young People’s (CYP) cases are presented to the existing panel for funding consideration. There has been an increasing number of CYP cases presented to the existing panel which are due to an unmet need or an uncommissioned need. The existing panel can signpost CYP cases to services where it is suitable. However, the current panel agrees that it would be more appropriate for CYP cases to be presented to a bespoke CYP OAT’s panel comprising of professionals with a CYP background. 



















				



2. Vision







The CYP Out of Area Treatment Panel’s vision for the local area is for children and young people to be safe, happy and healthy, to have a good quality of life and opportunities to achieve their aspirations, to develop their independence and make a positive contribution to society.







The CYP OATS Panel will contribute by ensuring that CYP cases presented to Panel will be reviewed in an appropriate timeframe and consider what health interventions are known to have the best outcomes for the circumstances of the child who has been assessed as being in need. 



















				



3. Purpose of the Panel 







The CYP OATs Panel will consider individual requests for funding where a service, intervention or treatment falls outside existing service agreements. It is anticipated that the requests will be submitted due to an unmet need or due to an uncommissioned service. The Panel will also oversee and monitor the type and nature of the requests with a view to identifying themes and making recommendations for planning to address those service gaps in Lincolnshire. 



















				



4. Responsibilities of the Panel 







The CPY OAT’s Panel will secure a high standard of treatments or placements for CYP whose applications for funding are being considered by paying particular attention to:



· Careful and collective consideration of cases 



· Accessing expertise, knowledge, and experience to source appropriate placements



· Ensuring a high quality and standard of placements utilising previous knowledge related to a specific placement (Quality, outcomes, patient satisfaction and assurance), in accordance with CQC guidelines and governance accredited tools and outcomes. 



· To share expertise and knowledge with a range of professionals 



· To develop integrated care pathways for patients and to facilitate collaborative interaction between practitioners, clinicians and specialists throughout both Health and Social Care.



· To consider financial and cost-effective measures when placing patients out of area or within specialist care provision



· Identify those themes and make recommendations for planning to meet those service gaps in Lincolnshire 



















				



5. Functions of the Panel 







The CYP OAT’s Panel will collectively oversee and consider individual funding application requests for out of area treatment funding paying particular attention to: 



· Collective discussion and decision making relating to CYP cases based upon unmet need or uncommissioned need. 



· Sourcing a provider if clinically appropriate and commission a package of care. 



· Identifying themes of applications. 



· Utilising information acquired via assessing themes/trends in applications, make recommendations for planning to address those service gaps in Lincolnshire.



















				



6. Membership of the Panel 







The CYP OATS Panel will be chaired by one of Lincolnshire ICB’s Operational Commissioning Team or Head of Commissioning (LICB). If unable to attend a nominated deputy will chair the meeting. Other members will be admitted to the group subject to approval by the chair. In instances where members are unable to attend a meeting, they will send a suitable representative who will be able to make decisions on their behalf.







The panel will be supported by representation from:



· Designated Clinical Officer for CYP with (SEND LICB) 



· Children Services SEN Manager (Lincolnshire County Council) 



· CAMHS Mental Health Practitioner (LPFT) 



· Representative from Therapies (LCHS) 



· Community Paediatric Consultant Representative (ULHT) 



· Administrator (LICB) 



















				



7. Panel Quoracy 







The panel shall be deemed quorate if the following are present:



· Chair or Deputy Chair (Head of Operational Commissioning Team or Operational Commissioning Manager) 



· 4 named members of the group, which must include two representatives from both ICB and LPFT (Service Managers) 



· Administration Support 



















				



8. Declaration of Interests







All members of the panel are responsible for declaration of interests at the beginning of each meeting.



















				



9. Administration 







The CYP OOAT’s Panel agree that: 



· The agenda for each meeting will be circulated / uploaded to the O drive 4 days in advance of the meeting. 



· The minutes for each meeting will be circulated / uploaded to the O drive 4 days after panel. 



· All actions will be uploaded to the O drive on the day of panel if possible and if not on the next working day. 



· All outcome letters are to be sent out within 5 working days of the panel. 



· To develop systems, processes and working relationships to ensure quality monitoring is robust, shared where appropriate and consistent, and avoids where possible duplication of work. 



















				



10. Minutes and agreed actions: 







The CYP OAT’s panel agree that: 



· Agreed actions and a brief summary of the meeting will be undertaken at each meeting on the appropriate spreadsheet and agreed on the day



· The minutes will capture a brief summary of the discussion but will detail agreed action, who is responsible for the agreed action and when by. 



















				



11. Accountability 







The CYP OAT’s panel is responsible to the following authorities: 



· NHS Lincolnshire ICB 



· Lincolnshire Partnership Foundation Trust



· Lincolnshire County Council



· LCHS



· ULHT



















				



12. Governance Arrangements 







Each organisation will be responsible for key quality and safety issues, actions and progress through their respective governance structures. 







· All members of the panel are responsible for providing feedback to relevant parties, using the most appropriate communication processes. 



· All members of the panel are expected to contribute to the agenda and fully engage in meetings 



· All members of the panel are expected to share training experiences for shared learning 



· To ensure Mental Capacity Act / Deprivation of Liberty Safeguards (DoL’S) are promoted and assurance is gained on how the principles are embedded into practice. Liberty Protection Safeguards (LPS) are planned to replace DoL’S in 2022. 



















				



13. Conduct 







Members of the panel should always remain professional and act in accordance with individual professional bodies Codes of practice and Terms and Conditions of employment.























				



14. Review Arrangements 







Terms of Reference and contents within, such as the chair, membership and reporting arrangements for the CYP OAT’s panel will be reviewed after the first 3 months of inception and annually thereafter. 
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Transition from children’s to adults’ services for young people using health or social care
services (NG43)

Your responsibility

The recommendations in this guideline represent the view of NICE, arrived at after careful
consideration of the evidence available. When exercising their judgement, professionals
and practitioners are expected to take this guideline fully into account, alongside the
individual needs, preferences and values of their patients or the people using their service.
It is not mandatory to apply the recommendations, and the guideline does not override the
responsibility to make decisions appropriate to the circumstances of the individual, in
consultation with them and their families and carers or guardian.

All problems (adverse events) related to a medicine or medical device used for treatment
or in a procedure should be reported to the Medicines and Healthcare products Regulatory
Agency using the Yellow Card Scheme.

Local commissioners and providers of healthcare have a responsibility to enable the
guideline to be applied when individual professionals and people using services wish to
use it. They should do so in the context of local and national priorities for funding and
developing services, and in light of their duties to have due regard to the need to eliminate
unlawful discrimination, to advance equality of opportunity and to reduce health
inequalities. Nothing in this guideline should be interpreted in a way that would be
inconsistent with complying with those duties.

Commissioners and providers have a responsibility to promote an environmentally
sustainable health and care system and should assess and reduce the environmental
impact of implementing NICE recommendations wherever possible.
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Transition from children’s to adults’ services for young people using health or social care
services (NG43)
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Transition from children’s to adults’ services for young people using health or social care
services (NG43)

This guideline is the basis of QS140.

Overview

This guideline covers the period before, during and after a young person moves from
children's to adults' services. It aims to help young people and their carers have a better
experience of transition by improving the way it's planned and carried out. It covers both
health and social care.

The Care Quality Commission uses NICE guidelines as evidence to inform the inspection
process.

Who is it for?

e Health and social care providers

e Health and social care practitioners in children's and adult health, mental health and
social care services

o Other practitioners working with young people who use health and social care
services, for example, those working in education and employment agencies

e Young people using heath or social care services who may need support from adults'
services in the future, and their parents or carers

Commissioners should ensure that any service specifications take into account the
recommendations in this guideline and the NICE quality standard on transition from
children's to adults' services.
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Transition from children’s to adults’ services for young people using health or social care
services (NG43)

Recommendations

People have the right to be involved in discussions and make informed decisions
about their care, as described in NICE's information on making decisions about your
care.

Making decisions using NICE guidelines explains how we use words to show the
strength (or certainty) of our recommendations, and has information about
prescribing medicines (including off-label use), professional guidelines, standards
and laws (including on consent and mental capacity), and safeguarding.

11 Overarching principles

1.1 Involve young people and their carers in service design, delivery and
evaluation related to transition by:

co-producing transition policies and strategies with them

planning, co-producing and piloting materials and tools

asking them if the services helped them achieve agreed outcomes

feeding back to them about the effect their involvement has had.

11.2 Ensure transition support is developmentally appropriate, taking into
account the person's:

e maturity

e cognitive abilities

e psychological status

e needs in respect of long-term conditions
e social and personal circumstances

e caring responsibilities

© NICE 2023. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and- Page 5 of
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Transition from children’s to adults’ services for young people using health or social care
services (NG43)

11.3

11.4

e communication needs.

Ensure transition support:

e is strengths-based and focuses on what is positive and possible for the young

person rather than on a pre-determined set of transition options

« identifies the support available to the young person, which includes but is not

limited to their family or carers.

Use person-centred approaches to ensure that transition support:

treats the young person as an equal partner in the process and takes full
account of their views and needs

involves the young person and their family or carers, primary care practitioners
and colleagues in education, as appropriate

supports the young person to make decisions and builds their confidence to
direct their own care and support over time

fully involves the young person in terms of the way it is planned, implemented
and reviewed

addresses all relevant outcomes, including those related to:
— education and employment

— community inclusion

— health and wellbeing, including emotional health

— independent living and housing options

e involves agreeing goals with the young person

 includes a review of the transition plan with the young person at least annually

or more often if their needs change.

Health and social care service managers in children's and adults'
services should work together in an integrated way to ensure a smooth
and gradual transition for young people. This work could involve, for
example, developing:

© NICE 2023. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and- Page 6 of
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Transition from children’s to adults’ services for young people using health or social care
services (NG43)

11.6

11.7

11.8

1.2

e ajoint mission statement or vision for transition

e jointly agreed and shared transition protocols, information-sharing protocols

and approaches to practice.

Note: For young people with education health and care plans (see the gov.uk
quide), local authorities and health commissioners must work together in an

integrated way, as set out in the Children and Families Act 2014.

Service managers in both adults' and children's services, across health,
social care and education, should proactively identify and plan for young
people in their locality with transition support needs.

Every service involved in supporting a young person should take
responsibility for sharing safeguarding information with other
organisations, in line with local information-sharing and confidentiality
policies.

Check that the young person is registered with a GP.

Consider ensuring the young person has a named GP.

Transition planning

Timing and review

1.21

1.2.2

For groups not covered by health, social care and education legislation,
practitioners should start planning for adulthood from year 9 (age 13
or 14) at the latest. For young people entering the service close to the
point of transfer, planning should start immediately.

Note: For young people with education, health and care plans this must
happen from year 9, as set out in the Children and Families Act 2014. For
young people leaving care, this must happen from age 15-and-a-half.

Start transition planning early for young people in out-of-authority
placements.
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Transition from children’s to adults’ services for young people using health or social care
services (NG43)

1.2.3  Ensure the transition planning is developmentally appropriate and takes
into account each young person's capabilities, needs and hopes for the
future. The point of transfer should:

e not be based on a rigid age threshold
o take place at a time of relative stability for the young person.

1.2.4  Hold an annual meeting to review transition planning, or more frequently
if needed. Share the outcome with all those involved in delivering care to
the young person. This meeting should:

 involve all practitioners providing support to the young person and their family
or carers, including the GP (this could be either in person or via
teleconferencing or video)

 involve the young person and their family or carers

e inform a transition plan that is linked to other plans the young person has in
respect of their care and support.

Note: For young people with a child in need plan, an education, health and care
plan or a care and support plan, local authorities must carry out a review, as
set out in the Children Act 1989, the Children and Families Act 2014 and the
Care Act 2014.

A named worker

1.2.5  Help the young person to identify a single practitioner — who should act
as a 'named worker' — to coordinate their transition care and support.
This person could be supported by an administrator.

1.2.6 The named worker:
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Transition from children’s to adults’ services for young people using health or social care
services (NG43)

e could be, depending on the young person's needs:

— anurse, youth worker or another health, social care or education
practitioner

— an allied health professional
— the named GP (see recommendation 1.1.9)
— an existing keyworker, transition worker or personal adviser

e should be someone with whom the young person has a meaningful
relationship.

1.2.7 The named worker should:

oversee, coordinate or deliver transition support, depending on the nature of
their role

e be the link between the young person and the various practitioners involved in
their support, including the named GP

e arrange appointments with the GP where needed as part of transition

e help the young person navigate services, bearing in mind that many may be
using a complex mix of care and support

e support the young person's family, if appropriate
e ensure that young people who are also carers can access support

e act as a representative for the young person, if needed (that is to say, someone
who can provide support or advocate for them)

e proactively engage primary care in transition planning

 direct the young person to other sources of support and advice, for example,
peer advocacy support groups provided by voluntary and community sector
services

» think about ways to help the young person to get to appointments, if needed

e provide advice and information.
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Transition from children’s to adults’ services for young people using health or social care
services (NG43)

1.2.8  The named worker should ensure that the young person is offered
support with the following aspects of transition, if relevant for them
(which may include directing them to other services):

education and employment

community inclusion

health and wellbeing, including emotional health

independent living and housing options.

1.2.9 The named worker should:

e support the young person for the time defined in relevant legislation, or a
minimum of 6 months before and after transfer (the exact length of time should
be negotiated with the young person)

e hand over their responsibilities as named worker to someone in adults'
services, if they are based in children's services.

1.210  For disabled young people in education, the named worker should liaise
with education practitioners to ensure comprehensive student-focused
transition planning is provided. This should involve peer advocacy, and
friends and mentors as active participants.

Involving young people

1211 Offer young people help to become involved in their transition planning.
This may be through:

peer support

coaching and mentoring

advocacy

the use of mobile technology.

1.212  Service managers should ensure a range of tools is available, and used,
to help young people communicate effectively with practitioners. These

© NICE 2023. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and- Page 10 of
conditions#notice-of-rights). 35









Transition from children’s to adults’ services for young people using health or social care
services (NG43)

may include, for example:

e ways to produce a written record of how a young person communicates, for
example, communication passports or 1-page profiles

e ways to help the young person communicate, for example, communication
boards and digital communication tools.

Building independence

1.2.13

1.2.14

1.2.15

1.2.16

1227

1.2.18

Include information about how young people will be supported to
develop and sustain social, leisure and recreational networks in the
transition plan.

Include information and signposting to alternative non-statutory services,
including condition-specific support services, in transition planning. This

may be particularly important for people who do not meet the criteria for

statutory adult services.

Put young people in touch with peer support groups if they want such
contacts. This type of support:

e may be provided by voluntary- and community-sector organisations, such as
specific support groups or charities

» should be provided in a way that ensures the safety and wellbeing of the young
people involved.

Consider providing opportunities for young people to have individual
peer support and mentoring during transition from children's to adults'
services.

If the young person has long-term conditions, ensure they are helped to
manage their own condition as part of the overall package of transition
support. This should include an assessment of the young person's ability
to manage their condition, self-confidence and readiness to move to
adults' services.

For detailed recommendations on supporting looked-after children
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Transition from children’s to adults’ services for young people using health or social care

services (NG43)

moving to independent living see the section on preparing for
independence in NICE's guideline on looked-after children and young

people.

Involving parents and carers

1.2.19

1.2.20

1.2.21

1.2.22

1.3

1.31

Ask the young person regularly how they would like their parents or
carers to be involved throughout their transition, including when they
have moved to adults' services.

Discuss the transition with the young person's parents or carers to
understand their expectations about transition. This should include:

e recognising that the young person's preferences about their parents'
involvement may be different and should be respected

e taking into account the young person's capacity, following the principles of the

Mental Capacity Act and other relevant legislation, as necessary.

Help young people develop confidence in working with adults' services
by giving them the chance to raise any concerns and queries separately
from their parents or carers.

Adults' services should take into account the individual needs and
wishes of the young person when involving parents or carers in
assessment, planning and support. For young people with an education,
health and care plan or a care and support plan this must happen, as set
out in the Children and Families Act 2014 and the Care Act 2014.

Support before transfer

Children's and adults' service managers should ensure that a practitioner
from the relevant adult services meets the young person before they
transfer from children's services. This could be, for example, by:

e arranging joint appointments

e running joint clinics
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Transition from children’s to adults’ services for young people using health or social care

services (NG43)

1.3.2

1.3.3

1.3.4

e pairing a practitioner from children's services with one from adults' services.

Children's and adults' service managers should ensure that there is a
contingency plan in place for how to provide consistent transition
support if the named worker leaves their position.

Consider working with the young person to create a personal folder that
they share with adults' services. This should be in the young person's
preferred format. It should be produced early enough to form part of
discussions with the young person about planning their transition (for
example, 3 months before transfer). It could contain:

a 1-page profile

e information about their health condition, education and social care needs
» their preferences about parent and carer involvement

e emergency care plans

e history of unplanned admissions

their strengths, achievements, hopes for the future and goals.

All children's and adults' services should give young people and their
families or carers information about what to expect from services and
what support is available to them. This information should be provided
early enough to allow young people time to reflect and discuss with
parents, carers or practitioners if they want to (for example, 3 months
before transfer). It should:

e bein an accessible format, depending on the needs and preferences of the

young person (this could include, for example, written information,

computer-based reading programmes, audio or braille formats for disabled

young people)
e describe the transition process

e describe what support is available before and after transfer

» describe where they can get advice about benefits and what financial support

they are entitled to.
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Support from the named worker

1.3.5

1.3.6

1.3.7

1.3.8

1.3.9

1.4

1.41

Consider finding ways to help the young person become familiar with
adults' services. This could be through the use of young adult support
teams, joint or overlapping appointments, or visits to the adults' service
with someone from children's services.

Support young people to visit adults' services they may potentially use,
so they can see what they are like first-hand and can make informed
choices.

If a young person is eligible for adults' social care services, the named
worker:

e must make sure the young person and their family or carers (if the young
person wants them involved; see recommendations 1.2.20 to 1.2.21) are given
information about different ways of managing their care and support, such as
personal budgets

e should give the young person the opportunity to test out different ways of
managing their care, in order to build their confidence in taking ownership of
this over time. This should be done using a stepped approach.

If a young person is not eligible for statutory adult care and support
services, make sure that they, and their family or carers, are given
information about alternative support.

If a young person does not meet the criteria for specialist adult health
services, recognise that involving the GP in transition planning is
absolutely critical.

Support after transfer

If a young person has moved to adults' services and does not attend
meetings, appointments or engage with services, adult health and social
care, working within safeguarding protocols, should:

e try to contact the young person and their family
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1.4.2

1.4.3

1.4.4

1.4.5

1.5

» follow up the young person
 involve other relevant professionals, including the GP.

If, after assessment, the young person does not engage with health and
social care services, the relevant provider should refer back to the
named worker with clear guidance on re-referral (if applicable).

If a young person does not engage with adults' services and has been
referred back to the named worker, the named worker should review the
person-centred care and support plan with the young person to identify:

e how to help them use the service, or
e an alternative way to meet their support needs.

Ensure that the young person sees the same healthcare practitioner in
adults' services for the first 2 attended appointments after transfer.

Ensure that the young person sees the same social worker throughout

the assessment and planning process and until the first review of their
care and support plan has been completed.

Supporting infrastructure

Ownership

1.51

1.5.2

Each health and social care organisation, in both children's and adults'
services supporting young people in transition, should nominate:

e 1 senior executive to be accountable for developing and publishing transition
strategies and policies

e 1 senior manager to be accountable for implementing transition strategies and
policies.

The senior executive should be responsible for championing transitions
at a strategic level.
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1.5.3

The senior manager should be responsible for:

e liaising with the senior executive

e championing, implementing, monitoring and reviewing the effectiveness of

transition strategies and policies.

Planning and developing transition services

1.5.4

1.5.5

1.5.6

1.5.7

1.5.8

Consider making independent advocacy available to support young
people after they transfer to adults' services. This is in addition to the
statutory duty to provide advocacy under the Care Act 2014.

Consider establishing local, integrated youth forums for transition to
provide feedback on existing service quality and to highlight any gaps.
These forums should:

e meet regularly

 link with existing structures where these exist

 involve people with a range of care and support needs, such as:
— people with physical and mental health needs
— people with learning disabilities
— people who use social care services.

Ensure that data from education, health and care plans is used to inform
service planning.

Carry out a gap analysis to identify and respond to the needs of young
people who have been receiving support from children's services,
including child and adolescent mental health services, but who are not
able to get support from adult services. The gap analysis should inform
local planning and commissioning of services.

When carrying out the gap analysis:
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» take into account resources already available in primary care practices

 include young people who don't meet eligibility criteria for support from adults'
services and those for whom services are not available for another reason

e pay particular attention to young people:
— with neurodevelopmental disorders
— with cerebral palsy
— with challenging behaviour, or
— who are being supported with palliative care.

1.5.9  Jointly plan services for all young people making a transition from
children's to adults' services. For young people with education, health
and care plans, local authorities and health commissioners must jointly
commission services, as per the Children and Families Act 2014.

1510  Consider joining up services for young people who are involved with
multiple medical specialties. This might include a single physician, such
as a rehabilitation consultant, taking a coordinating role.

Developmentally appropriate service provision

1511 Service managers should ensure there are developmentally appropriate
services for children, young people and adults to support transition, for
example, age-banded clinics.

Terms used in this guideline

Developmentally appropriate

An approach to supporting young people that recognises them as a distinct group, subject
to constantly changing circumstances. Developmentally appropriate care and support
considers the young person as a whole, addressing their biological, psychological and
social development in the broadest terms. This approach will need joined-up service
provision, and for the young person to be informed about, and supported to play an active
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role in, their care and support (Farre et al. [2015] Developmentally appropriate healthcare
for young people: a scoping study).

Gap analysis

An exercise carried out to understand the difference between the amount and type of
services needed and the amount and type of services available. This could also be
extended to understand the difference between the services people expect and those that
are available.

Named worker

The named worker is a role rather than a job title. This should be 1 of the people from
among the group of workers providing care and support to the young person, who has
been designated to take a coordinating role. It could be, for example, a nurse, youth
worker, an allied health professional or another health and social care practitioner. It could
also be someone who already has the title keyworker, transition worker or personal
adviser.

Person-centred

This means seeing the person using care and support as an individual and an equal
partner who can make choices about their own care and support. The recommendations in
this guideline seek to ensure that all of a young person's needs are supported, including
those related to their wider context (for example, education and employment, community
inclusion, health and wellbeing including emotional health, and independent living and
housing options).

Pooled budget

A type of partnership arrangement whereby NHS organisations and local authorities
contribute an agreed level of resource into a single 'pot' that is then used to commission or
deliver health and social care services.

Strengths-based

Strengths-based practice involves the person who uses services and the practitioners

© NICE 2023. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and- Page 18 of
conditions#notice-of-rights). 35





http://www.ncbi.nlm.nih.gov/pubmed/25260519



http://www.ncbi.nlm.nih.gov/pubmed/25260519







Transition from children’s to adults’ services for young people using health or social care
services (NG43)

who support them working together to achieve the person's intended outcomes, in a way
that draws on the person's strengths. The quality of the relationship between those
providing support and those being supported is particularly important, as are the skills and
experience that the person using support brings to the process (Strengths-based
approaches, Social Care Institute for Excellence).

Transfer

The actual point at which the responsibility for providing care and support to a person
moves from a children's to an adults' provider.

Transition

The process of moving from children's to adults' services. It refers to the full process
including initial planning, the actual transfer between services, and support throughout.

For other social care terms see the Think Local, Act Personal Care and Support Jargon
Buster.

To find out what NICE has said on topics related to this guideline, see our webpage on
service transition.
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Implementation: getting started

This section highlights 4 areas of the transition from children's to adults' services for
young people using health or social care services guideline that could have a big impact
on practice and be challenging to implement, along with the reasons why change needs to
happen in these areas. The reasons are given in the box at the start of each area. We
identified these with the help of stakeholders and guideline committee members (see the
section on resources to support putting the guideline into practice in NICE's developing
NICE guidelines: the manual).

The challenge: adults' services taking joint
responsibility with children's services for
transition

See recommendations 1.1.5 and 1.1.6, recommendation 1.3.1 and recommendations 1.5.9 to
1.5.11

Taking joint responsibility, as emphasised in the government's guidance supporting
the Care Act and Children and Families Act, will help to ensure:

o greater continuity and higher quality of care for young people using, and
transferring between, children's and adults' services

o better communication and more successful implementation of transition
protocols

e better outcomes for young people.

Equal responsibility

Managers and practitioners across children's and adults' services need to recognise that
the structural and cultural differences between their services can make transition more
difficult and confusing for young people and their families. Differences in areas such as IT
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systems, approaches to practice and how the services are accessed, organised, managed

and led can result in a lack of confidence in adults' services on the part of young people,
their families and children's services practitioners. This can make them reluctant to fully

engage in the transition process and with adults' services.

What can commissioners, managers and practitioners do to help?

Jointly review current systems and practice to identify where changes are needed to
support sharing responsibility. The Preparing for Adulthood programme's self-
evaluation tools may be helpful.

Involve young people and their families, together with professionals, to explore any
concerns and assumptions that might limit the effectiveness of the transition process.
These may include job roles and responsibilities, funding, understanding of the
process and how it works, differing priorities and timescales, and issues with
attachment or trust. The Participation Works resources may help.

Jointly review service provision to identify where there is no equivalent adult service
to refer young people to, or where young people may need to transfer to more than
1 adult service. Establish a protocol outlining what to do in such circumstances.

Consider seconding people working in adults' services to children's services (and vice
versa). Consider also creating a transitions team with workers from both services, to
create a shared sense of responsibility for the process of transition and encourage the

sharing of knowledge and experience.

The challenge: joint planning, development and
commissioning of services involved in transition

across children's and adults' health and social care

See recommendation 1.1.6, recommendation 1.5.1 and recommendations 1.5.5 to 1.5.11
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Joint planning, development and commissioning can result in:

o the provision of developmentally appropriate support, and if necessary, services
specifically tailored to young people up to the age of 25

e better communication and joint working between services, and a more
coordinated approach

 better outcomes for young people.

A joint approach

Transition from children's to adults' services can be a complex process, spanning a range
of agencies and specialisms. The absence of a coordinated approach to providing services
across health, education and social care can result in ineffective communication, poor
engagement, discontinuity of care and staff feeling unclear about the process and their
role in it.

Adults' and children's services need to come together to pool funding, addressing the
structural and cultural barriers that prevent them from achieving this. Transitional care
should become a shared priority, despite the current pressures on public funds.

What can commissioners and managers do to help?

o Develop a locally shared vision and policy for transition. Consider using the 4 areas
outlined in the 'Preparing for adulthood' chapter of the Department for Education and
Department of Health and Social Care's Special educational needs and disability code
of practice: 0 to 25 years (preparing for higher education or employment, independent
living, participating in society and being as healthy as possible) to inform this process.
Work with young people and their families to understand the impact of a poor
transition and apply this knowledge to improve transition services.

© NICE 2023. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and- Page 22 of
conditions#notice-of-rights). 35





http://www.gov.uk/government/publications/send-code-of-practice-0-to-25



http://www.gov.uk/government/publications/send-code-of-practice-0-to-25



http://www.gov.uk/government/publications/send-code-of-practice-0-to-25







Transition from children’s to adults’ services for young people using health or social care
services (NG43)

o Review local practices, systems and policies to determine whether the current
approach is developmentally appropriate. In reviewing policies it may be useful to pay
particular attention to:

— consulting with young people alone when they are over 18, while supporting
parental involvement

— admissions of young people to adult wards
— parental visits on adult wards, and

— managing non-attendance at clinics.

The practice prompts in the Together for Short Lives' guide on making a difference
for young adult patients may help.

e Develop joint commissioning arrangements and pooled budgets between children's
and adults' services, across health, education and social care. Identify where there are
barriers that prevent this from happening effectively. The Preparing for Adulthood
programme's guide to joint commissioning may be useful, as may NHS England's
Model specification for transitions from child and adolescent mental health services.

e Use existing systems, for example, hospital and social care IT and user record-keeping
systems, to identify young people in transition (up to the age of 25). This could help
the commissioning and allocation of resources for transition across both children's and
adults' services. It will also support ongoing quality improvement.

The challenge: improving front-line practice with
young people through training in developmentally
appropriate services and person-centred practice

See recommendations 1.1.1 to 1.1.4 and recommendation 1.2.3
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Improving front-line practice will ensure:

e each young person approaching or entering the transition phase receives person-
centred and developmentally appropriate care and support

e young people are more likely to positively engage with services, and understand
their own health and support needs

e each young person is more likely to achieve their goals and hopes for the next
stage of their life.

Improved practice with young people

To provide effective support to young people during their transition, practitioners need to
understand the concept of developmentally appropriate care and what it means within the
context of their role and service. Managers should ensure that practitioners focus on
improving practice and receive the support and training they need to do so.
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What can managers and practitioners do to help?

e Ensure that everyone working with young people in transition up to the age of 25, in
children's and adults' services, understands:

— the principles of person-centred care
— young people's communication needs

— young people's development (biological, cognitive, psychological, psychosocial,
sexual, social)

— the legal context and framework related to supporting young people through
transition, including consent and safeguarding

— supporting young people with special educational needs and disabilities

— the need to support young people holistically, taking into account the outcomes to
be achieved in respect of:

<> education and employment
<> community inclusion
<> health and wellbeing including emotional health
<> independent living and housing options
— how to involve families and carers in a supportive, professional way.

e Give all staff delivering direct care training that involves face-to-face interaction with
young people, for example, through shadowing.

» Offer training or advice for staff not directly providing care. This could include, for
example, listening to young people's views and experiences through e-learning or
case-study videos, or through case-based discussion.
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e Review the local approach to assessments to ensure they:
— are person-centred
— consider the most appropriate communication methods
— identify any mental capacity issues
— identify and address any need for advocacy
— share information with young people and their families

— recognise and support the gradually evolving autonomy of young people, including
self-management of any health condition.

e Plan and attend joint training in person-centred planning and developmentally
appropriate health and social care. Ensure the sessions genuinely involve people from
various agencies who are involved in transition. Consider involving professionals
already trained to support people of all ages (for example, clinical psychologists) to
help inform the sessions. National Voices' My life, my support, my choice gives
examples of what is important to young people and their families. The Preparing for
Adulthood's workforce development guide to supporting staff working with young
people preparing for adult life may also be useful.

o Seek opportunities for reflecting on practice and sharing learning — for example, during
team meetings, supervision or hand-overs.

The challenge: maximising opportunities for young
people who have become disengaged or who are not
eligible for adults' services to access care and
support

See recommendations 1.2.14 and 1.2.15, recommendations 1.3.8 and 1.3.9,
recommendations 1.4.1 to 1.4.3 and recommendations 1.5.7 and 1.5.8
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Increasing opportunities for this group of young people to access services will:

e ensure all young people receive the health and social care support that they need

e reduce the likelihood that they will need a higher level of support in the future,
and reduce the likelihood of further iliness or increased risk of death

e provide valuable information for strategic planning.

Ongoing contact and support

Managers and practitioners in children's and adults' services need to recognise the risk of
young people becoming disengaged from services during transition and understand the
impact this may have in the future. Care leavers, young offenders and young carers may
be at particular risk. This risk of disengagement can be reduced by ensuring that transition
planning is tailored to the young person, addresses any lifestyle changes, involves their GP
and includes information and signposting to non-statutory services.

What can managers and practitioners across health, education and social care
do to help?

e Use existing systems, for example, hospital and social care IT and user record-keeping
systems, to identify young people in transition (up to the age of 25). Share this
information, where possible, across all departments of all agencies involved in the
young person's care. This should include young people in out-of-borough placements.
The Social Care Institute for Excellence's guide to early and comprehensive
identification may be useful.

e Build strong and sustainable links with special schools, looked-after children teams,
and other local teams involved in supporting and protecting children to help identify
young people who have disengaged, or may be disengaging, with services.

» Work with young people and their families to understand and address the impact of a
lack of appropriate services or differing service thresholds that make some people
ineligible for adult care.
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e Ensure all young people have up-to-date information about the full range of care and
support available to them. This should include support from primary care and
pharmacy services. Ensure this is part of the information, advice and support provided
to people in line with the Care Act. The Preparing for Adulthood quide to developing
the preparation for adulthood section of the local offer may be helpful.

o Where there is no adult service for a young person to transfer to, or there is a risk they
may not engage with the adult service, ensure a detailed discharge letter is sent to
their GP. Give the young person information about known and trusted third sector
organisations who could provide support.

o Explore the opportunities to work more flexibly with young people offered by
technology. This could include consultations via Skype and sharing information using
social media.

Need more help?

Further resources are available from NICE that may help to support implementation.

e Annual indicators for use in the Quality and Outcomes Framework (QOF) for the UK.
See the process and the NICE menu of indicators.

o Uptake data about guideline recommendations and quality standard measures.
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Context

This guideline covers both health and social care services. It aims to improve the planning
and delivery of care, and young people's experience as they move from children's to
adults' services. It focuses on all young people aged up to 25 who are going through a
planned transition, including those who have mental health problems, are disabled or who
are looked after.

Transition is defined as a purposeful and planned process of supporting young people to
move from children's to adults' services (Transition: getting it right for young people
Department of Health and Department for Education and Skills). But making this move can
be difficult or provoke anxiety in young people and their carers.

There is a wealth of policy and guidance on agreed principles in respect of good
transitional care, but there is also evidence that these principles are often not reflected in
practice (for example, Beresford and Cavet [2009] Transitions to adult services by
disabled young people leaving out of authority residential schools and the NHS Diabetes
report Diabetes transition — assessment of current best practice and development of a
future work programme to improve transition processes for young people). Without proper
support, young people may not engage with services (Watson 2005, Singh 2009), leading
to a loss of continuity in care. This can be disruptive for young people, particularly during
adolescence when they are at a higher risk of psychosocial problems (Patten and Viner
[2007] Pubertal transitions in health).

Although this guideline does not cover adolescent care more generally, it should be noted
that transition from children's to adults' services takes place within the context of broader
cultural and developmental changes that lead a young person into adulthood. As a result,

young people may be experiencing several changes simultaneously (McDonagh and Viner
[2006] Lost in transition? Between paediatric and adult services).

This guideline has been developed in the context of a complex and rapidly evolving
landscape of guidance and legislation, most notably the Children and Families Act 2014
and the Care Act 2014. While the Care Act and other legislation describe what
organisations must do, this guideline is focused on 'what works' in terms of how to fulfil
those duties. It is relevant to young people using health and social care services, their
families and carers, care providers (including independent and voluntary sector providers),
health and social care practitioners and commissioners (including people who purchase
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their own care). It is particularly aimed at professionals and managers in health and social
care services, in both children's and adults' services.

The guideline will also be relevant to all people working with young people who are
receiving health and social care services, in particular those working in education and
employment agencies, youth justice and housing support.
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Recommendations for research

The committee has made the following recommendations for research.

1 Transition support for young adults

What approaches to providing transition support for those who move from child to adult
services are effective and/or cost-effective?

Why this is important

Many transition policies exist and there are well-established local models for supporting
and improving transition. These models are usually context- and service-specific and very
few have been tested for their clinical and cost effectiveness. There is much evidence
about the nature and magnitude of the problems of transition from children's to adults'
services but very little on what works. Although there were gaps in effectiveness evidence
across both children's and adults' services, the committee agreed that research could
usefully focus in particular on transition interventions in adult services and on young adults
receiving a combination of different services.

2 The role of families in supporting young adults
discharged from children's services

What is the most effective way of helping families to support young people who have been
discharged from children's services (whether or not they meet criteria for adult services)?

Why this is important

Families and carers often feel left out once the young person moves to adults' services,
which can cause them considerable distress and uncertainty. The young person may
themselves ask for their family not to be involved so families may also undergo a
‘transition' in their involvement in the care of the young person. Alternatively, the young
person may want their family involved after they move to adults' services.

We need to understand how best to support and help families and carers through the

© NICE 2023. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and- Page 31 of
conditions#notice-of-rights). 35









Transition from children’s to adults’ services for young people using health or social care
services (NG43)

transition period. A very important subgroup in this regard is young people with long-term
conditions who are leaving care, and who are therefore less likely to have consistent and
long-term support from parents or carers. How can foster carers, social workers or
personal advisers in leaving care services best support young people transitioning from
children's to adult healthcare services?

3 The role of primary care in supporting young
people discharged from children's services

What are the most effective ways for primary care services to be involved in planning and
implementing transition, and following-up young people after transfer (whether or not they
meet criteria for adult services)?

Why this is important

Some young people leaving children's services will not have access to the support or
services previously available to them (for example, physiotherapy) even when their needs
for these services remain unchanged. Other young people will not be considered eligible
for adult services. Young people in care who are placed outside their local authority are
likely to both change providers and GPs during transition. We did not identify any studies
researching the role of primary care during transition for any of these groups.

4 The consequences and costs of poor transition

What are the consequences and the costs of young people with ongoing needs not
making a transition into adult services, or being poorly supported through the process?

Why this is important

Many young people with ongoing needs fall through the transition gap or disengage with
services at this point. Their outcomes remain unknown and are a serious cause for
concern. We need longitudinal studies on the consequences of poor or no transition and
the costs of unmet need as a result of poor transition.

5 Support to carers and practitioners to help young
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people's independence

What is the most effective way to help carers and practitioners support young people's
independence?

Why this is important

An identified barrier to planned and purposeful transitions into adults' services is
supporting adults holding young people back. Both parents and practitioners may prefer
young people to stay on longer in children's services and not feel able to support their
transfer on to adults' services.

6 Supporting young people to manage their
conditions

What is the relationship between transition and subsequent self-management?

Why this is important

Self-management is part of being independent, and so is a part of developmental
transition to adulthood. The most effective models of self-management, and whether
these are generic or disease-specific, still need to be established. Some transition
programmes include training in self-management, others do not. Although growing
independence is part of the transition into adulthood, personalised healthcare and helping
people self-manage tends to be variable. Further research is needed to understand how
self-management training can be built into transition planning and preparation for young
people.

7 Transition in special groups: young offenders
institutions

What is the most effective way of supporting young offenders in transition from children's
to adults' health and social care services?
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Why this is important

Young offenders tend to be vulnerable, with multiple problems. There are concerns that
they tend to undergo particularly poor transitions into adult services. There is a lack of
evidence for this group, despite documented high need and poor outcomes.

8 Transition in special groups: looked-after young
people

What is the most effective way of supporting care leavers in transition from children's to
adults' health services?

Why this is important

The role of birth parents in the management of childhood-onset long-term physical and
mental health conditions is essential at many levels and continues throughout transition.
For young people in local authority care, even if they have had a stable placement or social
worker during their time in children's services, transition is a period when their social care
support is likely to change.

The status of the health service user changes at age 18, when the primary receiver of
information is the young person, not their social worker or foster carer. There is a need for
research on how health and social care services can better collaborate with the young
person during transition, respecting their need for privacy but also enabling inter-agency
communication when this is agreed by the young person.
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Finding more information and committee
details

You can see everything NICE says on this topic in the NICE Pathway on transition from
children's to adults' services.

To find NICE guidance on related topics, including guidance in development, see the NICE
webpage on service transitions.

For full details of the evidence and the guideline committee's discussions, see the full
quideline. You can also find information about how the guideline was developed, including
details of the committee.

NICE has produced tools and resources to help you put this quideline into practice. For
general help and advice on putting our guidelines into practice, see resources to help you
put NICE guidance into practice.

ISBN: 978-1-4731-1704-4

Accreditation

NICE accredited

www.nice.org.uk/accreditation
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Your responsibility

The recommendations in this guideline represent the view of NICE, arrived at after careful
consideration of the evidence available. When exercising their judgement, professionals
and practitioners are expected to take this guideline fully into account, alongside the
individual needs, preferences and values of their patients or the people using their service.
It is not mandatory to apply the recommendations, and the guideline does not override the
responsibility to make decisions appropriate to the circumstances of the individual, in
consultation with them and their families and carers or guardian.

All problems (adverse events) related to a medicine or medical device used for treatment
or in a procedure should be reported to the Medicines and Healthcare products Regulatory
Agency using the Yellow Card Scheme.

Local commissioners and providers of healthcare have a responsibility to enable the
guideline to be applied when individual professionals and people using services wish to
use it. They should do so in the context of local and national priorities for funding and
developing services, and in light of their duties to have due regard to the need to eliminate
unlawful discrimination, to advance equality of opportunity and to reduce health
inequalities. Nothing in this guideline should be interpreted in a way that would be
inconsistent with complying with those duties.

Commissioners and providers have a responsibility to promote an environmentally
sustainable health and care system and should assess and reduce the environmental
impact of implementing NICE recommendations wherever possible.
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This guideline is the basis of QS140.

Overview

This guideline covers the period before, during and after a young person moves from
children's to adults' services. It aims to help young people and their carers have a better
experience of transition by improving the way it's planned and carried out. It covers both
health and social care.

The Care Quality Commission uses NICE guidelines as evidence to inform the inspection
process.

Who is it for?

e Health and social care providers

e Health and social care practitioners in children's and adult health, mental health and
social care services

o Other practitioners working with young people who use health and social care
services, for example, those working in education and employment agencies

e Young people using heath or social care services who may need support from adults'
services in the future, and their parents or carers

Commissioners should ensure that any service specifications take into account the
recommendations in this guideline and the NICE quality standard on transition from
children's to adults' services.
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Recommendations

People have the right to be involved in discussions and make informed decisions
about their care, as described in NICE's information on making decisions about your
care.

Making decisions using NICE guidelines explains how we use words to show the
strength (or certainty) of our recommendations, and has information about
prescribing medicines (including off-label use), professional guidelines, standards
and laws (including on consent and mental capacity), and safeguarding.

11 Overarching principles

1.1 Involve young people and their carers in service design, delivery and
evaluation related to transition by:

co-producing transition policies and strategies with them

planning, co-producing and piloting materials and tools

asking them if the services helped them achieve agreed outcomes

feeding back to them about the effect their involvement has had.

11.2 Ensure transition support is developmentally appropriate, taking into
account the person's:

e maturity

e cognitive abilities

e psychological status

e needs in respect of long-term conditions
e social and personal circumstances

e caring responsibilities
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11.3

11.4

e communication needs.

Ensure transition support:

e is strengths-based and focuses on what is positive and possible for the young

person rather than on a pre-determined set of transition options

« identifies the support available to the young person, which includes but is not

limited to their family or carers.

Use person-centred approaches to ensure that transition support:

treats the young person as an equal partner in the process and takes full
account of their views and needs

involves the young person and their family or carers, primary care practitioners
and colleagues in education, as appropriate

supports the young person to make decisions and builds their confidence to
direct their own care and support over time

fully involves the young person in terms of the way it is planned, implemented
and reviewed

addresses all relevant outcomes, including those related to:
— education and employment

— community inclusion

— health and wellbeing, including emotional health

— independent living and housing options

e involves agreeing goals with the young person

 includes a review of the transition plan with the young person at least annually

or more often if their needs change.

Health and social care service managers in children's and adults'
services should work together in an integrated way to ensure a smooth
and gradual transition for young people. This work could involve, for
example, developing:
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11.6

11.7

11.8

1.2

e ajoint mission statement or vision for transition

e jointly agreed and shared transition protocols, information-sharing protocols

and approaches to practice.

Note: For young people with education health and care plans (see the gov.uk
quide), local authorities and health commissioners must work together in an

integrated way, as set out in the Children and Families Act 2014.

Service managers in both adults' and children's services, across health,
social care and education, should proactively identify and plan for young
people in their locality with transition support needs.

Every service involved in supporting a young person should take
responsibility for sharing safeguarding information with other
organisations, in line with local information-sharing and confidentiality
policies.

Check that the young person is registered with a GP.

Consider ensuring the young person has a named GP.

Transition planning

Timing and review

1.21

1.2.2

For groups not covered by health, social care and education legislation,
practitioners should start planning for adulthood from year 9 (age 13
or 14) at the latest. For young people entering the service close to the
point of transfer, planning should start immediately.

Note: For young people with education, health and care plans this must
happen from year 9, as set out in the Children and Families Act 2014. For
young people leaving care, this must happen from age 15-and-a-half.

Start transition planning early for young people in out-of-authority
placements.
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1.2.3  Ensure the transition planning is developmentally appropriate and takes
into account each young person's capabilities, needs and hopes for the
future. The point of transfer should:

e not be based on a rigid age threshold
o take place at a time of relative stability for the young person.

1.2.4  Hold an annual meeting to review transition planning, or more frequently
if needed. Share the outcome with all those involved in delivering care to
the young person. This meeting should:

 involve all practitioners providing support to the young person and their family
or carers, including the GP (this could be either in person or via
teleconferencing or video)

 involve the young person and their family or carers

e inform a transition plan that is linked to other plans the young person has in
respect of their care and support.

Note: For young people with a child in need plan, an education, health and care
plan or a care and support plan, local authorities must carry out a review, as
set out in the Children Act 1989, the Children and Families Act 2014 and the
Care Act 2014.

A named worker

1.2.5  Help the young person to identify a single practitioner — who should act
as a 'named worker' — to coordinate their transition care and support.
This person could be supported by an administrator.

1.2.6 The named worker:
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e could be, depending on the young person's needs:

— anurse, youth worker or another health, social care or education
practitioner

— an allied health professional
— the named GP (see recommendation 1.1.9)
— an existing keyworker, transition worker or personal adviser

e should be someone with whom the young person has a meaningful
relationship.

1.2.7 The named worker should:

oversee, coordinate or deliver transition support, depending on the nature of
their role

e be the link between the young person and the various practitioners involved in
their support, including the named GP

e arrange appointments with the GP where needed as part of transition

e help the young person navigate services, bearing in mind that many may be
using a complex mix of care and support

e support the young person's family, if appropriate
e ensure that young people who are also carers can access support

e act as a representative for the young person, if needed (that is to say, someone
who can provide support or advocate for them)

e proactively engage primary care in transition planning

 direct the young person to other sources of support and advice, for example,
peer advocacy support groups provided by voluntary and community sector
services

» think about ways to help the young person to get to appointments, if needed

e provide advice and information.
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1.2.8  The named worker should ensure that the young person is offered
support with the following aspects of transition, if relevant for them
(which may include directing them to other services):

education and employment

community inclusion

health and wellbeing, including emotional health

independent living and housing options.

1.2.9 The named worker should:

e support the young person for the time defined in relevant legislation, or a
minimum of 6 months before and after transfer (the exact length of time should
be negotiated with the young person)

e hand over their responsibilities as named worker to someone in adults'
services, if they are based in children's services.

1.210  For disabled young people in education, the named worker should liaise
with education practitioners to ensure comprehensive student-focused
transition planning is provided. This should involve peer advocacy, and
friends and mentors as active participants.

Involving young people

1211 Offer young people help to become involved in their transition planning.
This may be through:

peer support

coaching and mentoring

advocacy

the use of mobile technology.

1.212  Service managers should ensure a range of tools is available, and used,
to help young people communicate effectively with practitioners. These
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may include, for example:

e ways to produce a written record of how a young person communicates, for
example, communication passports or 1-page profiles

e ways to help the young person communicate, for example, communication
boards and digital communication tools.

Building independence

1.2.13

1.2.14

1.2.15

1.2.16

1227

1.2.18

Include information about how young people will be supported to
develop and sustain social, leisure and recreational networks in the
transition plan.

Include information and signposting to alternative non-statutory services,
including condition-specific support services, in transition planning. This

may be particularly important for people who do not meet the criteria for

statutory adult services.

Put young people in touch with peer support groups if they want such
contacts. This type of support:

e may be provided by voluntary- and community-sector organisations, such as
specific support groups or charities

» should be provided in a way that ensures the safety and wellbeing of the young
people involved.

Consider providing opportunities for young people to have individual
peer support and mentoring during transition from children's to adults'
services.

If the young person has long-term conditions, ensure they are helped to
manage their own condition as part of the overall package of transition
support. This should include an assessment of the young person's ability
to manage their condition, self-confidence and readiness to move to
adults' services.

For detailed recommendations on supporting looked-after children
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moving to independent living see the section on preparing for
independence in NICE's guideline on looked-after children and young

people.

Involving parents and carers

1.2.19

1.2.20

1.2.21

1.2.22

1.3

1.31

Ask the young person regularly how they would like their parents or
carers to be involved throughout their transition, including when they
have moved to adults' services.

Discuss the transition with the young person's parents or carers to
understand their expectations about transition. This should include:

e recognising that the young person's preferences about their parents'
involvement may be different and should be respected

e taking into account the young person's capacity, following the principles of the

Mental Capacity Act and other relevant legislation, as necessary.

Help young people develop confidence in working with adults' services
by giving them the chance to raise any concerns and queries separately
from their parents or carers.

Adults' services should take into account the individual needs and
wishes of the young person when involving parents or carers in
assessment, planning and support. For young people with an education,
health and care plan or a care and support plan this must happen, as set
out in the Children and Families Act 2014 and the Care Act 2014.

Support before transfer

Children's and adults' service managers should ensure that a practitioner
from the relevant adult services meets the young person before they
transfer from children's services. This could be, for example, by:

e arranging joint appointments

e running joint clinics
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1.3.2

1.3.3

1.3.4

e pairing a practitioner from children's services with one from adults' services.

Children's and adults' service managers should ensure that there is a
contingency plan in place for how to provide consistent transition
support if the named worker leaves their position.

Consider working with the young person to create a personal folder that
they share with adults' services. This should be in the young person's
preferred format. It should be produced early enough to form part of
discussions with the young person about planning their transition (for
example, 3 months before transfer). It could contain:

a 1-page profile

e information about their health condition, education and social care needs
» their preferences about parent and carer involvement

e emergency care plans

e history of unplanned admissions

their strengths, achievements, hopes for the future and goals.

All children's and adults' services should give young people and their
families or carers information about what to expect from services and
what support is available to them. This information should be provided
early enough to allow young people time to reflect and discuss with
parents, carers or practitioners if they want to (for example, 3 months
before transfer). It should:

e bein an accessible format, depending on the needs and preferences of the

young person (this could include, for example, written information,

computer-based reading programmes, audio or braille formats for disabled

young people)
e describe the transition process

e describe what support is available before and after transfer

» describe where they can get advice about benefits and what financial support

they are entitled to.
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Support from the named worker

1.3.5

1.3.6

1.3.7

1.3.8

1.3.9

1.4

1.41

Consider finding ways to help the young person become familiar with
adults' services. This could be through the use of young adult support
teams, joint or overlapping appointments, or visits to the adults' service
with someone from children's services.

Support young people to visit adults' services they may potentially use,
so they can see what they are like first-hand and can make informed
choices.

If a young person is eligible for adults' social care services, the named
worker:

e must make sure the young person and their family or carers (if the young
person wants them involved; see recommendations 1.2.20 to 1.2.21) are given
information about different ways of managing their care and support, such as
personal budgets

e should give the young person the opportunity to test out different ways of
managing their care, in order to build their confidence in taking ownership of
this over time. This should be done using a stepped approach.

If a young person is not eligible for statutory adult care and support
services, make sure that they, and their family or carers, are given
information about alternative support.

If a young person does not meet the criteria for specialist adult health
services, recognise that involving the GP in transition planning is
absolutely critical.

Support after transfer

If a young person has moved to adults' services and does not attend
meetings, appointments or engage with services, adult health and social
care, working within safeguarding protocols, should:

e try to contact the young person and their family
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1.4.2

1.4.3

1.4.4

1.4.5

1.5

» follow up the young person
 involve other relevant professionals, including the GP.

If, after assessment, the young person does not engage with health and
social care services, the relevant provider should refer back to the
named worker with clear guidance on re-referral (if applicable).

If a young person does not engage with adults' services and has been
referred back to the named worker, the named worker should review the
person-centred care and support plan with the young person to identify:

e how to help them use the service, or
e an alternative way to meet their support needs.

Ensure that the young person sees the same healthcare practitioner in
adults' services for the first 2 attended appointments after transfer.

Ensure that the young person sees the same social worker throughout

the assessment and planning process and until the first review of their
care and support plan has been completed.

Supporting infrastructure

Ownership

1.51

1.5.2

Each health and social care organisation, in both children's and adults'
services supporting young people in transition, should nominate:

e 1 senior executive to be accountable for developing and publishing transition
strategies and policies

e 1 senior manager to be accountable for implementing transition strategies and
policies.

The senior executive should be responsible for championing transitions
at a strategic level.
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1.5.3

The senior manager should be responsible for:

e liaising with the senior executive

e championing, implementing, monitoring and reviewing the effectiveness of

transition strategies and policies.

Planning and developing transition services

1.5.4

1.5.5

1.5.6

1.5.7

1.5.8

Consider making independent advocacy available to support young
people after they transfer to adults' services. This is in addition to the
statutory duty to provide advocacy under the Care Act 2014.

Consider establishing local, integrated youth forums for transition to
provide feedback on existing service quality and to highlight any gaps.
These forums should:

e meet regularly

 link with existing structures where these exist

 involve people with a range of care and support needs, such as:
— people with physical and mental health needs
— people with learning disabilities
— people who use social care services.

Ensure that data from education, health and care plans is used to inform
service planning.

Carry out a gap analysis to identify and respond to the needs of young
people who have been receiving support from children's services,
including child and adolescent mental health services, but who are not
able to get support from adult services. The gap analysis should inform
local planning and commissioning of services.

When carrying out the gap analysis:
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» take into account resources already available in primary care practices

 include young people who don't meet eligibility criteria for support from adults'
services and those for whom services are not available for another reason

e pay particular attention to young people:
— with neurodevelopmental disorders
— with cerebral palsy
— with challenging behaviour, or
— who are being supported with palliative care.

1.5.9  Jointly plan services for all young people making a transition from
children's to adults' services. For young people with education, health
and care plans, local authorities and health commissioners must jointly
commission services, as per the Children and Families Act 2014.

1510  Consider joining up services for young people who are involved with
multiple medical specialties. This might include a single physician, such
as a rehabilitation consultant, taking a coordinating role.

Developmentally appropriate service provision

1511 Service managers should ensure there are developmentally appropriate
services for children, young people and adults to support transition, for
example, age-banded clinics.

Terms used in this guideline

Developmentally appropriate

An approach to supporting young people that recognises them as a distinct group, subject
to constantly changing circumstances. Developmentally appropriate care and support
considers the young person as a whole, addressing their biological, psychological and
social development in the broadest terms. This approach will need joined-up service
provision, and for the young person to be informed about, and supported to play an active
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role in, their care and support (Farre et al. [2015] Developmentally appropriate healthcare
for young people: a scoping study).

Gap analysis

An exercise carried out to understand the difference between the amount and type of
services needed and the amount and type of services available. This could also be
extended to understand the difference between the services people expect and those that
are available.

Named worker

The named worker is a role rather than a job title. This should be 1 of the people from
among the group of workers providing care and support to the young person, who has
been designated to take a coordinating role. It could be, for example, a nurse, youth
worker, an allied health professional or another health and social care practitioner. It could
also be someone who already has the title keyworker, transition worker or personal
adviser.

Person-centred

This means seeing the person using care and support as an individual and an equal
partner who can make choices about their own care and support. The recommendations in
this guideline seek to ensure that all of a young person's needs are supported, including
those related to their wider context (for example, education and employment, community
inclusion, health and wellbeing including emotional health, and independent living and
housing options).

Pooled budget

A type of partnership arrangement whereby NHS organisations and local authorities
contribute an agreed level of resource into a single 'pot' that is then used to commission or
deliver health and social care services.

Strengths-based

Strengths-based practice involves the person who uses services and the practitioners
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who support them working together to achieve the person's intended outcomes, in a way
that draws on the person's strengths. The quality of the relationship between those
providing support and those being supported is particularly important, as are the skills and
experience that the person using support brings to the process (Strengths-based
approaches, Social Care Institute for Excellence).

Transfer

The actual point at which the responsibility for providing care and support to a person
moves from a children's to an adults' provider.

Transition

The process of moving from children's to adults' services. It refers to the full process
including initial planning, the actual transfer between services, and support throughout.

For other social care terms see the Think Local, Act Personal Care and Support Jargon
Buster.

To find out what NICE has said on topics related to this guideline, see our webpage on
service transition.
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Implementation: getting started

This section highlights 4 areas of the transition from children's to adults' services for
young people using health or social care services guideline that could have a big impact
on practice and be challenging to implement, along with the reasons why change needs to
happen in these areas. The reasons are given in the box at the start of each area. We
identified these with the help of stakeholders and guideline committee members (see the
section on resources to support putting the guideline into practice in NICE's developing
NICE guidelines: the manual).

The challenge: adults' services taking joint
responsibility with children's services for
transition

See recommendations 1.1.5 and 1.1.6, recommendation 1.3.1 and recommendations 1.5.9 to
1.5.11

Taking joint responsibility, as emphasised in the government's guidance supporting
the Care Act and Children and Families Act, will help to ensure:

o greater continuity and higher quality of care for young people using, and
transferring between, children's and adults' services

o better communication and more successful implementation of transition
protocols

e better outcomes for young people.

Equal responsibility

Managers and practitioners across children's and adults' services need to recognise that
the structural and cultural differences between their services can make transition more
difficult and confusing for young people and their families. Differences in areas such as IT
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systems, approaches to practice and how the services are accessed, organised, managed

and led can result in a lack of confidence in adults' services on the part of young people,
their families and children's services practitioners. This can make them reluctant to fully

engage in the transition process and with adults' services.

What can commissioners, managers and practitioners do to help?

Jointly review current systems and practice to identify where changes are needed to
support sharing responsibility. The Preparing for Adulthood programme's self-
evaluation tools may be helpful.

Involve young people and their families, together with professionals, to explore any
concerns and assumptions that might limit the effectiveness of the transition process.
These may include job roles and responsibilities, funding, understanding of the
process and how it works, differing priorities and timescales, and issues with
attachment or trust. The Participation Works resources may help.

Jointly review service provision to identify where there is no equivalent adult service
to refer young people to, or where young people may need to transfer to more than
1 adult service. Establish a protocol outlining what to do in such circumstances.

Consider seconding people working in adults' services to children's services (and vice
versa). Consider also creating a transitions team with workers from both services, to
create a shared sense of responsibility for the process of transition and encourage the

sharing of knowledge and experience.

The challenge: joint planning, development and
commissioning of services involved in transition

across children's and adults' health and social care

See recommendation 1.1.6, recommendation 1.5.1 and recommendations 1.5.5 to 1.5.11
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Joint planning, development and commissioning can result in:

o the provision of developmentally appropriate support, and if necessary, services
specifically tailored to young people up to the age of 25

e better communication and joint working between services, and a more
coordinated approach

 better outcomes for young people.

A joint approach

Transition from children's to adults' services can be a complex process, spanning a range
of agencies and specialisms. The absence of a coordinated approach to providing services
across health, education and social care can result in ineffective communication, poor
engagement, discontinuity of care and staff feeling unclear about the process and their
role in it.

Adults' and children's services need to come together to pool funding, addressing the
structural and cultural barriers that prevent them from achieving this. Transitional care
should become a shared priority, despite the current pressures on public funds.

What can commissioners and managers do to help?

o Develop a locally shared vision and policy for transition. Consider using the 4 areas
outlined in the 'Preparing for adulthood' chapter of the Department for Education and
Department of Health and Social Care's Special educational needs and disability code
of practice: 0 to 25 years (preparing for higher education or employment, independent
living, participating in society and being as healthy as possible) to inform this process.
Work with young people and their families to understand the impact of a poor
transition and apply this knowledge to improve transition services.
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o Review local practices, systems and policies to determine whether the current
approach is developmentally appropriate. In reviewing policies it may be useful to pay
particular attention to:

— consulting with young people alone when they are over 18, while supporting
parental involvement

— admissions of young people to adult wards
— parental visits on adult wards, and

— managing non-attendance at clinics.

The practice prompts in the Together for Short Lives' guide on making a difference
for young adult patients may help.

e Develop joint commissioning arrangements and pooled budgets between children's
and adults' services, across health, education and social care. Identify where there are
barriers that prevent this from happening effectively. The Preparing for Adulthood
programme's guide to joint commissioning may be useful, as may NHS England's
Model specification for transitions from child and adolescent mental health services.

e Use existing systems, for example, hospital and social care IT and user record-keeping
systems, to identify young people in transition (up to the age of 25). This could help
the commissioning and allocation of resources for transition across both children's and
adults' services. It will also support ongoing quality improvement.

The challenge: improving front-line practice with
young people through training in developmentally
appropriate services and person-centred practice

See recommendations 1.1.1 to 1.1.4 and recommendation 1.2.3
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Improving front-line practice will ensure:

e each young person approaching or entering the transition phase receives person-
centred and developmentally appropriate care and support

e young people are more likely to positively engage with services, and understand
their own health and support needs

e each young person is more likely to achieve their goals and hopes for the next
stage of their life.

Improved practice with young people

To provide effective support to young people during their transition, practitioners need to
understand the concept of developmentally appropriate care and what it means within the
context of their role and service. Managers should ensure that practitioners focus on
improving practice and receive the support and training they need to do so.
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What can managers and practitioners do to help?

e Ensure that everyone working with young people in transition up to the age of 25, in
children's and adults' services, understands:

— the principles of person-centred care
— young people's communication needs

— young people's development (biological, cognitive, psychological, psychosocial,
sexual, social)

— the legal context and framework related to supporting young people through
transition, including consent and safeguarding

— supporting young people with special educational needs and disabilities

— the need to support young people holistically, taking into account the outcomes to
be achieved in respect of:

<> education and employment
<> community inclusion
<> health and wellbeing including emotional health
<> independent living and housing options
— how to involve families and carers in a supportive, professional way.

e Give all staff delivering direct care training that involves face-to-face interaction with
young people, for example, through shadowing.

» Offer training or advice for staff not directly providing care. This could include, for
example, listening to young people's views and experiences through e-learning or
case-study videos, or through case-based discussion.
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e Review the local approach to assessments to ensure they:
— are person-centred
— consider the most appropriate communication methods
— identify any mental capacity issues
— identify and address any need for advocacy
— share information with young people and their families

— recognise and support the gradually evolving autonomy of young people, including
self-management of any health condition.

e Plan and attend joint training in person-centred planning and developmentally
appropriate health and social care. Ensure the sessions genuinely involve people from
various agencies who are involved in transition. Consider involving professionals
already trained to support people of all ages (for example, clinical psychologists) to
help inform the sessions. National Voices' My life, my support, my choice gives
examples of what is important to young people and their families. The Preparing for
Adulthood's workforce development guide to supporting staff working with young
people preparing for adult life may also be useful.

o Seek opportunities for reflecting on practice and sharing learning — for example, during
team meetings, supervision or hand-overs.

The challenge: maximising opportunities for young
people who have become disengaged or who are not
eligible for adults' services to access care and
support

See recommendations 1.2.14 and 1.2.15, recommendations 1.3.8 and 1.3.9,
recommendations 1.4.1 to 1.4.3 and recommendations 1.5.7 and 1.5.8
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Increasing opportunities for this group of young people to access services will:

e ensure all young people receive the health and social care support that they need

e reduce the likelihood that they will need a higher level of support in the future,
and reduce the likelihood of further iliness or increased risk of death

e provide valuable information for strategic planning.

Ongoing contact and support

Managers and practitioners in children's and adults' services need to recognise the risk of
young people becoming disengaged from services during transition and understand the
impact this may have in the future. Care leavers, young offenders and young carers may
be at particular risk. This risk of disengagement can be reduced by ensuring that transition
planning is tailored to the young person, addresses any lifestyle changes, involves their GP
and includes information and signposting to non-statutory services.

What can managers and practitioners across health, education and social care
do to help?

e Use existing systems, for example, hospital and social care IT and user record-keeping
systems, to identify young people in transition (up to the age of 25). Share this
information, where possible, across all departments of all agencies involved in the
young person's care. This should include young people in out-of-borough placements.
The Social Care Institute for Excellence's guide to early and comprehensive
identification may be useful.

e Build strong and sustainable links with special schools, looked-after children teams,
and other local teams involved in supporting and protecting children to help identify
young people who have disengaged, or may be disengaging, with services.

» Work with young people and their families to understand and address the impact of a
lack of appropriate services or differing service thresholds that make some people
ineligible for adult care.
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e Ensure all young people have up-to-date information about the full range of care and
support available to them. This should include support from primary care and
pharmacy services. Ensure this is part of the information, advice and support provided
to people in line with the Care Act. The Preparing for Adulthood quide to developing
the preparation for adulthood section of the local offer may be helpful.

o Where there is no adult service for a young person to transfer to, or there is a risk they
may not engage with the adult service, ensure a detailed discharge letter is sent to
their GP. Give the young person information about known and trusted third sector
organisations who could provide support.

o Explore the opportunities to work more flexibly with young people offered by
technology. This could include consultations via Skype and sharing information using
social media.

Need more help?

Further resources are available from NICE that may help to support implementation.

e Annual indicators for use in the Quality and Outcomes Framework (QOF) for the UK.
See the process and the NICE menu of indicators.

o Uptake data about guideline recommendations and quality standard measures.
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Context

This guideline covers both health and social care services. It aims to improve the planning
and delivery of care, and young people's experience as they move from children's to
adults' services. It focuses on all young people aged up to 25 who are going through a
planned transition, including those who have mental health problems, are disabled or who
are looked after.

Transition is defined as a purposeful and planned process of supporting young people to
move from children's to adults' services (Transition: getting it right for young people
Department of Health and Department for Education and Skills). But making this move can
be difficult or provoke anxiety in young people and their carers.

There is a wealth of policy and guidance on agreed principles in respect of good
transitional care, but there is also evidence that these principles are often not reflected in
practice (for example, Beresford and Cavet [2009] Transitions to adult services by
disabled young people leaving out of authority residential schools and the NHS Diabetes
report Diabetes transition — assessment of current best practice and development of a
future work programme to improve transition processes for young people). Without proper
support, young people may not engage with services (Watson 2005, Singh 2009), leading
to a loss of continuity in care. This can be disruptive for young people, particularly during
adolescence when they are at a higher risk of psychosocial problems (Patten and Viner
[2007] Pubertal transitions in health).

Although this guideline does not cover adolescent care more generally, it should be noted
that transition from children's to adults' services takes place within the context of broader
cultural and developmental changes that lead a young person into adulthood. As a result,

young people may be experiencing several changes simultaneously (McDonagh and Viner
[2006] Lost in transition? Between paediatric and adult services).

This guideline has been developed in the context of a complex and rapidly evolving
landscape of guidance and legislation, most notably the Children and Families Act 2014
and the Care Act 2014. While the Care Act and other legislation describe what
organisations must do, this guideline is focused on 'what works' in terms of how to fulfil
those duties. It is relevant to young people using health and social care services, their
families and carers, care providers (including independent and voluntary sector providers),
health and social care practitioners and commissioners (including people who purchase
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Transition from children’s to adults’ services for young people using health or social care
services (NG43)

their own care). It is particularly aimed at professionals and managers in health and social
care services, in both children's and adults' services.

The guideline will also be relevant to all people working with young people who are
receiving health and social care services, in particular those working in education and
employment agencies, youth justice and housing support.
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Recommendations for research

The committee has made the following recommendations for research.

1 Transition support for young adults

What approaches to providing transition support for those who move from child to adult
services are effective and/or cost-effective?

Why this is important

Many transition policies exist and there are well-established local models for supporting
and improving transition. These models are usually context- and service-specific and very
few have been tested for their clinical and cost effectiveness. There is much evidence
about the nature and magnitude of the problems of transition from children's to adults'
services but very little on what works. Although there were gaps in effectiveness evidence
across both children's and adults' services, the committee agreed that research could
usefully focus in particular on transition interventions in adult services and on young adults
receiving a combination of different services.

2 The role of families in supporting young adults
discharged from children's services

What is the most effective way of helping families to support young people who have been
discharged from children's services (whether or not they meet criteria for adult services)?

Why this is important

Families and carers often feel left out once the young person moves to adults' services,
which can cause them considerable distress and uncertainty. The young person may
themselves ask for their family not to be involved so families may also undergo a
‘transition' in their involvement in the care of the young person. Alternatively, the young
person may want their family involved after they move to adults' services.

We need to understand how best to support and help families and carers through the
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transition period. A very important subgroup in this regard is young people with long-term
conditions who are leaving care, and who are therefore less likely to have consistent and
long-term support from parents or carers. How can foster carers, social workers or
personal advisers in leaving care services best support young people transitioning from
children's to adult healthcare services?

3 The role of primary care in supporting young
people discharged from children's services

What are the most effective ways for primary care services to be involved in planning and
implementing transition, and following-up young people after transfer (whether or not they
meet criteria for adult services)?

Why this is important

Some young people leaving children's services will not have access to the support or
services previously available to them (for example, physiotherapy) even when their needs
for these services remain unchanged. Other young people will not be considered eligible
for adult services. Young people in care who are placed outside their local authority are
likely to both change providers and GPs during transition. We did not identify any studies
researching the role of primary care during transition for any of these groups.

4 The consequences and costs of poor transition

What are the consequences and the costs of young people with ongoing needs not
making a transition into adult services, or being poorly supported through the process?

Why this is important

Many young people with ongoing needs fall through the transition gap or disengage with
services at this point. Their outcomes remain unknown and are a serious cause for
concern. We need longitudinal studies on the consequences of poor or no transition and
the costs of unmet need as a result of poor transition.

5 Support to carers and practitioners to help young
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people's independence

What is the most effective way to help carers and practitioners support young people's
independence?

Why this is important

An identified barrier to planned and purposeful transitions into adults' services is
supporting adults holding young people back. Both parents and practitioners may prefer
young people to stay on longer in children's services and not feel able to support their
transfer on to adults' services.

6 Supporting young people to manage their
conditions

What is the relationship between transition and subsequent self-management?

Why this is important

Self-management is part of being independent, and so is a part of developmental
transition to adulthood. The most effective models of self-management, and whether
these are generic or disease-specific, still need to be established. Some transition
programmes include training in self-management, others do not. Although growing
independence is part of the transition into adulthood, personalised healthcare and helping
people self-manage tends to be variable. Further research is needed to understand how
self-management training can be built into transition planning and preparation for young
people.

7 Transition in special groups: young offenders
institutions

What is the most effective way of supporting young offenders in transition from children's
to adults' health and social care services?
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Why this is important

Young offenders tend to be vulnerable, with multiple problems. There are concerns that
they tend to undergo particularly poor transitions into adult services. There is a lack of
evidence for this group, despite documented high need and poor outcomes.

8 Transition in special groups: looked-after young
people

What is the most effective way of supporting care leavers in transition from children's to
adults' health services?

Why this is important

The role of birth parents in the management of childhood-onset long-term physical and
mental health conditions is essential at many levels and continues throughout transition.
For young people in local authority care, even if they have had a stable placement or social
worker during their time in children's services, transition is a period when their social care
support is likely to change.

The status of the health service user changes at age 18, when the primary receiver of
information is the young person, not their social worker or foster carer. There is a need for
research on how health and social care services can better collaborate with the young
person during transition, respecting their need for privacy but also enabling inter-agency
communication when this is agreed by the young person.
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Finding more information and committee
details

You can see everything NICE says on this topic in the NICE Pathway on transition from
children's to adults' services.

To find NICE guidance on related topics, including guidance in development, see the NICE
webpage on service transitions.

For full details of the evidence and the guideline committee's discussions, see the full
quideline. You can also find information about how the guideline was developed, including
details of the committee.

NICE has produced tools and resources to help you put this quideline into practice. For
general help and advice on putting our guidelines into practice, see resources to help you
put NICE guidance into practice.

ISBN: 978-1-4731-1704-4

Accreditation

NICE accredited

www.nice.org.uk/accreditation
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Your Section 117 After-care Explained











				



What is Section117 After-care?
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Section117 After-care is the free help you get when you leave hospital if: 







 You have been mentally unwell and been detained on a qualifying section, in hospital under the Mental Health Act 1983
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It begins when you leave hospital 







Professionals should start to plan the help you need as soon as you go into hospital











				



Will I get Section 117 After-care?
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Yes.  







You will get free after-care because you have been detained in hospital for treatment, under a Section of the mental health act that means you are eligible for section 117 aftercare 
























				



You will still get free Section117 Aftercare if : 
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 You stay in hospital by choice (“Informal”) after being on a qualifying section.







 You are discharged from hospital under a Community Treatment Order or Guardianship















				



What help can I get?
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Your mental illness might make it harder for you to do some things for yourself. These are called your “needs”







You should be offered services that help you to deal with these problems. This is called “meeting your needs” 











These services should also reduce the chances of you having to go back into hospital







When everyone agrees what help you need, they will write this down. This is called your “care plan”















				



Your Patient-Centred Care Plan will include:
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 Where you live 







 What treatment you will receive (e.g. medication or talking to a nurse, or carer to assist you in meeting your needs) 







 Things you can do during the day 







 What help you will get with managing your money 







 What help you will get to go to work or to study 











Your Care Plan will include your choices of how 



you want your needs to be met











				



Can I get free housing?
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A house or flat that you rent from a landlord is called your “basic housing need”. This is not usually free, but you might be entitled to housing benefit 







Housing where you can get extra care, support or supervision is called “supported accommodation”







You might have to pay the rent, but your Section 17 Aftercare will be free











				



Who will be involved in deciding my Section 117 After-care?
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1) Your “Carer” if you want them to be. This is the person who looks after you



 



2) Your “Nearest Relative” if you want them to be. This is usually someone in your family, but the law says who this is. It is the job of your Nearest Relative to look out for you and make sure your wishes and choices are heard and understood







3) Your “Lead professional”. This is the person who is your main point of contact and support from the Community Mental Health Team







4) You can also get help to understand your care plan from an IMHA or Independent Mental Health Advocate in the community







5) Your Social Services in the area where you lived before hospital 







6) Your local NHS “Integrated Care Board” (ICB) or Lead Professional. In the area where you are registered with your GP.




















				



When will my free after-care end?
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You are entitled to be given Section 117 Aftercare for as long as you need the support







Your local Social Services and your local ICB must decide when you no longer need any after-care services. This is called “discharge” from aftercare







Professionals shouldn’t discharge you from Section117 just because: 







 You have been discharged from your community mental health team 







 Some time has passed since you left hospital







 You have gone back to hospital by choice (“voluntary patient”) or Under Section 2 MHA 







 Your Community Treatment Order ends 







 You don’t want Section 117 Aftercare services




















				



What happens when I am going to be discharged?
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Professionals will hold a Section 117 Discharge Meeting and invite you to this 







You will be able to bring an advocate with you 







You will also be able to bring your Carer and/or your Nearest Relative if you want











				



What if I am not happy about the help I am having?
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NHS Lincolnshire Integrated Care Board Telephone number is:











Lincolnshire Adult Social Care Telephone Number is: 



				



You can complain about anything to do with your care and treatment by talking to:







 A member of your staff, Your Lead Professional, Your Advocate, or NHS Lincolnshire ICB







 A member of the complaints team at Lincolnshire County Council Adult Social Care Team 







Lincolnshire County Council



CustomerRelationsTeam@lincolnshire.gov.uk







Lincolnshire Partnership 



Foundation Trust



PALS@lpft.nhs.uk







NHS Lincolnshire 



Integrated Care Board (ICB)



LHNT.LincsPALS@nhs.net























01522 309318                                 















01522 552222
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Hospital Discharge process Mental Health Act Section 117 Aftercare







Process for detained CYP in out of area Hospitals.







				CYP admitted to Hospital.



Section papers passed to the hospital



Hospital informs the Local Authority where the individual was ordinarily resident



Hospital informs the Lincolnshire Mental Health Act Administrators of the detention and any subsequent changes to the detention



The placing team ensures that their records are fully completed on the relevant data base and informs the relevant Local Authority and Integrated Care Board.



The receiving hospital also contacts the responsible funding authorities in respect of the assessments and pre discharge planning.



The responsible Local Authority. 



The responsible Integrated Care Board



The Hospital will inform the relevant Local Authority where the CYP admission is anticipated to be 12 weeks or longer of the admission







				Hospital lead professional allocated from hospital team. 



To co-ordinate the treatment and care planning processes within the hospital, and links with the section 117 aftercare lead professional and Social Worker in preparation for planning the discharge.



Section 117 aftercare lead professional will be allocated who is usually the current care coordinator from the children’s Mental Health Team (LPFT) or if the CYP is not known to LPFT CYP will be allocated a lead professional from the CAMHS Crisis and Enhanced Treatment Team managed by LPFT from the children’s urgent care directorate. 



This individual will link with the Hospital lead professional and Social Worker in preparing for a seamless discharge back to usually the family, with where identified an appropriate package of care.







				Hospital Lead Professional updates the individual in respect of their rights and commences an assessment process for any eligible section 117 aftercare needs 



(For those individuals on an eligible section).



Discusses with the CYP and the involved Social Worker and section 117 aftercare lead professional attendance at the relevant assessments and meetings.







				The role of the hospital lead professional is to ensure all relevant assessments and care plans are completed prior to discharge identifying the CYPs needs in conjunction with the appropriate responsible Social Worker from the responsible Local Authority and Section 117 aftercare lead Professional and that all relevant individuals are included in the assessments and processes in preparation for discharge planning. 







				The section 117 aftercare lead professional ensures that the Joint Health Agency Assessment and subsequent care planning documents are completed.



The Social Worker will complete the child and family assessment which couples as the care plan, this document will encompass all needs relating to the CYP.











				The CYP and their family must be at the heart of the aftercare planning and where necessary and appropriate or requested have the relevant advocacy service involved.











				If the recommendation is agreed this is recorded and the identified service is put in place.











				The Lead Professional from the hospital, the section 117 aftercare lead professional, and the Social Worker will work together to ensure that there is a smooth transition from the hospital setting back into the family setting.  



Upon discharge the role of the section 117 aftercare lead professional and where appropriately with the Social Worker to co-ordinate the needs of the individual post discharge undertaking reviews at the specified times.











				A pre discharge multi-Disciplinary meeting must be convened prior to discharge. 











				Where there are aftercare needs that do not require funding, or where there are statutory services involved (services that are available to the general CYP population)  they would become the Section 117 aftercare Lead Professional.







				Record keeping



The section 117 aftercare Lead Professional from LPFT and Social Worker finalises their organisations assessment and care planning documents on either RiO or Mosaic and ensures copy is available on both RiO and Mosaic systems. The LPFT health representative from LPFT shares the assessment and care planning documents with the ICB for updating their data base Broadcare.











				The Section 117 aftercare Lead Professional and Social Worker will review progress towards recovery at the agreed time scales of:



72 hours post discharge from hospital, then after 6 weeks, 6 months, 12 months and annually thereafter. Ad hoc reviews can be held as required.



















Eligible Mental Health Act Sections







A person will be eligible for section 117 after-care services once they become subject to one of the qualifying sections of the Mental Health Act and thereafter cease to be detained and leave hospital:



· Section 3 – Admission for treatment 



· Section 37- Power of courts to order hospital admission or guardianship



· Section 45A – Power of the higher courts to direct hospital admission



· Section 47 – Removal to hospital of persons serving sentences of imprisonment



Section 48 – Removal to hospital of prisoner







Section 117 needs: - 



· Needs arising from or related to the patient’s mental disorder







· Needs that reduce the risk of a deterioration of the patient’s mental condition (and, accordingly, reducing the risk of the patient requiring admission to a hospital again for treatment for mental disorder. 







· Identified and unmet non-section 117 aftercare needs, and any referrals arising from these unmet needs. (Appropriate referrals may be required for non-section 117 needs)







The Section117 Lincolnshire Joint agency assessment and separate aftercare planning and review document.







The identified Lead Professional is responsible for ensuring section 117 after-care needs are reviewed at the agreed timescale, recording progress towards the patient’s independence, and supported with a focus on promoting recovery and wherever possible independent living. The Joint Quality Assurance Group are also able to recommend additional review timeframes where it is deemed appropriate.







The s.117 Lead Professional is the individual responsible for completing the S117 Joint Health and Social Care Plan for all adults who are eligible for s117. It must be completed for all eligible patients on either RiO or on MOSAIC. The s.117 Lead Professional must ensure that a copy of the completed document is available on both systems. That is if the s.117 Lead Professional has completed the form on RiO then a copy of that form must be printed off and uploaded into documents in MOSAIC and called S117 Joint Health and Social Care Plan or vice versa.







NC 5.01.23 adult



24.10.23 for CYP
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Joint Professional Resolution and Escalation Protocol 



Scope of this protocol 



This chapter importantly deals with how professionals and agencies working with adults, children, young people and families to resolve disagreements and disputes in a way that is timely and does not negatively impact on the day to day working with adults and their safeguarding. This policy is designed for use in the event of cross-agency disagreement. Disagreements between professionals within the same agency should consult their internal Escalation Protocol. 







1. Purpose 



This is a good practice multiagency protocol designed to provide a clear process and timescales by which people working with adults, children, young people and their families in Lincolnshire can provide professional challenge to colleagues from another agency and effectively escalate concerns regarding an adult, adults, children and young people (ACYP) in a timely manner. 







2. Background 



Partnership and accountability are cross cutting themes throughout Childrens and Adults legislation that underpin all safeguarding work as set out in the appropriate legislation and statutory guidance. 



Good practice includes the expectation that there is professional and constructive challenge amongst colleagues within agencies and between agencies. Where a member of staff from any agency is concerned that concerns or agreed actions regarding an ACYP are not being addressed or acted upon in a timely and consistent manner, it is expected that the escalation protocol should be used to reach a satisfactory outcome that is in the best interests of the ACYP. Individual agencies are responsible for ensuring robust feedback and completion of recommendations or planned actions. Where these actions are not completed or not within timescales this should be explained at reviews and a new or alternative plan devised with timeframes. 







3. Professional Disagreement 



At various times during the joint involvement and management of a case, professional differences of opinion and judgement emerge. The following guidance is designed to assist agencies and their staff in resolving such differences. There are a range of situations in which professional disagreements arise, however they are most likely to arise as a result of differing views of threshold eligibility, a lack of understanding of roles and responsibilities, requirements for multi-agency meetings, and the need for action and communication. 



Examples are: 



• Disagreements over the handling of referrals between agencies can impact negatively on positive working relationships and consequently on the ability to safeguard and promote the welfare of ACYPs. There are differing views in respect of whether an ACYP meets the criteria for a safeguarding concern form; 



• There is disagreement about the need for and attendance at a Strategy meeting; 



• Disagreement in relation to the appropriate setting for an ACYP/you with multiple care and support needs; 



• There is difference of opinion with regard to an ACYP's continuing care; 



• Disagreements over the outcome of assessments; 



• A professional is concerned about the action or inaction of another professional in relation to an ACYP; 



• There is disagreement over the sharing of information and or provision of services by an agency; 



• Disagreement in respect of the outcome of a medical examination; • An agency is not in agreement with another agency’s decision or reasoning to close a case; 



• Issues of transition for example from Children's to Adult services 



• Where one worker or agency considers another worker or agency has not completed an agreed action for no acceptable or understood reason; 



• Other issues that may be of concern regarding the conduct of a case by another agency, such as the timeliness or priority given to tasks, etc. 







At various times during the joint involvement or management of a case, professional differences of opinion and/or judgement emerge, the protocol will assist agencies and staff in resolving such differences.







4. Core Principles 



• All staff and agencies have a duty to take action to escalate concern if they believe there is a risk that relates to the immediate safety or wellbeing of an ACYP; 



• All agencies are responsible for ensuring that their workers are supported and know how to appropriately escalate concerns and disagreements about an ACYP's well-being; 



• When professional concerns/disagreements arise it increases the likelihood of detracting the focus away from that of safeguarding the ACYP. It is paramount that during any professional disagreement, the safeguarding and wellbeing of the ACYP at risk, as well as their wishes, feelings and desired outcomes remain the priority throughout. It is also for this reason that it is imperative that the matter is resolved in a timely manner. 



• Where there is a disagreement about care arrangements, it is good practice for the ACYP to remain in the care setting until the escalation has occurred and has been resolved. However, in order to ensure the ACYP’s needs can be fully met, and that an ACYP is not placed in an inappropriate setting for longer than is necessary, all Partners should ensure that priority is given to undertaking the relevant assessments; thereby facilitating facilitate safe, appropriate and timely discharge; 



• At every point, all agencies' staff should ensure discussions and outcomes are recorded in the agencies records and in the ACYP's file; 



• Care should be taken to agree a way of managing conflict, which allows ACYPs and families to understand the issues under discussion. 



• This protocol is not designed to replace any agencies complaints processes and should not be used when there is a complaint about a specific professional in situations where the relevant organisation's complaints procedure or allegations procedure will apply; 



• This protocol should be read and utilised alongside the agency's and LSAB procedures







5. Professional Resolution & Escalation Protocol Flowchart - please note that this link is to Lincolnshire Safeguarding Children's Board website as this is a joint protocol and the same flowchart is to be followed for safeguarding ACYPs. For safeguarding adults, the content of the flowchart differs on two occasions: where 'LSCP' is referred to within the flowchart, this is to be read as 'LSAB' and during Step 4, learning points from non-urgent cases can be referred to the next LSAB Significant Incident Review Group. 



Escalation can be via telephone, face-to-face, email or a meeting. All escalation should be recorded in single agency records to ensure that the procedure is effective and transparent. 



If you are unsure of who to contact for cross agency escalation, please contact your agency safeguarding lead. 











Step 1 



Direct Professional to Professional Discussion 



Differences of opinion or judgement should be discussed amongst frontline professionals to attempt to achieve a shared understanding and agree a local resolution, in line with the plan, or to ensure a plan is developed if needed. Care should be taken to agree a way of managing conflict, which allows ACYPs and families to understand the issues under discussion. This must occur immediately with an acknowledgement and a mutually agreed plan of action should be developed detailing how this will be resolved, including clear timescales within 48 hours (2 working days) of the initial discussion. 







Step 2 



Direct Manager to Manager Discussion 



If Step 1 does not resolve the issue, then each professional should discuss the issue with their line manager or safeguarding supervisor. The line manager should review the concerns and ensure that they are justified and meet the purpose of this protocol. The line manager should then liaise with the other professional's line manager in an attempt to reach a resolution. Consultation with senior managers within each organisation can be used if this would be felt to assist resolution. The discussion between managers must occur within 5 working days of step 1, with a mutually agreed plan of action developed including clear timescales. 







Step 3 



Direct SLO or equivalent to SLO or equivalent Discussion 



If Step 1 and 2 do not reach a mutually agreeable resolution then the agencies' Senior Liaison Officer or equivalent (SLOE) should be contacted immediately to liaise with the other agency's SLOE or assist as appropriate to resolve the conflict. A mutually agreeable plan of action including timescales should be in place within 48 hours (2 working days). LSAB and LSCP SLO contact details are available within Appendix 2. 







Step 4 



a) Urgent resolution required- LSAB or LSCP Independent Chaired Meeting 



If the Senior Liaison Officer's or equivalent cannot resolve the issue that is causing conflict between professionals and agencies then a meeting should be convened with an independent chair selected from the LSAB or LSCP partner organisations where the agencies can discuss the case and conflict issue in a chaired and minuted meeting, with resolution being agreed and recorded. The meeting should take place asap with a date set within 1 working day step 3. 



b) Non-urgent and / or lessons learned 



Senior Liaison Officers can advise that the learning points from a non-urgent case should be referred to the LSAB or LSCP Significant incident Review Group for interagency consideration. At this point the group may make recommendations for individual agencies to review performance and/or involvement, or for LSAB policy and procedural review and development and within the LSCP review via PPET. 







 



For section 117 aftercare steps 1 to 4 will be agreed as Line Manager intervention or where appropriate multi-disciplinary meetings as noted in paragraph 5 above.
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1.0 Introduction



[bookmark: _Toc145928820]1.1 Section 117 of the Mental Health Act 1983 (as amended 2007)



Section 117 of the Mental Health Act 1983 (as amended 2007) imposes a free-standing duty on Lincolnshire NHS Integrated Care Board (LICB, ICB) and Lincolnshire County Council (LCC), in co-operation with voluntary agencies, to provide or arrange for the provision of after-care to certain eligible patients. This duty arises once the individual ceases to be detained and then leaves hospital whether or not the individual leaves hospital immediately after they have ceased to be detained. The duty to provide this service applies until such time as the LICB and the LCC are satisfied that the person concerned is no longer in need of such services.



  



1.2 Purpose of Section 117 aftercare



Section 117 after-care services are services which have both of the following purposes:



· meeting a need arising from or related to the patient’s mental disorder and



· reducing the risk of a deterioration of the patient’s mental condition (and, accordingly, reducing the risk of the patient requiring admission to a hospital again for treatment for mental disorder







[bookmark: _Hlk147915383]1.3 Commitment to partnership working



As a partnership Lincolnshire Partnership NHS Foundation Trust (LPFT), LICB and LCC are committed to the ongoing support and recovery of CYP through the effective coordination of section 117 aftercare provision. 



Through this partnership and commissioning approach LPFT, LICB and LCC are committed to ensuring that individuals receive the services to which they are entitled under section 117 and those individuals who no longer require such services have the entitlement reviewed and where appropriate ended.







[bookmark: _Toc145928821]2.0 	Lincolnshire Joint Agency Section 117 aftercare Joint Policy



[bookmark: _Toc145928822]2.1 Organisational Reference



The joint agency policy is for the following partnership organisations to follow and refer to:



· Lincolnshire County Council (LCC)



· Lincolnshire Partnership NHS Foundation Trust (LPFT)



· NHS Lincolnshire Integrated Care Board (LICB or ICB)







[bookmark: _Toc145928823][bookmark: _Hlk145920504]2.2 Policy Purpose



The purpose of the section 117 aftercare policy is to:



· State how the organisations are to discharge its responsibility to children and young people (CYP) who are entitled to receive aftercare services under section 117 balanced with relevant legislation for this client group. 



· Set out the joint agreement between the partner organisations and their obligations under section 117.



· Ensure the consistency and quality of the delivery of section 117 aftercare across Lincolnshire.



· Set out the arrangements for commencement for assessing, care planning, funding reviewing, ending entitlement and ending eligibility, reinstating section 117 aftercare.



· Confirm the process for transition to adult services.



· Enable further detailed guidance and on-going training, associated with this policy, to be developed jointly by the partnership organisations. 







[bookmark: _Hlk145920530]2.3 Free-standing duty



Eligible individuals cannot be charged for section117 aftercare services under the free-standing duty. 







3.0 [bookmark: _Toc145928824][bookmark: _Hlk146008471][bookmark: _Hlk145920570][bookmark: _Hlk146009826]Lincolnshire County Council, Lincolnshire Integrated Care Board and Lincolnshire Partnership Foundation Trust after-care responsibilities



[bookmark: _Toc145928825]3.1 Identifying responsible NHS Integrated Care Board and Local Authority (LA) ,  “The legislation”  



Section 117 of the Mental Health Act 1983 (MHA) sets out the legal obligation on relevant Local Authorities and CCGs now ICB to provide aftercare to certain detained patients once they cease to be detained.



Section 117(3) of the Mental Health Act 1983 defines who the responsibility to provide aftercare services falls upon. 



S.117 (3) currently provides as follows 



“(3) In this section the “integrated Care Board or Local Health Board” means the integrated care board or Local Health Board, and “the local social services authority” means the local social services authority—



(a) if, immediately before being detained, the person concerned was ordinarily in England, for the area in England in which he was ordinarily resident.



(b) if immediately before being detained, the person concerned was ordinarily resident in Wales, for the area in Wales in which he was ordinarily resident; or



(c) in any other case for the area in which the person concerned is resident or to which he is sent on discharge by the hospital in which he was detained.”



In the event of a dispute section 40 of the Care Act provides for a mechanism to resolve that dispute. 



In order to fully understand the effect of these provisions it is necessary to look at the responsibilities of the local authority and the integrated care board separately. 







[bookmark: _Hlk145920618]















3.2 The Responsible Local Authority



It is important to recognise that different provisions apply depending on whether you are dealing with pre 2015 or post April 2015 cases. 







Pre-Care Act 2014 cases 



Prior to the Care Act coming into effect on 1 April 2015, Section 117(3) provided that the responsible CCG (now ICB) and Local Authority was that in whose area the patient was resident immediately before being detained. If the CYP had no such residence, then the responsibility defaulted to the bodies for the area the patient was sent to on discharge.



The case law applying to these types of cases confirmed that the local authority “deeming provisions” (which were familiar to social care staff under Acts such as the National Assistance Act 1948) had no application and therefore did not apply when determining responsibility under section 117 of Mental Health Act 1983. [A deeming provision is a provision which means that in certain circumstances the person is placed out-of-area but continues to be deemed in law as ordinarily resident in the placing Local Authority's area.] 







 Post Care Act cases (Post 1 April 2015) 



Section 75 of the Care Act 2014 amended the wording of section 117 to change the wording from “resident” to “ordinarily resident”. In all other respects the section remained the same. This simply served to confuse matters as it was not clear whether by making this change it was necessary to import the deeming provisions. In March 2016 a revision to the Care and support statutory guidance made it clear that the deeming provisions which are used to determine Care Act responsibilities do not apply to section 117. This still remains the position. 







Practical Application 



Section 117 responsibilities for local authorities are determined therefore by reference to the common law without the use of deeming provisions. In most cases a person’s ordinary residence is straight forward.  In more complex cases the individual facts will need to be considered. 







The courts have considered the meaning of ordinary residence and the leading case is that of Shah v London Borough of Barnet (1983). In this case Lord Scarman stated that:



“unless it can be shown that the statutory framework or the legal context in which the words are used requires a different meaning I unhesitatingly subscribe to the view that ordinarily resident refers to a man’s abode in a particular place or country which he has adopted voluntarily and for settled purposes as part of the regular order of his life for the time being, whether of short or long duration.”







The statutory guidance helpfully provides the following. 



Local authorities must always have regard to this case when determining the ordinary residence of children and young people who have capacity to make their own decisions about where they wish to live. Local authorities should in particular apply the principle that ordinary residence is the place the person has voluntarily adopted for a settled purpose, whether for a short or long duration. Ordinary residence can be acquired as soon as the person moves to an area, if their move is voluntary and for settled purposes, irrespective of whether they own, or have an interest in a property in another local authority area. There is no minimum period in which a person has to be living in a particular place for them to be considered ordinarily resident there, because it depends on the nature and quality of the connection with the new place”







Where the individual lacks capacity the statutory guidance provides the following:



Therefore, with regard to establishing the ordinary residence of children who lack capacity, local authorities should adopt the Shah approach, but place no regard to the fact that the adult, by reason of their lack of capacity cannot be expected to be living there voluntarily. This involves considering all the facts, such as the place of the person’s physical presence, their purpose for living there, the person’s connection with the area, their duration of residence there and the person’s views, wishes and feelings (insofar as these are ascertainable and relevant) to establish whether the purpose of the residence has a sufficient degree of continuity to be described as settled, whether of long or short duration.”



The local authority will therefore consider the position of ordinary residence by using the common law interpretation above without consideration of the deeming provisions when considering whether it is has responsibility under Mental Health Act section 117 for aftercare. 







Accommodation provided under section 117 aftercare of the Mental Health Act 1983



Where accommodation is provided under section 117 aftercare of the Mental Health Act, (as opposed to under the Care Act), section 39(4) of the Care Act deems the person to be ordinarily resident in the Section 117 authority's area for the purposes of other Local Authority services as well.







What happens if the individual has a section 117 aftercare entitlement in one local authority but is subsequently re-detained in the area of another authority under section 3.  



This scenario has been the subject of longstanding litigation by the name of R. (on the application of Worcestershire CC) v Secretary of State for Health and Social Care [2021] EWCA Civ 1957. This Court of Appeal case heard in December 2021 has changed for now the way in which these cases are dealt with. It is an important decision which affects local authority funding. 







Conventional legal view



[bookmark: _Hlk151978467]The conventional legal view was that where a person was ordinarily resident in another local authority area (local authority B) and was re-detained under section 3 in the area of local authority B, that local authority would be responsible for the provision of after-care services and not the local authority under which the first detention had occurred (local authority A). 







The Court of Appeal has changed that position. The first local authority (local authority A) will retain section 117 aftercare responsibility unless and until a joint decision (following proper process) has been made by the responsible local authority and integrated care board that the individual is no longer in need of any aftercare services.  Re-detention will not automatically terminate the section 117 duty but it is clear that had such a decision been made to bring the aftercare services to an end, the outcome would have been different.  











The current position as of 10 August 2023



[bookmark: _Hlk151979193][bookmark: _Hlk151979681][bookmark: _Hlk145927126]Upon consideration of the Supreme Court decision, following the appeal submitted by Worcestershire, the current position for Local Authorities as from the 10.08.2023 is as follows: 



The conventional legal view (as outlined above) was that where a person was ordinarily resident in another local authority area (local authority B) and was re-detained under section 3 in the area of local authority B, that local authority would be responsible for the provision of after-care services and not the local authority under which the first detention had occurred (local authority A) was upheld. 







Effectively if an individual is detained on a qualifying section the existing section 117 aftercare is effectively ended due to their being no requirement for section 117 aftercare, due to the detention readmission to hospital on a qualifying section. The process for identifying the responsible Local Authority commences along with the process to identify the section 117 aftercare needs at the point of discharge from section/hospital.







Concluding the case, the Supreme Court said: “"We conclude that the courts below were right to decide that, in circumstances where Parliament has deliberately chosen not to apply a deeming (or equivalent) provision to the determination of ordinary residence under section 117 of the 1983 Act, the words “is ordinarily resident” must be given their usual meaning, where a person was ordinarily resident  immediately before the second detention."







It should be noted that the government has published a draft bill to amend the MHA, which includes provisions that would insert the deeming rules from the Children Act 1989 and Care Act 2014 into section 117 (clause 39). Should this be the case then this policy will need to be updated to reflect this or any change.







[bookmark: _Hlk145920666]3.3 	The Responsible Integrated Care Board Commissioner. The legislation



The key legislative provisions relating to the determination of commissioning responsibility are contained in



 • the NHS Act 2006 (“the 2006 Act”), as amended, including by the Health and Care Act 2022 (“the 2022 Act”);  



• the National Health Service (Integrated Care Boards: Responsibilities) Regulations 2022 (the “ICB Responsibilities Regulations”); 



 • the National Health Service (Integrated Care Boards: Exceptions to Core Responsibility) Regulations 2022 (the “ICB Exceptions Regulations”); 



• the National Health Service (Integrated Care Boards: Description of NHS Primary Medical Services) Regulations 2022 (the “Primary Medical Services Regulations”); and 



 • the National Health Service Commissioning Board and Clinical Commissioning Groups (Responsibilities and Standing Rules) Regulations 2012 (as amended by the Health and Care Act 2022 (Consequential and Related Amendments and Transitional Provisions) Regulations 2022) (the “Standing Rules Regulations”), Who Pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers 01.07.2022.







 “Who pays Determining which NHS commissioner is responsible commissioning healthcare services. 



There have been several changes to the NHS responsible commissioner for detained individuals and their section 117 aftercare, over the past few years, these have been captured below to enable NHS Commissioners to make an assessment on the NHS responsible commissioner during the relevant periods of time.







The current position as of 1 July 2022 onward is outlined in paragraph 18 of the 2022 Who Pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers. 



In respect of ICB-commissioned detention and aftercare services, the ICB responsible for commissioning and payment will be determined on the basis of the general rules at paragraph 10.2 of the 2022 “Who pays?  Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers, applied at the point of the CYP’s initial detention in hospital under the Act (whether for assessment or treatment). This ICB will be known as the “originating ICB”. Paragraph 10.2 of the 2022 “Who pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers) states:



“The general rules for determining responsibility between ICBs Where a patient is registered on the list of NHS patients of a GP practice, the ICB with core responsibility for the individual will be the ICB with which that GP practice is associated”. 







Any one GP practice may have some patients who are usually resident in one ICB area and others who are usually resident in another. In that situation, the responsible ICB (originating ICB) for all of the patients registered with that practice will be the ICB of which that practice is a member.







This originating ICB will then retain responsibility for commissioning and payment throughout the initial detention (including any period of informal admission following detention, during which the CYP is no longer detained but remains in hospital voluntarily), for the whole period for which any section 117 aftercare is provided. 







[bookmark: _Hlk151980043]The recent supreme court judgement relating to the appeal submitted by Worcestershire, relates to Local Authorities and has not currently impacted on the NHS who pays guidance which remains in place as described above.







If a CYP is detained under mental health act section 2 for assessment and then, while they are in hospital, this becomes a section 3 detention for treatment, the ‘point of initial detention’ will be the date of the section 2 detention.







Where a CYP is not registered with a GP practice, the responsible commissioner will be the ICB in whose geographic area the CYP is “usually resident”.  







[bookmark: _Toc145928826][bookmark: _Hlk145920729]3.4 Ascertaining originating responsible authorities where capacity is impaired



Where an individual lacks capacity to make decisions about their care, the Cornwall case provides the following assistance:



“Adopt the Shah approach, however, place no regard to the fact that the young person, by reason of their lack of capacity cannot be expected to live there voluntarily. This involves considering all the facts, such as the place of the person’s physical presence, their purpose for living there, the person’s connection with the area, their duration of residence there and the person’s wishes and feelings (insofar as these are ascertainable and relevant) to establish whether the purpose of the residence has a sufficient degree of continuity to be described as settled, whether of long or short duration” 



Where an individual has capacity to decide where to live ordinary residence “refers to a man’s abode in a particular place or country which he has adopted voluntarily and for settled purposes as part of the regular order of his life for the time being, whether of short or long duration.” This is known as the “Shah” test.







[bookmark: _Hlk145920754]4.0 Capacity and Consent.



Each organisation will work with their local policies in respect of capacity and consent in relation to section 117 aftercare.  Additional information covering all age groups up to the individual’s 18th birthday, is contained in section 19 of the Mental Health Act Code of Practice.







[bookmark: _Hlk145920781]5.0 Section 117 in relation to Children and Young people (MHA CoP 19.111 and 19.118)  



[bookmark: _Hlk144816969]5.1 Duty to notify the responsible local authority following the detention in Hospital of a Child or young person. 



[bookmark: _Hlk125380114]Where a child or young person is detained in hospital and that is likely to be for at least 12 consecutive weeks, the authority or health body who arranged for the detention is required under section 85 of the Children Act 1989 to notify the responsible Local Authority. This duty ensures that the Local Authority is aware of any child or young person in such detention and can ensure they are being safeguarded and their needs are being met. The responsible Integrated Care Board must also be informed to make them aware of the detention and the possible need for section 117 aftercare.







[bookmark: _Hlk145920807]5.2.  Additional factors to be considered for Children and Young people 



[bookmark: _Hlk142399755]Whilst guidance set out in the MHA Code of Practice is applicable to individuals of all ages, in relation to children and young people additional factors will need to be considered. This may include ensuring that the aftercare integrates with any existing provision made for “children in care” (also referred to as looked after children which is the legal status), care leavers, and those with Education, Health, and Social Care needs, as well as safeguarding vulnerable children. Whether or not section 117 aftercare of the Act applies, a child or young person who has been admitted to hospital for assessment and/or treatment of their mental disorder may be ‘a child in need’ for the purpose of section 17 of the Children Act 1989.







In agreeing a section 117 aftercare plan, the Local Authority must also ensure that this is informed by, and reflected in, any other statutory and non-statutory assessment or plan for the child, such as Education Care and Health Plan, Early Help Plan, Child in Need Plan, Child Protection Plan, Child in care   Plan or Leaving Care Pathway Plan, and where appropriate run concurrently with co-ordinated reviews. Whilst coordinating planning can be complex, for example where a young person is transitioning to adult health and social care services, this should never be a reason to delay discharge.







[bookmark: _Hlk133402624][bookmark: _Hlk132880401]5.3 Section 117 aftercare and Joint commissioning arrangements in respect of children with Education, Health and Social care needs.



If a child with an education, health, and care plan (EHC plan) is admitted to hospital under the Mental Health Act (section 3) the Local Authority who maintains the plan should be informed, and where appropriate should be involved in the discharge plan so that the EHC plan can ensure that educational support continues to be provided. If necessary, this should be kept under review and amended to ensure targets and provisions remain appropriate. The Local Authority should also be involved in creating the discharge plan, so that the EHC plan is revised as necessary to continue to reflect the child or young people educational, health and social care needs and where relevant links to the section 117 aftercare plan.



[bookmark: _Hlk151975095]Where there is no EHCP this would fall to the school to decide if they can meet needs or if they need them to apply for an EHCP, as well as reflecting the duty under Section 19 of the Education Act to provide education where this isn’t reasonably accessible for the CYP to attend their school, which may be the case for CYP eligible for section 117 aftercare who don’t have an EHCP. 







[bookmark: _Hlk145920883]5.4 Child in Care (Looked after children).



Where a child/young person is a child in care under section 31, Children Act (1989), they will continue to be a child in care while they are detained under the Mental Health Act. They will continue to have a Social Worker and will be subject to all the statutory arrangements that are in place for a child in care. They will continue to have a care plan and will be subject to statutory reviews.







[bookmark: _Hlk145921178]5.5 Interface with Childrens Act 1989



[bookmark: _Hlk146035107]Where it is found that a child requires any support provided in order to meet section 117 aftercare needs, staff must ensure is done in line with the legal requirements of the Children's Act 1989 and should be assessed accordingly.







[bookmark: _Hlk145921193]5.6 Meeting the CYP and family needs



[bookmark: _Hlk146035147]All processes should be based on aiding recovery and a meaningful personalised lifestyle. The aim is to maintain individuals within their family setting.







[bookmark: _Hlk145921215][bookmark: _Hlk133402831]6.0 Eligibility and Entitlement



[bookmark: _Toc145928827]6.1 Eligibility 



A CYP will be eligible for section 117 aftercare once they become subject to one of the qualifying sections of the Mental Health Act.



· Section 3 – Admission for treatment 



· Section 37- Power of courts to order hospital admission or guardianship



· Section 45A – Power of the higher courts to direct hospital admission



· Section 47 – Removal to hospital of persons serving sentences of imprisonment



· Section 48 – Removal to hospital of prisoner



Sections 45A, 47, and 48 do not apply to children and young people



Further information about these sections of the Mental Health Act can be accessed via the Department of Health website which has published an information leaflet for each here



It is the responsibility of all health and social care professionals to ascertain if a person under their care is eligible for s117 aftercare and who the responsible commissioners are. 







LCC, LICB and LPFT, will be responsible for providing information regarding any CYP who becomes subject to a qualifying section on any other site. 



The process and responsibilities for the management of the section 117 aftercare eligibility are set out in the section 117 aftercare Procedures and Guidance Document.







6.2 Entitlement



Entitlements are the service or services provided to the CYP post discharge and will be the focus of reviews in monitoring progress, these service entitlements can be changed or ended following the appropriate review and section 117 aftercare Out of Area Treatment Panel  (OAT’s panel) ratification process.







6.3 Young children with complex and intense aftercare needs



The services are identifying an increase in the number of children below the age of 13 with a complexity and intensity of need who in all probability will require high levels of skilled section 117 aftercare support, strategically plans to manage, and provide appropriate aftercare support should be in place.



 



[bookmark: _Toc145928830][bookmark: _Hlk133402901][bookmark: _Hlk145921442][bookmark: _Hlk125380843]7.0 Individual Section 117 Aftercare needs and services. Section 117 in relation to Children and Young People (MHA CoP 19.111 and 19.118)



[bookmark: _Hlk133402963]7.1 Starting point



Aftercare should start to be considered at the point of admission to ensure that the appropriate aftercare services are identified in readiness for an individual’s planned discharge from hospital or following youth custody and must be child and young person focused and informed by an assessment of need. In relation to the child or young person, the Mental Health Act Code of Practice 2015 recognises additional factors will need to be considered. This may include ensuring that the aftercare integrates with any existing provision made for children in care, care leavers, and those with special educational needs or disabilities, as well as safeguarding vulnerable children.



[bookmark: _Hlk145339898][bookmark: _Hlk133402974]



[bookmark: _Toc145928831][bookmark: _Hlk145921640]8.0 Advocacy



The statutory right to independent advocacy is an important additional safeguard for people who are subject to the Act. A detained individual can request an advocate from their nurse, care co-ordinator or section 117 aftercare Lead Professional.







LCC, LPFT and ICB utilise VoiceAbility provide advocacy for children subject to the Mental Health Act. Contact details are in the section 117 aftercare Procedure and guidance document. 







[bookmark: _Hlk158300614]The ‘Rethink fact sheet ‘admission to hospital for treatment (in place at the time) should therefore be provided to CYP at the point of admission and where appropriate to the parents or carers. 



Prior to discharge the leaflet relating to section 117 aftercare should be discussed with the CYP and their parents or carers to inform them of their rights and their eligibility to section 117 aftercare on discharge and their entitlement to care as assessed. Both documents can be located at appendix B in the procedures document.







[bookmark: _Hlk145921684][bookmark: _Hlk133403001]9.0 Section 117 aftercare Lead Professional



Where children and young people are detained in an out of area hospital placement (a hospital not in the CYPs home county)



 there will usually be involvement from a care coordinator within the (children’s) Community Mental Health Team who will become the Section 117 aftercare Lead Professional and in conjunction with the receiving hospital (who should also identify a hospital Lead Professional whilst in hospital), and the involved Social Worker, work together in co-ordinating the hospital treatment and the section 117 aftercare plan thus providing a robust and seamless transition back into the local service.



Should the CYP case not be open the individual will be allocated to a specific individual in the CAMHS Crisis and Enhanced Treatment Team managed by LPFT from the children’s urgent care directorate this person will become the section 117 aftercare Lead Professional. The LPFT section 117 aftercare Lead Professional will ensure that RIO is fully updated with the information in respect of the detention, this will ensure that colleagues can determine that the CYP has been detained and on an appropriate section.



[bookmark: _Hlk145921845]



[bookmark: _Hlk133402700][bookmark: _Hlk132881794]10.0 Discharge and aftercare planning



[bookmark: _Hlk125380184]Discharge and aftercare planning must start as soon as possible after admission to hospital and must be child and young person, and family focused and informed through an assessment of need. Prior to their discharge from hospital all children and young people should have an assessment of their needs, on which a care plan on which their section 117 aftercare needs are based.







[bookmark: _Hlk145921888]11.0 Assessment and Care Planning Attendance.



[bookmark: _Hlk132893324]Before commencing section 117 aftercare assessment and care planning, consideration will be given as to, who needs to be involved in assessing the section 117 needs of a CYP. The child or young person and their parent/carer/ guardian, an appropriate representative from Social Care and from the NHS must be present when assessing and deciding the section 117 aftercare plan. It is essential that the individual, the family, the Social Care representative, and NHS Health representative work together in the best interest of the young person.



Parents and carers may also be afforded a private discussion with relevant professionals to share their concerns without the risk of upsetting or damaging the relationship with their child or young person.







Where the individual does not wish to attend then this must be documented in the individual’s record, assessors should discuss the best way for the CYP to input post meeting. In addition to the CYP themselves, the Lead Professional should actively consider the list of potential attendees contained within paragraph 34.12 of the Mental Health Act Code of Practice 2015 and the list contained in the CYP section 117 aftercare Guidance and Procedures.







A CYP can be supported by an advocate this is detailed in paragraph 8.0 of this policy above.



[bookmark: _Hlk132892192]Aftercare planning should take account of the young person's age and cognition and should involve their parent/carer/guardian (as appropriate) to ensure that they will be ready and able to provide the assistance which the young person may need.







[bookmark: _Hlk145922019]12.0 Assessing and care planning for Section 117 aftercare needs



[bookmark: _Hlk132892308][bookmark: _Hlk104821626]A holistic approach is required when assessing aftercare needs, The Section 117 aftercare Lead Professional and Social Worker then must complete the section 117 aftercare care/progress plan specifying what will be provided to meet an individual’s section 117 aftercare needs. The care/progress plan must clearly identify the needs that are related to section 117 aftercare entitlement and those that are not. Lincolnshire County Council will assess using the child and family assessment leading to the progress plan and, the NHS service will use the Joint children and young person section 117 aftercare assessment leading to a section 117 aftercare plan.  These forms and guidance on completing it are contained in the CYP section 117 aftercare Guidance and Procedures appendix.







Assessments of aftercare needs (and where possible how these will be met) should be conducted:  



· as soon after admission as possible



· prior to discharge



· prior to any Tribunal or Hospital Managers review of detention



· as part of an ongoing process of reviews in the community



· when considering ending someone’s section 117 entitlement or eligibility







The aftercare assessment and aftercare plan must be completed and recorded prior to the young person’s discharge and made available to the young person, the young person will be consulted on  in line with their age appropriate capacity on who the assessment and aftercare should be shared with and anyone with parental responsibility/relative/carer/ guardian, that the individual has consented to, or in their best interest if they have been assessed as lacking capacity. 



This information should also be made available to the LA and LICB within 1 month of the person leaving hospital or, prior to leaving hospital where there are complex or non-statutory/standard section 117 aftercare needs identified which require funding agreement through the CYP section 117 aftercare Out of Area Treatments Panel. LCC and LICB must document this on their individual clinical systems in accordance with each agencies record keeping policies.







The aftercare Plan should identify a named individual as the section 117 aftercare Lead Professional who has responsibility for leading on, co-ordinating, the preparation, the implementation, and the evaluation of the aftercare plan post discharge.







The practitioners concerned, in discussion with the young person, should agree an outline of the young person's needs and a timescale for implementing the various aspects of the section 117 aftercare plan. All key people with specific responsibilities should be identified (section 117 aftercare Lead Professional role).



It is important that those who are involved in discussions about aftercare plans are able to make commitments about their own continuing involvement and the services to be provided or commissioned. If the worker will need to seek approval for this, extra time must be set aside for planning so that this causes no delay to the discharge from hospital and implementation of the aftercare plan.







The aftercare plan aims to ensure a transparent, accountable, and co-ordinated approach to meeting wide ranging psychological, emotional, and social needs associated with the young person's mental disorder. It should set out the practicalities of how the young person will receive treatment, care and support day-to-day and should not place undue reliance on the young person's carers.







Included within the aftercare Plan are:



· A treatment/progress plan which details Medical, Nursing, Social Worker, Psychological and other therapeutic support for the purpose of meeting the young person's individual needs promoting recovery and or preventing deterioration



· Details regarding any prescribed medications



· Details of how the young person will be supported to achieve their personal goals.



· Support provided in relation to social needs



· Support provided by carers 



· A plan to maintain care where required in the absence of parental care for planned and unplanned absence. 



· Details of any areas of need which are critical to preventing behavioural disturbance and should provide guidance on how staff/carers should respond if behavioural disturbance does arise.



· Actions to be taken in the event of a deterioration of the young person's presentation. Guidance on actions to be taken in the event of a crisis.



· Details of any actions to address physical health problems or reduce the likelihood of health inequalities







[bookmark: _Hlk133403033][bookmark: _Hlk145922193]12.1 Care programme Approach. 



The care programme approach has been the care planning framework for the past 30 years, NHS England has stated with the publication of the “community mental health framework” that the care programme approach has been superseded. Work in refocusing the Care Programme approach in Lincolnshire in line with personalised care will take a period of time therefore reference to CPA will remain in this policy until such time as there is a formal change and for those individuals who are currently on CPA for this to continue. Any eventual change would need to be discussed with those individuals in receipt of CPA and reflected within this policy. 







[bookmark: _Toc145928832][bookmark: _Hlk133403301][bookmark: _Hlk145922386]13.0 Reviews



13.1 Purpose of reviews



The Lead Professional will give consideration as to, who needs to be involved in reviewing the section 117 needs of a CYP. The child or young person and their parent/carer/ guardian, an appropriate representative from Social Care and from the NHS, and other relevant professionals involved in the ongoing support of the CYP.



The identified section 117 aftercare Lead Professional is responsible for ensuring section 117 aftercare needs are reviewed at the agreed timescale, recording progress towards the individual’s independence, and supported with a focus on promoting recovery within the family environment. 



The responsibility of the identified section 117 aftercare Lead Professional to arrange reviews of the plan until it is agreed between all parties, including the young person, that it is no longer necessary and follow the ending section 117 aftercare process.







The aftercare plan will need to be reviewed if the young person moves to another area. The section 117 aftercare Lead Professional in the original area will be responsible for ensuring the aftercare needs are reviewed in the new area, making transfer arrangements with the new area if commissioning responsibility consequently passes or is delegated to authorities in the new area.







[bookmark: _Hlk133403321]13.2 Review timescales



Aftercare reviews should take place at intervals of 72 hours post discharge, 6 weeks post discharge, 6 months post discharge 12 months and annually thereafter, ad hoc reviews can be convened as required, progress with each aftercare need should be recorded, and where applicable adjusted, any funding implications would need ratification by the section 117 aftercare Out of Area Treatments Panel for Children and Young People 



At each review meeting consideration to end section 117 should be considered. 



Unscheduled reviews can be called at any point should one be necessary:



· whenever the person moves to another area



· whenever there is information that indicates that the current plan is not meeting the persons mental health needs



· at the request of the person or their formal representative



· whenever ending section 117 entitlement or eligibility is being considered







[bookmark: _Hlk133403354]







14.0 Transition from child to adult services



ICBs and local authorities should have systems in place to ensure that appropriate referrals are made whenever either organisation is supporting a young person who, on reaching adulthood, may have a need for services from the other agency. ICBs and LAs should ensure that they are actively involved, with their partners, in the strategic development and oversight of their local transition planning processes, and that their representation includes those who understand and can speak in respect of section 117 aftercare. 







[bookmark: _Hlk133403374]15.1 Transition planning



Transition planning for children and young people into adult services in respect of Section 117 aftercare should be identified at age 17, or immediately if aged over 17 where aftercare services are or may be required at the age of 18 years.  The identified CYP section 117 aftercare Lead Professional is responsible for the co-ordination of this process.



A section 117 aftercare Lead Professional will be appointed from the adult services and work in conjunction with the CYP section 117 aftercare Lead Professional in preparation to take over the role in adult services.



[bookmark: _Hlk133403431]There are other time scales in respect of planning for adulthood these plans including the section 117 aftercare must dovetail together the statement above relates to the referrals to adult services in respect of section 117 aftercare and does not prevent prior and ongoing planning for adulthood which is good practice:



· For young people with education, health, and care plans this must happen from year 9, as set out in the Children and Families Act 2014. For young people leaving care, this must happen from age 15-and-a-half.



· For young people with a child in need plan, an education, health and care plan or a care and support plan, local authorities must carry out a review, as set out in the Children Act 1989, the Children and Families Act 2014 and the Care Act 2014. 







Legislation and the respective responsibilities of the ICB and LA and are different in CYP and adult services.  







Referral to the appropriate adult service is an important step in preparing for the transition into adult services and should be made at the latest at age 17 years.







[bookmark: _Hlk145922567][bookmark: _Hlk148021124]15.2 Transition Principles for young people. 



Children’s services should identify those young people for whom it is likely that adult services will be necessary and ensure involvement from adult services in the ICB and the Local Authority who will be responsible for them as adults. Identification should occur for the young person at the age of 17 or immediately if older when detained and admitted to hospital. If admitted on or after their 17th birthday referral to the appropriate Local Authority and ICB for an adult assessment using the jointly agreed assessments and subsequent care planning tools for adult section 117 aftercare which should ensure effective packages of care can be commissioned in time for the individual’s 18th birthday. In order to do this employees from adult services will need to be involved in both the assessment and care planning to ensure smooth transition to adult services. If needs are likely to change, it may be appropriate to make a provisional decision, and then to recheck it by repeating the process as adulthood approaches. All parties with current or future responsibilities should be actively represented in the transition planning process.







The ICB and LA should ensure that adult services are appropriately represented at all transition planning meetings to do with individual young people whose needs suggest that there will be eligibility and may be entitlement. The needs of a young person, and any future entitlement to adult section 117 aftercare should be clarified as early as possible in the transition planning process, especially if the young person’s needs are likely to remain at a similar level until adulthood. 







[bookmark: _Hlk145922592][bookmark: _Hlk133403392]15.3 Adult assessment and care planning tools for individuals transitioning into adult services.



An awareness of the adult section 117 aftercare policy, and the procedures and guidance and agreed assessment and care planning/review tools should be used when transitioning into adult services to determine what section 117 aftercare care services individuals are currently receiving, and if there is any change to these services as the individual moves towards their 18th birthday, ideally if the existing service can transition with the young person, if there is to be a change this will need to be transitioning and in place for the individuals 18th birthday, there should be no gap in service for the individual, it may be identified that no ongoing aftercare service is required. The nature of the package may change because the young person’s needs or circumstances change. However, it should not change simply because of the move from children’s to adult services or because of a change in the organisation with commissioning or funding responsibilities. 







There should be no gap in service provision based on age. Where service gaps are identified, these should be noted to the ICB and LA who should consider how to address these as part of their strategic commissioning responsibilities.







No services or funding should be unilaterally withdrawn unless a full joint health and social care assessment has been carried out and the entitlement to services ended or alternative funding arrangements have been put in place. 







Any entitlement that is identified by means of these processes before a young person reaches adulthood will come into effect on their 18th birthday, subject to any change in their needs. The first review will follow the agreed time scales of 72 hours post discharge from hospital, 6 weeks, 6 months 12 months and annually thereafter. Where a young person has been assessed as being eligible for section 117 aftercare when they reach 18 years but lacks the mental capacity to decide about their future accommodation and support arrangements, a best interest’s decision may need to be made about these issues. This process must be compliant with the 2005 Mental Capacity Act. 







If there is a significant difference of opinion between the responsible commissioners and the young person’s family as to what arrangements would be in their best interests, this needs to be resolved before their 18th birthday. Normal best practice is that such resolution is achieved through open and collaborative discussion between all parties. If there remains disagreement, timely application should be made to the Court of Protection early enough for care and support arrangements to be in place when the young person reaches 18. This should be determined by applying the principles set out in the relevant legislation.







A dispute or lack of clarity over commissioner responsibilities must not result in a lack of appropriate input into the transition process. 







[bookmark: _Hlk147918134][bookmark: _Hlk114043963]16.0 Ending entitlement(s) to section 117 aftercare services



Consideration to end an entitlement would be considered at a review meeting where one of the topics under review is the section 117 aftercare. If there is agreement for an entitlement, or all entitlements to end this recommendation should be ratified by the section 117 aftercare Out of Area Treatments panel for children and young people.







[bookmark: _Hlk147918357]Eligibility for services under section 117 aftercare remains in place until eligibility is ended.







[bookmark: _Hlk145922706][bookmark: _Hlk147918425]17.0 Ending Section 117 aftercare Eligibility



Aftercare entitlement under Section 117 may not continue indefinitely, and each person’s needs and circumstances should be reviewed regularly. The MHA Guidance makes it clear that even if the person is settled well in the community, they may still need Section 117 services to reduce the likelihood of a relapse, or to prevent their condition deteriorating. Section 117 aftercare services should therefore end only if someone has been functioning well for a sustained period and no longer needs services that meet the statutory definition for section 117 aftercare. 







The initial consideration to end section 117 aftercare eligibility would be made at a multi-disciplinary section 117 aftercare review.



 



A Section 117 multidisciplinary discharge meeting must be convened when discharge from Section 117 aftercare eligibility is considered, and all decisions must be recorded as evidence of the outcome. The views of the young person and their family or carers should form an important part of the discussion. If there is agreement that section 117 can be ended/discharged, this will be recommended to the Out of Area Treatments Panel for Children and Young People who will take a final decision, this decision will be communicated in writing to the individual. A template letter can be found in the procedures and guidance appendix.







Section 117 aftercare eligibility automatically ends should the CYP be readmitted to hospital on a qualifying section of the Mental Health Act for the Local Authority.



For the Local Authority the process for section 117 aftercare recommences in preparation for discharge and may include different Local Authority commissioner, should the CYP have moved out of the original area.  







The Mental Health Act Administrators must be informed of any section 117 eligibility ending. 







For Health services there is no change if a subsequent qualifying detention is made, the who pays guidance sets out that the section 117 aftercare responsibility transfers with the individual along with the funding for the hospital stay if an out of area placement is required.







[bookmark: _Hlk145922746]



18.0 Disengagement from service



When a CYP becomes disengaged with services or refuses to accept aftercare services, the entitlement does not automatically lapse and the care team should ensure that needs and risks are reviewed and, where possible, communicated to the person.







Aftercare services under section 117 should not be withdrawn solely on the grounds that: 



· The patient has been discharged from the care of specialist mental health services



· An arbitrary period has passed since the care was first provided



· The individual is deprived of liberty under the MCA



· The individual has returned to hospital informally or under a Mental Health Act section 2  



· The individual is no longer on a CTO or Mental Health Act section 17 leave







Even where the provision of aftercare has been successful in that the individual is now well settled in the community, the person may continue to need aftercare services to prevent a relapse or further deterioration in their condition.







Lincolnshire County Council and the Lincolnshire NHS Integrated Care Board remain the responsible authorities irrespective of where the individual lives if the section 117 aftercare entitlement remains in place. Only once the entitlement has been ended/discharged the responsible commissioning authorities may revert to the Local Authority under ordinarily residence and origination ICB under the GP registration, should there be a further eligible section detention as outlined in 3.0 above for Local Authorities and for NHS Integrated Care Boards.







Eligible individuals are under no obligation to accept the aftercare services they are offered following assessment, but any decisions they may make to decline them should be fully informed. An unwillingness to accept services does not mean that the individual does not need to receive services, nor should it preclude them from receiving services later under section 117 aftercare should they change their mind. 







The duty to provide after-care services under section 117 exists until both LCC and the LICB are satisfied that the individual no longer requires them. 







The Mental Health Act Code of Practice also states (paragraph 27.3) that the ‘duty to provide after-care services continues as long as the individual is in need of such services’ and confirms (in paragraph 27.19) that ‘the duty to provide aftercare services exists until both the NHS Lincolnshire Integrated Care Board and Lincolnshire County Council (for Lincolnshire) are satisfied that the individual no longer needs them. Circumstances in which it is appropriate to end such services vary by individual and the nature of the services provided.







[bookmark: _Toc145928833][bookmark: _Hlk133403535][bookmark: _Toc112245226]19.0 Reinstating Section 117 Aftercare



Where it is determined that a CYP who is eligible for section 117 aftercare has had their entitlement ended prematurely, and there is a need to reinstate care in respect of; “meeting a need arising from or related to the patient’s mental disorder and reducing the risk of a deterioration of the CYP’s mental condition and, accordingly, reducing the risk of the patient requiring admission to a hospital again for treatment for mental disorder”. 







The section 117 aftercare Lead Professional should make a professional assessment the urgency of the need to reinstate eligibility for section 117 aftercare and takes action to meet urgent need via interagency communication and agreement if agreement is not achieved this will be referred immediately to the next line manager to resolve, or, via the agreed process for securing section 117 aftercare if of a non-urgent nature. The section 117 aftercare Out of Area Treatments Panel for Children and Young People will be furnished with all relevant information and will review the case for learning points, and the Mental Health Act Administrators must be informed of the change in status.  



[bookmark: _Toc145928834][bookmark: _Hlk133403580]



[bookmark: _Toc112245227]20.0 People with Learning Disability and autistic people programme (LDA programme) (previously Transforming Care)



The LDA programme relates to people who have a learning disability, autistic people, or both and especially focuses on people with behaviour of concern, or a mental health condition. 



In February 2015, NHS England publicly committed to a programme of closing inappropriate and outmoded inpatient facilities and establishing stronger support in the community.



NHS England has rolled out a programme of Care and Treatment Reviews (CTRs) of individual’s to prevent unnecessary admissions and avoid lengthy stays in hospital. 







CYP in hospital on the LDA programme, Care and Treatment review programme, and are on one of the eligible mental health act sections, will be eligible to section 117 aftercare upon discharge from the section.



 



[bookmark: _Toc145928835][bookmark: _Toc112245229][bookmark: _Hlk145922882][bookmark: _Hlk133403632]21.0 Funding 



[bookmark: _Toc145928836]Currently where funding a service is required this is based on an individual case by case basis, agreed by the CYP section 117 aftercare Out of Area Treatments Panel. Details of the Out of Area Treatments panel is located in the procedure and Guidance documents at appendix K.  



[bookmark: _Toc112245230][bookmark: _Hlk145922903]21.1 Statutory health and standard Social Care



The term Statutory services relates to those services that are provided by the NHS and Local Authority free of charge, for eligible Lincolnshire individuals, these services in respect of the Mental Health Act section 117 aftercare following assessment, could include access to (this is not an exhaustive list) members of the CAMHS team Consultant Psychiatrist, Clinical Psychologist, Occupational Therapist, Speech and Language therapist and other services provided and funded within the remit of Lincolnshire Partnership Foundation Trust, and some community services for example the Crisis Team, Social Workers from Social Care in Lincolnshire, and Registered Nurses and healthcare workers from NHS Lincolnshire Integrated Care Board for care co-ordination. (These services are already funded by the Integrated Care Board or the Local Authority). The Statutory duty for Lincolnshire County Council is to undertake a child and family assessment and provide services to meet unmet eligible needs.







21.2 Services that are not statutory services (requiring funding)



Lincolnshire County Council and NHS Lincolnshire Integrated Care Board for CYP’s eligible for Mental Health Act Section 117 aftercare, fund non statutory care for example accommodation and therapeutic placements (outside of the above statutory services) which forms part of the section 117 aftercare need, private providers of care in the community, and other needs that are not funded through statutory services where a need has been assessed and requires funding to meet the section 117 aftercare need.







[bookmark: _Hlk133403698]21.3 Funded services.



Section 117 aftercare services are free of charge.



All funded services and any change to the service will need to be discussed by the CYP section 117 aftercare Out of Area Treatments panel. 







[bookmark: _Hlk145923252]21.4 Funding changes



Neither the Integrated Care Board r the Local Authority should unilaterally withdraw from an existing funding arrangement without a joint reassessment of the individual, and without first consulting one another and informing the individual about the proposed change of arrangement. Any proposed change should be put in writing to the individual by the organisation that is proposing to make such a change. If agreement cannot be reached on the proposed change, the local disputes procedure should be invoked, and current funding arrangements should remain in place until the dispute has been resolved



[bookmark: _Toc112245238][bookmark: _Hlk133405500]



[bookmark: _Toc145928837][bookmark: _Hlk145923034]22.0	Direct Payments and Personal Health Budgets



Direct Payments and Personal Health budgets can be made to discharge both the Council’s and the ICB’s obligations under section 117 aftercare. An individual cannot be charged for services that are provided to a meet a section 117 aftercare need and this must be taken into consideration when calculating direct payments and personal health budget payments.



An individual will not be charged for section 117 aftercare services, however if they are a young person transitioning into adult services with needs which fall outside of the section 117 aftercare these needs may be subject to a financial assessment by Lincolnshire County Council.  







[bookmark: _Toc112245239][bookmark: _Toc145928838][bookmark: _Hlk133405524]22.1 Social Care Direct Payments



Section 117 of the Mental Health Act 1983 allows for aftercare services to include services provided to the individual in respect of a Direct Payment a monetary payment in lieu of services.



The Lincolnshire County Council Direct payments policy is included in the procedure and guidance document appendix.







[bookmark: _Toc112245240][bookmark: _Toc145928839][bookmark: _Hlk133405554]22.2 Health Care Personal Health Budgets



Personal Health Budgets for health care are monetary payments in lieu of services, made by ICBs to individuals (or to a representative or nominee on their behalf) to allow them to purchase the care and support they need to meet their health and wellbeing outcomes. NHS Lincolnshire Integrated Care Board Personal Health Budget Direct Payment Guidance is included in the procedure and guidance document appendix.







[bookmark: _Toc112245231][bookmark: _Toc145928840][bookmark: _Hlk133403798]23.0 Section 117 aftercare Associated guidance



[bookmark: _Toc112245232][bookmark: _Toc145928841]23.1 Continuing Health Care Interface



NHS Continuing Healthcare process and funding must not be used to meet section 117 aftercare needs. Where a CYP is eligible for services under section 117 aftercare these must be provided for/funded under section 117 aftercare and not under NHS Continuing Healthcare. It is important for ICBs to be clear in each case whether the individual’s needs (or in some cases which elements of the individual’s needs) are being funded under section 117 aftercare, NHS Continuing Healthcare, or any other powers.







[bookmark: _Hlk133403868][bookmark: _Hlk145923503]23.2 Non section 117 aftercare needs 



A person in receipt of services under section 117 aftercare may also have or develop needs that do not arise from, or are not related to, their mental disorder and so do not fall within the scope of section 117 aftercare such as physical health needs. These needs not related to the section 117 aftercare, cannot be funded as section 117 aftercare and must be funded and classified outside of the section 117 aftercare needs.







Whilst these are not section 117 aftercare needs they should be identified as part of the assessment and review process prior to the individual leaving hospital and where they trigger requirements of Continuing Healthcare (CHC) the ICB should be notified and the process around CHC engaged. The general principals in determining the responsible commissioner for non-section 117 aftercare related needs is “where an individual is registered on the list of NHS patients of a GP Practice, the ICB with core responsibility for the individual will be the ICB with which that GP practice is associated. This may be a different ICB than the ICB responsible for the Section 117 aftercare. 



Paragraph number 14.11 and 18 of the “Who pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers (revised 2022) document highlights scenarios identifying the responsible commissioner, under the changing circumstances relating to section 117 aftercare and “other health care needs







[bookmark: _Hlk133405468]24.0 Changes to charging for prescribed medications for individuals at age 16-18 years.



Individuals have the right to receive NHS services free of charge, apart from certain limited exceptions sanctioned by Parliament.



NHS services are generally provided free of charge. This includes access to local services for example GP, hospital or clinic, or health improvement services provided by the local authority.



Dental, Ophthalmic and prescription2services are chargeable the legislation in the 2006 NHS Act enables the making and recovery of charges for these services. 



Section 117 aftercare does not automatically entitle individuals to free prescriptions unless they are in an exemption category or hold a valid medical exemption certificate (MedEx). Mental disorders are not included in the list of medical conditions. For individuals below the age of 16 prescriptions are free between the age of 16 -18 and in full time education, the individual is entitled to free prescriptions. Individuals aged 16 if not in full time education and individuals attaining the age of 18 years and are not in one of the exemption groups, the service is chargeable.  



The National Health Service (Charges for Drugs and Appliances) Amendment Regulations 2008 amended the 2000 Regulations so that individuals who are subject to a Community Treatment Order will not be charged for medication if it is supplied to them by a CCG now ICB, Trust or a Patient Group Directive. Individuals who are not subject to a CTO but who are receiving medication from a trust will not be charged for the prescription.



Further information can be sought from an appropriate pharmacist.







[bookmark: _Toc112245245][bookmark: _Toc145928842][bookmark: _Hlk133405773]25.0 Resolution Process’s



[bookmark: _Hlk150768094]25.1 Joint Professional Resolution and Escalation Protocol in relation to Section 117 Aftercare



Providers, commissioners, and other relevant organisations should work together to ensure that the quality of commissioning and provision of mental healthcare services are of high quality and are given equal priority to physical health and social care services. 







Whilst all relevant services should work together to facilitate a timely, safe, and supportive discharge from detention, in order to facilitate section 117 aftercare professional or commissioning differences may arise. Any differences that arise with regards to section 117 aftercare, within the local organisations, are to be managed in the interim through line management steps, as described in the  “Professional resolution and escalation LSCP policy”. This is located at appendix O in the section 117 aftercare Guidance and procedures documentation.















[bookmark: _Hlk145923981]25.2 Local Funding disputes



Where there is a local dispute regarding funding, there should be no impact on the young person the provision of ‘without prejudice’ funding by the authority with the primary duty of care at the time, pending resolution of the dispute, if neither is currently funding or prepared to fund, this should be on an interim 50/50 basis between Local Authority (LCC) and the Integrated Care Board (ICB). This will avoid funding disputes detrimentally affecting an individual’s care or causing undue delay in discharging someone from hospital. 







[bookmark: _Hlk145924021]25.3 Other Commissioning Authority disputes



Where there is a dispute regarding section 117 aftercare funding and/or commissioning authority the jointly agreed NHS and Social Care disputes resolution process will be followed, including the provision of ‘without prejudice’ funding by the authority with the primary duty of care at the time, pending resolution of the dispute and if neither is currently funding or prepared to fund, this should be on a 50/50 basis between Local Authority (LCC) and the Integrated Care Board (ICB). This will avoid funding disputes detrimentally affecting the CYP’s care or causing undue delay in discharge from hospital.







[bookmark: _Hlk145924052][bookmark: _Hlk109054137][bookmark: _Toc104454403]25.4 Dispute resolution process for ICBs within NHS in England.



Appendix 1 of the “who pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers (version 1.1 (draft) 14 June 2022) sets out principles which apply where there is disagreement about a responsible commissioner issue between ICBs, or between ICBs and an NHS England commissioning team, and describes the formal dispute resolution process to be followed where a disagreement cannot be resolved locally. Appendix 3 of the “who pays “ document outlines the National arbitration process.







This process applies only within the NHS in England. It does not apply to disputes involving an NHS commissioner and a Local Authority, nor does it apply to cross-border disputes within the UK. There is, however, a separate process for dispute resolution between NHS bodies in England and Wales set out in England / Wales Cross Border Healthcare Services: Statement of values and principles. 







[bookmark: _Hlk133406130][bookmark: _Hlk145924080][bookmark: _Hlk109054167]25.5 Disputes between Local Authorities.



 The dispute resolution for Local Authorities is laid out in the Care Act 2014 “statutory instruments 2014 No. 2829 The Care and Support (disputes between Local Authorities) regulations 2014. 







[bookmark: _Toc112245247][bookmark: _Toc145928843][bookmark: _Hlk133406217][bookmark: _Hlk109054585]26.0 Complaints



Where individuals express dissatisfaction with any aspect of their section 117 aftercare then organisations should engage with them to resolve this. If an individual wishes to make a formal complaint this should be done in line with each partnership organisations complaints procedure. 







				Organisation



				e-mail







				Lincolnshire County Council



				CustomerRelationsTeam@lincolnshire.gov.uk







				Lincolnshire Partnership Foundation Trust



				PALS@lpft.nhs.uk







				NHS Lincolnshire Integrated Care Board (ICB)



				Informal information:



LHNT.LincsPALS@nhs.net



Formal complaints:



licb.feedbacklincolnshireicb@nhs.net















[bookmark: _Hlk145924255]27.0 Training



Each partnership organisation will provide appropriate and sufficient training for each of their employee groups.
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Identifying the Responsible Local Authority.docx
The Responsible Local Authority

It is important to recognise that different provisions apply depending on whether you are dealing with pre 2015 or post April 2015 cases. 



Pre -Care Act 2014 cases 

Prior to the Care Act coming into effect on 1 April 2015, Section 117(3) provided that the responsible CCG (now ICB) and Local Authority was that in whose area the patient was resident immediately before being detained. If the patient had no such residence, then the responsibility defaulted to the bodies for the area the patient was sent to on discharge.

The case law applying to these types of cases confirmed that the Local Authority “deeming provisions” (which were familiar to social care staff under Acts such as the National Assistance Act 1948) had no application and therefore did not apply when determining responsibility under Section 117 of Mental Health Act 1983. [A deeming provision is a provision which means that in certain circumstances the person is placed out-of-area but continues to be deemed in law as ordinarily resident in the placing Local Authority's area.] 



Post Care Act cases (Post 1 April 2015) 

Section 75 of the Care Act 2014 amended the wording of Section 117 to change the wording from “resident” to “ordinarily resident”. In all other respects the section remained the same. This simply served to confuse matters as it was not clear whether by making this change it was necessary to import the deeming provisions. In March 2016 a revision to the Care and support statutory guidance made it clear that the deeming provisions which are used to determine Care Act responsibilities do not apply to Section 117. This still remains the position. 



 Practical Application 

Section 117 responsibilities for Local Authorities are determined therefore by reference to the common law without the use of deeming provisions. In most cases a person’s ordinary residence is straight forward.  In more complex cases the individual facts will need to be considered. 



The courts have considered the meaning of ordinary residence and the leading case is that of Shah v London Borough of Barnet (1983). In this case Lord Scarman stated that:

“unless it can be shown that the statutory framework or the legal context in which the words are used requires a different meaning I unhesitatingly subscribe to the view that ordinarily resident refers to a man’s abode in a particular place or country which he has adopted voluntarily and for settled purposes as part of the regular order of his life for the time being, whether of short or long duration.”



The statutory guidance helpfully provides the following. 

Local Authorities must always have regard to this case when determining the ordinary residence of adults who have capacity to make their own decisions about where they wish to live. Local Authorities should in particular apply the principle that ordinary residence is the place the person has voluntarily adopted for a settled purpose, whether for a short or long duration. Ordinary residence can be acquired as soon as the person moves to an area, if their move is voluntary and for settled purposes, irrespective of whether they own, or have an interest in a property in another local authority area. There is no minimum period in which a person has to be living in a particular place for them to be considered ordinarily resident there, because it depends on the nature and quality of the connection with the new place”



[bookmark: _Hlk194331327]Where the individual lacks capacity the statutory guidance provides the following:

Therefore, with regard to establishing the ordinary residence of adults who lack capacity, Local Authorities should adopt the Shah approach but place no regard to the fact that the adult, by reason of their lack of capacity cannot be expected to be living there voluntarily. This involves considering all the facts, such as the place of the person’s physical presence, their purpose for living there, the person’s connection with the area, their duration of residence there and the person’s views, wishes and feelings (insofar as these are ascertainable and relevant) to establish whether the purpose of the residence has a sufficient degree of continuity to be described as settled, whether of long or short duration.”

The Local Authority will therefore consider the position of ordinary residence by using the common law interpretation above without consideration of the deeming provisions when considering whether it is has responsibility under Mental Health Act Section 117 for aftercare. 



Accommodation provided under Section 117 Mental Health Act 1983

Where accommodation is provided under Section 117 aftercare of the Mental Health Act, (as opposed to under the Care Act), Section 39(4) of the Care Act deems the person to be ordinarily resident in the Section 117 authority's area for the purposes of other Local Authority services as well.



What happens if the individual has a Section 117 entitlement in one Local Authority but is subsequently re-detained in the area of another Authority under Section 3.  

This scenario has been the subject of longstanding litigation by the name of R. (on the application of Worcestershire CC) v Secretary of State for Health and Social Care [2021] EWCA Civ 1957. This Court of Appeal case heard in December 2021 has changed for now the way in which these cases are dealt with. It is an important decision which affects local authority funding. 



(Paragraph 3)

The conventional legal view was that where a person was ordinarily resident in another local authority area (Local Authority B) and was re-detained under section 3 in the area of Local Authority B, that Local Authority would be responsible for the provision of aftercare services and not the Local Authority under which the first detention had occurred (Local Authority A). 



Court of appeal Judgement

The Court of Appeal has changed that position. The first Local Authority (Local Authority A) will retain Section 117 aftercare responsibility unless and until a joint decision (following proper process) has been made by the responsible Local Authority and integrated care board that the individual is no longer in need of any aftercare services.  Re-detention will not automatically terminate the Section 117 duty but it is clear that had such a decision been made to bring the aftercare services to an end, the outcome would have been different.  



Supreme Court Judgement 

[bookmark: _Hlk151979193][bookmark: _Hlk145927126]Upon consideration of the Supreme Court decision, following the appeal submitted by Worcestershire, the current position for Local Authorities as from the 10.08.2023 is as follows: 

The conventional legal view as outlined above in paragraph 3 was that where a person was ordinarily resident in another Local Authority area (Local Authority B) and was re-detained under Section 3 in the area of Local authority B, that Local Authority would be responsible for the provision of aftercare services and not the Local Authority under which the first detention had occurred (Local Authority A) was upheld. 



Effectively if an individual is detained on a qualifying section the existing Section 117 aftercare is effectively ended due to their being no requirement for Section 117 aftercare, due to the detention readmission to hospital on a qualifying Section. The process for identifying the responsible Local Authority commences along with the process to identify the Section 117 aftercare needs at the point of discharge from Section/hospital.



Concluding the case, the Supreme Court said: “"We conclude that the courts below were right to decide that, in circumstances where Parliament has deliberately chosen not to apply a deeming (or equivalent) provision to the determination of ordinary residence under Section 117 of the 1983 Act, the words “is ordinarily resident” must be given their usual meaning, where a person was ordinarily resident  immediately before the second detention."



It should be noted that the government has published a draft bill to amend the MHA, which includes provisions that would insert the deeming rules from the Children Act 1989 and Care Act 2014 into Section 117 (clause 39). Should this be the case then this policy will need to be updated to reflect this or any change.
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The Responsible Integrated Care Board Commissioner. The legislation

The key legislative provisions relating to the determination of commissioning responsibility are contained in

 • the NHS Act 2006 (“the 2006 Act”), as amended, including by the Health and Care Act 2022 (“the 2022 Act”);  

• the National Health Service (Integrated Care Boards: Responsibilities) Regulations 2022 (the “ICB Responsibilities Regulations”); 

 • the National Health Service (Integrated Care Boards: Exceptions to Core Responsibility) Regulations 2022 (the “ICB Exceptions Regulations”); 

• the National Health Service (Integrated Care Boards: Description of NHS Primary Medical Services) Regulations 2022 (the “Primary Medical Services Regulations”); and 

 • the National Health Service Commissioning Board and Clinical Commissioning Groups (Responsibilities and Standing Rules) Regulations 2012 (as amended by the Health and Care Act 2022 (Consequential and Related Amendments and Transitional Provisions) Regulations 2022) (the “Standing Rules Regulations”), Who Pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers 01.04. 2024.



“Who pays Determining which NHS commissioner is responsible commissioning healthcare services. 

There have been several changes to the NHS responsible commissioner for eligible detained individuals and their Section 117 aftercare, over the past few years. This document will inform of the current position, previous changes will not affect CYP upon discharge at this time.



The current position as of 1 April 2024 onward is outlined in paragraph 18 of the 2024 Who Pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers. 

In respect of ICB-commissioned detention and aftercare services, the ICB responsible for commissioning and payment will be determined on the basis of the general rules at paragraph 10.2 of the 2024 “Who pays?  Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers, applied at the point of the patient’s initial detention in hospital under the Act (whether for assessment or treatment). This ICB will be known as the “originating ICB”. Paragraph 10.2 of the 2022 “Who pays? Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers) states:

“The general rules for determining responsibility between ICBs Where a patient is registered on the list of NHS patients of a GP practice, the ICB with core responsibility for the individual will be the ICB with which that GP practice is associated”. 



Any one GP practice may have some patients who are usually resident in one ICB area and others who are usually resident in another. In that situation, the responsible ICB (originating ICB) for all of the patients registered with that practice will be the ICB of which that practice is a member.



This originating ICB will then retain responsibility for commissioning and payment throughout the initial detention (including any period of informal admission following detention, during which the CYP is no longer detained but remains in hospital voluntarily), for the whole period for which any section 117 aftercare is provided.  

The recent supreme court judgement relating to the appeal submitted by Worcestershire, relates to Local Authorities and has not currently impacted on the NHS who pays guidance as of 1 April 2024 which remains in place as described above. At the start of paragraph 18, of the who pays 2024 guidance it clarifies that the Supreme Court judgement on the Worcestershire case does not affect the operation of the rules relating to establishing the responsible NHS commissioner for detention and aftercare under the Mental Health Act 1983. ICBs should continue to apply the rules set out in paragraph 18 for determining responsibility for detention and aftercare. The position is that the originating ICB retains responsibility for care during subsequent detentions, even if the CYP moves to a different part of the country.  



Where a patient is not registered with a GP practice, the responsible commissioner will be the ICB in whose geographic area the patient is “usually resident”.  



[bookmark: _Hlk145920729]Where the individual lacks capacity the statutory guidance provides the following:

Therefore, with regard to establishing the ordinary residence of adults who lack capacity, Local Authorities should adopt the Shah approach but place no regard to the fact that the adult, by reason of their lack of capacity cannot be expected to be living there voluntarily. This involves considering all the facts, such as the place of the person’s physical presence, their purpose for living there, the person’s connection with the area, their duration of residence there and the person’s views, wishes and feelings (insofar as these are ascertainable and relevant) to establish whether the purpose of the residence has a sufficient degree of continuity to be described as settled, whether of long or short duration.”

The Local Authority will therefore consider the position of ordinary residence by using the common law interpretation above without consideration of the deeming provisions when considering whether it is has responsibility under Mental Health Act Section 117 for aftercare. 









The Responsible Integrated Care Board Commissioner. The legislation



 



The key legislative provisions relating to the determination of commissioning responsibility are 



contained in



 



 



• the NHS Act 2006 (“the 2006 Act”), as amended, including by the Health and Care Act 2022 



(“the 2022 Act”);  



 



• the National Health Service (Integrated Care Boards: Responsibilities) Regulations 2022 (the 



“ICB Responsibilities Regulations”); 



 



 



• the National Health Service (Integrated Care Boards: Exceptions to Core Responsibility) 



Regulations 2022 (the “ICB Exceptions Regulations”); 



 



• the National Health Service (Integrated Care Boards: Description of NHS Primary Medical 



Services) Regulations 2022 (the “Primary Medical Services Regulations”); and 



 



 



• the National Health Service Commissioning Board and Clinical Commissioning Groups 



(Responsibilities and Standing Rules) Regulations 2012 (as amended by the Health and Care 



Act 2022 (Consequential and Related Amendments and Transitional Provisions) Regul



ations 



2022) (the “Standing Rules Regulations”), Who Pays? Determining which NHS commissioner is 



responsible for commissioning healthcare services and making payments to providers 01.0



4



. 



202



4



.



 



 



“



W



ho pays Determining which NHS commissioner is responsible commissioning



 



healthcare services. 



 



T



here have been several changes to the NHS responsible commissioner for



 



eligible



 



detained 



individuals and their 



S



ection 117 aftercare, over the past few years



. This document will inform 



of the current position, previous changes will not affect CYP upon discharge at this time.



 



 



The current position as of 1 



April



 



202



4



 



onward is outlined in paragraph 18 of the 202



4



 



Who 



Pays? Determining which NHS commissioner is responsible for commissioning healthcare 



services and making payments to providers. 



 



In respect of ICB



-



commissioned detention and aftercare services, the ICB responsible for 



commissioning and payment will be determined on the basis of the general rules at paragraph 



10.2 of the 202



4



 



“Who pays?  Determining which NHS commissioner is responsible for 



commissioning healthcare services and making payments to providers



, applied at the point of 



the patient’s initial detention in hospital under the Act (whether for assessment or treatment). 



This ICB will be known as the “originating ICB”. 



Paragraph 10.2 of the 2022 “Who pays? 



Determining which NHS commissioner is responsible for commissioning healthcare services 



and making payments to providers) states:



 



“The general rules for determining responsibility between ICBs Where a patient is registered on 



the list of NHS patients of a GP practice, the ICB with core responsibility for the individual will 



be the ICB with which that GP practice is associated”. 



 



 



Any one GP practice may have some patients who are usually resident in one ICB area and 



others who are usually resident in another. In that situation, the responsible ICB (originating 



ICB) for all of the patients registered with that practice will be the I



CB of which that practice is a 



member.



 



 



This originating ICB will then retain responsibility for commissioning and payment throughout 



the initial detention (including any period of informal admission following detention, during 



which the 



CYP



 



is no longer detained but remains in hospital voluntarily), for the whole period for 



which any section 117 aftercare is provided. 



 



 



The recent supreme court judgement relating 



to 



the appeal submitted by Worcestershire,



 



relates to Local Authorities and has not currently impacted on the NHS who pays guidance as of 



1 April 2024 which remains in place as described above. 



At the start of paragraph 18,



 



of the who 






The Responsible Integrated Care Board Commissioner. The legislation   The key legislative provisions relating to the determination of commissioning responsibility are  contained in     • the NHS Act 2006 (“the 2006 Act”), as amended, including by the Health and Care Act 2022  (“the 2022 Act”);     • the National Health Service (Integrated Care Boards: Responsibilities) Regulations 2022 (the  “ICB Responsibilities Regulations”);      • the National Health Service (Integrated Care Boards: Exceptions to Core Responsibility)  Regulations 2022 (the “ICB Exceptions Regulations”);    • the National Health Service (Integrated Care Boards: Description of NHS Primary Medical  Services) Regulations 2022 (the “Primary Medical Services Regulations”); and      • the National Health Service Commissioning Board and Clinical Commissioning Groups  (Responsibilities and Standing Rules) Regulations 2012 (as amended by the Health and Care  Act 2022 (Consequential and Related Amendments and Transitional Provisions) Regul ations  2022) (the “Standing Rules Regulations”), Who Pays? Determining which NHS commissioner is  responsible for commissioning healthcare services and making payments to providers 01.0 4 .  202 4 .     “ W ho pays Determining which NHS commissioner is responsible commissioning   healthcare services.    T here have been several changes to the NHS responsible commissioner for   eligible   detained  individuals and their  S ection 117 aftercare, over the past few years . This document will inform  of the current position, previous changes will not affect CYP upon discharge at this time.     The current position as of 1  April   202 4   onward is outlined in paragraph 18 of the 202 4   Who  Pays? Determining which NHS commissioner is responsible for commissioning healthcare  services and making payments to providers.    In respect of ICB - commissioned detention and aftercare services, the ICB responsible for  commissioning and payment will be determined on the basis of the general rules at paragraph  10.2 of the 202 4   “Who pays?  Determining which NHS commissioner is responsible for  commissioning healthcare services and making payments to providers , applied at the point of  the patient’s initial detention in hospital under the Act (whether for assessment or treatment).  This ICB will be known as the “originating ICB”.  Paragraph 10.2 of the 2022 “Who pays?  Determining which NHS commissioner is responsible for commissioning healthcare services  and making payments to providers) states:   “The general rules for determining responsibility between ICBs Where a patient is registered on  the list of NHS patients of a GP practice, the ICB with core responsibility for the individual will  be the ICB with which that GP practice is associated”.      Any one GP practice may have some patients who are usually resident in one ICB area and  others who are usually resident in another. In that situation, the responsible ICB (originating  ICB) for all of the patients registered with that practice will be the I CB of which that practice is a  member.     This originating ICB will then retain responsibility for commissioning and payment throughout  the initial detention (including any period of informal admission following detention, during  which the  CYP   is no longer detained but remains in hospital voluntarily), for the whole period for  which any section 117 aftercare is provided.      The recent supreme court judgement relating  to  the appeal submitted by Worcestershire,   relates to Local Authorities and has not currently impacted on the NHS who pays guidance as of  1 April 2024 which remains in place as described above.  At the start of paragraph 18,   of the who 
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[bookmark: _Toc114050516][bookmark: _Toc115690301]MOSAIC USERS

Mosaic users check the legal status, then the Mental Health Act Assessment (AMHP)' and the outcome which will identify if the individual has been on a qualifying section and therefore s 

1. Bring up the persons 'Summary page' on Mosaic1. This will bring up the legal history if it has 117 Aftercare or any qualifying Section (S.3, 37 etc.) then the person is eligible.





[image: ][image: ]1. Click on the Legal Status





If there is no indication in the legal status that the person is eligible the following steps should be taken

                                                                                                                              [image: ]                                                                                                                                                       Person Details

Case Notes

Chronologies

Documents

Events

Visits

1) View all 'Adult Mental Health Act Assessment (AMHP)' then select it.



2) Click on 'Documents' Status





                                                                                                                                                                                                                  4) 

Click on ‘outcome’

3)

If Section 3 or CTO shows, then the person is 117 eligible



      5)                                                                                                                                                                                                           

    [image: ]                                                                                                                                                                                                                                                                                     6) Outcome

Admission

· Informal

If detained under which Section 

   S3                                           ^

































image1.png

Person Details

Case Notes
Chronologies
Documents
Events

Visits

Health

Legal Status







image2.png

From To Status
26/06/1989 08/08/1989 C: Advised/Befriend - unspecified legal status
24/09/2013 B: MHA 1983 S117 - Aftercare






image3.png

I Forms and Letters I Attachments -
Documents shown for this person only

show [JEREE entries

Document

Adult Contact

Adult Contact

Adult Contact

Adult Mental Health Act Assessment
(AMHP)

Adult Contact






image4.png

1. Personal Details

O3
04
05

06

s
m o

Referral Details
Family Circumstances
Assessment

Medical
Recommendations

Outcome
Hospital
Nearest Relative

Alternative< to








MOSAIC USERS



 



Mosaic users check the legal status, then the 



Mental Health Act Assessment (AMHP)' and the 



outcome which will identify if the individual has been on a qualifying section and therefore s 
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Bring up the persons 'Summary page' on Mosaic



 



 



 



If there is no indication in the legal status that the person is eligible the following steps should 



be taken
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Click on the 



Legal Status
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This will bring up the legal history if it 



has 117 Aftercare or any qualifying 



Section (S.3, 37 etc.) then the person is 



eligible.
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Click on 



'Documents'



 



Status
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MOSAIC USERS   Mosaic users check the legal status, then the  Mental Health Act Assessment (AMHP)' and the  outcome which will identify if the individual has been on a qualifying section and therefore s    1)   Bring up the persons 'Summary page' on Mosaic       If there is no indication in the legal status that the person is eligible the following steps should  be taken                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  5)                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   


3)   Click on the  Legal Status    


2)   This will bring up the legal history if it  has 117 Aftercare or any qualifying  Section (S.3, 37 etc.) then the person is  eligible.  


2)   Click on  'Documents'   Status    


1)   View all   'Adult Mental  Health Act  Assessment  (AMHP)' then  select it.    


Person Details   Case Notes   Chro nologies   Docu ments   Events   Visits  


4)     Click on  ‘ outcome ’  


3 )   If Section 3 or CTO  shows, then the  person  i s 117 eligible  


6 )   Outcome   Admission   o   Informal   If detained under which  S ection    


     S3                                              ^  
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[bookmark: _Toc114050515][bookmark: _Toc115690300][bookmark: _Hlk137204623]Determining if a CYP is eligible for Section 117 aftercare (for RiO users)

It is the responsibility of all health and social care professionals to ascertain if a person under their care is subject to Section 117 aftercare and to check and update the Mental Health Act history and status section.

LPFT and staff who have access to RiO can see if someone has a been subject to a qualifying section by viewing the section history on RiO in the following way. 

Whilst in the 'Clinical Portal – Client View' for the patient follow these steps:



1. Click on the icon next to ‘MHA’ which is a ‘clock symbol’ and select ‘Section History’ see screenshot below

















1) You will then be presented with the Patient Section History (Search) window. Click on [image: ] and you will then be presented with the section history page see screenshot below. NB If the search history displays no results, please also check archived records on ‘Stalis’.

       [image: ]



1. If no results are found on the above search, as indicated you will need to search archived records on ‘Stalis’. To view this, Go back to the ‘Clinic Portal – Client View’. Under the section ‘Stalis Record’ if the tick is Green then there are archived records to view, if the tick is Red then there are no archived records. See screenshot below.

               

          











3) If there are archived records you will get to the Stalis homepage. Click on ‘Mental Health’ tab and then subsequently the ‘Mental Health Act’ tab. See screenshot below.











5) Once in the ‘Mental Health Act’ tab section, this will display the archived Section History. If you click on the ‘Review Type’ in the left-hand side of the window, this will display the ‘Section Details’ on the right-hand side. See screenshot below.
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Determining if a CYP is eligible for Section 117 aftercare (for RiO users)



 



It is the responsibility of all health and social care professionals to ascertain if a person under their 



care is subject to Section 117 aftercare and to check and update the Mental Health Act history and 



status section.



 



LPFT and staff who have access to RiO can see if someone has a been subject to a qualifying section 



by viewing the section history on RiO in the following way. 



 



Whilst in the 'Clinical Portal 



–



 



Client View' for the patient follow these steps:



 



 



1)



 



Click on the icon next to ‘MHA’ which is a ‘clock symbol’ and select ‘Section History’ 



see 



screenshot below



 



 



 



 



 



 



 



 



 



2)



 



Y



ou will then be presented with the Patient Section History (Search) window. Click on 



 



and you will then be presented with the section history page



 



see screenshot below



. NB If the 



search history displays no results, please also check archived records on ‘Stalis’.



 



       



 



 



3)



 



If no results are found on the above search, as indicated you will need to search archived records 



on ‘Stalis’. To view this, Go back to the ‘Clinic Portal 



–



 



Client View’. Under the section ‘Stalis 



Record’ if the tick is 



Green 



then there are archived records to view, if the tick is 



Red 



then there 



are no archived records. 



See screenshot below.



 



        



       



 



          



 



 



 



 



 



 



4)



 



If there are archived records you will get to the Stalis homepage. Click on ‘Mental Health’ tab 



and then subsequently the ‘Mental Health Act’ tab. 



See screenshot below.



 



 



 



 



 



 






      Determining if a CYP is eligible for Section 117 aftercare (for RiO users)   It is the responsibility of all health and social care professionals to ascertain if a person under their  care is subject to Section 117 aftercare and to check and update the Mental Health Act history and  status section.   LPFT and staff who have access to RiO can see if someone has a been subject to a qualifying section  by viewing the section history on RiO in the following way.    Whilst in the 'Clinical Portal  –   Client View' for the patient follow these steps:     1)   Click on the icon next to ‘MHA’ which is a ‘clock symbol’ and select ‘Section History’  see  screenshot below                   2)   Y ou will then be presented with the Patient Section History (Search) window. Click on    and you will then be presented with the section history page   see screenshot below . NB If the  search history displays no results, please also check archived records on ‘Stalis’.               3)   If no results are found on the above search, as indicated you will need to search archived records  on ‘Stalis’. To view this, Go back to the ‘Clinic Portal  –   Client View’. Under the section ‘Stalis  Record’ if the tick is  Green  then there are archived records to view, if the tick is  Red  then there  are no archived records.  See screenshot below.                                             4)   If there are archived records you will get to the Stalis homepage. Click on ‘Mental Health’ tab  and then subsequently the ‘Mental Health Act’ tab.  See screenshot below.            
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1

		

Your Section 117 After-care Explained





		

What is Section117 After-care?

[image: ]

		

Section117 After-care is the free help you get when you leave hospital if: 



 You have been mentally unwell and been detained on a qualifying section, in hospital under the Mental Health Act 1983





		

[image: ]

		

It begins when you leave hospital 



Professionals should start to plan the help you need as soon as you go into hospital





		

Will I get Section 117 After-care?
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Yes.  



You will get free after-care because you have been detained in hospital for treatment, under a Section of the mental health act that means you are eligible for section 117 aftercare 












		

You will still get free Section117 Aftercare if : 
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 You stay in hospital by choice (“Informal”) after being on a qualifying section.



 You are discharged from hospital under a Community Treatment Order or Guardianship







		

What help can I get?
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Your mental illness might make it harder for you to do some things for yourself. These are called your “needs”



You should be offered services that help you to deal with these problems. This is called “meeting your needs” 





These services should also reduce the chances of you having to go back into hospital



When everyone agrees what help you need, they will write this down. This is called your “care plan”







		

Your Patient-Centred Care Plan will include:



[image: ][image: ]
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 Where you live 



 What treatment you will receive (e.g. medication or talking to a nurse, or carer to assist you in meeting your needs) 



 Things you can do during the day 



 What help you will get with managing your money 



 What help you will get to go to work or to study 





Your Care Plan will include your choices of how 

you want your needs to be met





		

Can I get free housing?







[image: ]

		

A house or flat that you rent from a landlord is called your “basic housing need”. This is not usually free, but you might be entitled to housing benefit 



Housing where you can get extra care, support or supervision is called “supported accommodation”



You might have to pay the rent, but your Section 117 Aftercare will be free





		

Who will be involved in deciding my Section 117 After-care?



[image: ]

		

1) Your “Carer” if you want them to be. This is the person who looks after you

 

2) Your “Nearest Relative” if you want them to be. This is usually someone in your family, but the law says who this is. It is the job of your Nearest Relative to look out for you and make sure your wishes and choices are heard and understood



3) Your “Lead professional”. This is the person who is your main point of contact and support from the Community Mental Health Team



4) You can also get help to understand your care plan from an IMHA or Independent Mental Health Advocate in the community



5) Your Social Services in the area where you lived before hospital 



6) Your local NHS “Integrated Care Board” (ICB) or Lead Professional. In the area where you are registered with your GP.










		

When will my free after-care end?







[image: ]

		

You are entitled to be given Section 117 Aftercare for as long as you need the support



Your local Social Services and your local ICB must decide when you no longer need any after-care services. This is called “discharge” from aftercare



Professionals shouldn’t discharge you from Section117 just because: 



 You have been discharged from your community mental health team 



 Some time has passed since you left hospital



 You have gone back to hospital by choice (“voluntary patient”) or Under Section 2 MHA 



 Your Community Treatment Order ends 



 You don’t want Section 117 Aftercare services










		

What happens when I am going to be discharged?



[image: ]

		

Professionals will hold a Section 117 Discharge Meeting and invite you to this 



You will be able to bring an advocate with you 



You will also be able to bring your Carer and/or your Nearest Relative if you want





		

What if I am not happy about the help I am having?
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NHS Lincolnshire Integrated Care Board Telephone number is:





Lincolnshire Adult Social Care Telephone Number is: 

		

You can complain about anything to do with your care and treatment by talking to:



 A member of your staff, Your Lead Professional, Your Advocate, or NHS Lincolnshire ICB



 A member of the complaints team at Lincolnshire County Council Adult Social Care Team 



Lincolnshire County Council

CustomerRelationsTeam@lincolnshire.gov.uk



Lincolnshire Partnership 

Foundation Trust

PALS@lpft.nhs.uk



NHS Lincolnshire 

Integrated Care Board (ICB)

LHNT.LincsPALS@nhs.net











01522 309318                                 







01522 552222







Updated 20.07.2022

Neil Chadwick
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[bookmark: _Hlk150852731]Potential list of Section 117 aftercare team around the child attendees.



· The CYP and their Parents/Guardians/Carers

· The relevant hospital care team members

· The Section 117 aftercare Lead Professional  (from LPFT)

· The allocated Social Worker (from the Local Authority)

· The young person's responsible clinician

· Nurses and other professionals involved in caring for the young person in hospital

· A Clinical Psychologist, community Mental Health Nurse and other members of the community mental health team

· GP and primary care team

· Any carers who will be involved in looking after the young person outside hospital including, where relevant.

· A representative of any relevant voluntary organisations

· An Independent Mental Health Advocate, if the CYP has one

· An Independent Mental Capacity Advocate if the CYP has one

· Attorney/Deputy if applicable

· Anyone with authority under the Mental Capacity Act 2005 to act on the CYP's behalf.

· Any other representative nominated by the CYP

· Where the individual has a learning disability, ADHD, a young person within the autistic spectrum, mental health, or other relevant diagnosis consider inviting where involved or for advice a specialist with experience of the condition, this could be a, Social Worker, or Registered Practitioner with experience of children, a Clinical Psychologist, Clinical Psychiatrist, Neurologist and Registered Practitioners within the children and adolescent mental health services (CAMHS) team

· A person to whom the Local Authority is considering making Direct Payments and the Health Personal Health Budget for the CYP

· A representative of housing authorities if accommodation is an issue

· MAPPA co-ordinator if applicable

· National Probation Service if applicable





























































































 



 



 



Potential list of Section 117 aftercare team around the child attendees.
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The CYP and their 



Parents/Guardians/Carers



 



Ø



 



The relevant hospital care team members



 



Ø



 



The Section 117 aftercare Lead Professional  (from LPFT)
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The allocated 
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GP and primary care team
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Any carers who will be involved in looking after the young person outside hospital including, 



where relevant



.
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A representative of any relevant voluntary organisations



 



Ø



 



An Independent Mental Health Advocate, if the CYP has one



 



Ø



 



An Independent Mental Capacity Advocate if the CYP has one
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Attorney/Deputy if applicable



 



Ø



 



Anyone with authority under the Mental Capacity Act 2005 to act on the CYP's behalf.
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Any other representative nominated by the CYP



 



Ø



 



Where the individual has a learning disability, ADHD, 



a young person within the 



autistic 



spectrum, mental health, or other relevant diagnosis consider inviting where involved or for 



advice a specialist with experience of the condition, this could be a, Social Worker, or 



Registered 



Practitioner



 



with experience of children, a Clinical Psychologist, Clinical 



Psychiatrist, Neurologist and 



Registered Practitioners within the 



children and adolescent 



mental health services (CAMHS) team
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      Potential list of Section 117 aftercare team around the child attendees.        The CYP and their  Parents/Guardians/Carers      The relevant hospital care team members      The Section 117 aftercare Lead Professional  (from LPFT)      The allocated  Social Worker   (from the Local Authority)      The young person's responsible clinician      Nurses and other professionals involved in caring for the young person in hospital      A  Clinical   P sychologist, community  M ental  H ealth  N urse and other members of the  community mental health team      GP and primary care team      Any carers who will be involved in looking after the young person outside hospital including,  where relevant .      A representative of any relevant voluntary organisations      An Independent Mental Health Advocate, if the CYP has one      An Independent Mental Capacity Advocate if the CYP has one      Attorney/Deputy if applicable      Anyone with authority under the Mental Capacity Act 2005 to act on the CYP's behalf.      Any other representative nominated by the CYP      Where the individual has a learning disability, ADHD,  a young person within the  autistic  spectrum, mental health, or other relevant diagnosis consider inviting where involved or for  advice a specialist with experience of the condition, this could be a, Social Worker, or  Registered  Practitioner   with experience of children, a Clinical Psychologist, Clinical  Psychiatrist, Neurologist and  Registered Practitioners within the  children and adolescent  mental health services (CAMHS) team      A person to whom the  L ocal  A uthority is considering making  Direct Payments and the Health  Personal Health Budget for the CYP      A representative of housing authorities if accommodation is an issue      MAPPA co - ordinator if applicable      National Probation Service if applicable                                            
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Detention, assessment, funding..docx
*1 – referral form completed for information only initially. Case manager will be allocated based on complexity/DTOC etc. Electronic version shared with training
*2 – electronic version shared with training



Non-Universal Social Care provision (e.g. placement search; carers) must go through the Local Authority Placement Search Team

OATS referral form does not need to be completed, the S117 form is adequate.
If assessment agreed ICB to consider minimum 3 providers to meet NHS financial rules on value for money.

S117 Assessment completed & sent to:
LICB.MHLDATEAM@nhs.net
and Social Worker

Where non-universal health or social care needs are identified which will need funding this is discussed at the S117 Panel

Child and Family assessment completed and feeds into S117 assessment

Notify Integrated Care Board (ICB)

[e-mail referral form]*1

Regular discussion of S117 at Ward Rounds/CPAs

Day 20 – Child and Family assessment progress meeting held (coincide with CPA/Ward round)

Inform CAMHS of allocated social worker.

Local Authority allocate for child and family assessment

Lead Professional (CYP services starts to complete S117

[Assessment Document]*2

CYP representative request ward invite allocated social worker to ward rounds.

Raise blockages/concerns at the LPFT Urgent Care Pathway Meeting and with ICB and Provider Collaborative Case Manager

Assessment will need input from Ward, Local Authority Social Worker.
Wards allocated Provider Collaborative Case Manager can support to engage ward in assessment process.

CYP services e-mail LPFT Mental Health Admin team to notify of S3

lpft.mha@nhs.net

CYP Services refer to Local Authority advising S3

Call 01522 782111 (Mon to Fri, 8am to 6pm)

Core CAMHS Lead Professional/CCETTs raise S117 eligibility in ward round

Patient is detained under Section 3 MHA or regraded to Section 3.






image16.emf
Child and Family  Assessment mosaic and general guidance SOCIAL CARE (002).docx


Child and Family Assessment mosaic and general guidance SOCIAL CARE (002).docx


[bookmark: -_CS_Child_and_Family_Assessment_C1256][image: ]- CS Child and Family Assessment C1256











[bookmark: Child,_Family/Carer_and_Network_Details] Child, Family/Carer  and Network Details	



Child / Children's Details Child Specific



		Name

		DOB

		Gender

		Address

		Child Seen



		

		

		Male

		

		Child seen alone



		

		

		Female

		

		Child seen alone







Members of the current support network (parents/carers/family members, friends, others that offer support) Mapped

Top Tip: Remember these don't have to just be family, or those providing care for the children, they can be people who don't live close and can contribute by e.g. facetime, skype etc. to offer emotional support, but should be led by the family.



		Name

		Relationship

		Contact Details

		Have they contributed to this assessment? If so how?



		

		

		

		















Details of any other family/friends not currently able to offer support or aren't in the network: Mapped

This could be anyone who currently can't, isn't willing or parents who do not want to support.  An example may be a dad in prison, or grandparent mum/dad doesn't currently have contact with or a relationship with, estranged family members etc.

Top Tip: You could use family finding tools and tips to widen the network





		Name

		DOB

		Relationship to child(ren)

		Comments



		

		

		

		





Details of professionals already involved with the child or any of the family members Mapped



		Worker Name

		Supporting who

		Team / Agency

		Contact details

		Have they contributed to this assessment?

If so how?



		

		

		

		

		







Relationships - If family are currently working with any agency or professional - who do they have the best relationship with and why? Mapped

   We are asking this question as we want to build on the families relationships where possible.





		Family member(s)

		Name of worker

		Role

		Comments



		

		

		

		





Group Name: 

Group ID: 

Printed on: 
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Family Tree Mapped

Top Tips: How to create a Genogram/Family Tree:  

1. Introduce the Genogram/Family Tree to your client or family – can use flip chart or plain paper 

2. Use Squares for Males, Circles for Females, Triangles for Unborn Children, Miscarriages.  Connect with lines for relationships.  

3. You can begin at the bottom with the client family or the top with the Great Grandparents or oldest know relatives. 

4. Put children in order of birth—oldest to the left.

5. Ask for as much information as client can provide 

6. Inquire about themes and family patterns

7. Also look for strengths: lasting marriages/relationships, education and cultural ties.

8. Put age inside the symbol and date of birth to the side or off to the side.  

9. Use exact dates of marriage, divorce, and separation if available.

10. For children and adults who wish to identify as a different gender, are transitioning etc. please ensure the genogram reflects this and is clear, a simple question could be acknowledging they were born male/female but how would they identify now.



[image: ]





[bookmark: _bookmark0][bookmark: Family_Tree][bookmark: Person_completing_this_assessment_with_c]

[bookmark: Assessment_Information] Assessment Information	



[bookmark: Reason_for_completing_this_assessment_-_]Reason for completing this assessment - this is the information we've been given at our Customer Service Centre, or

 an assessment has been requested for us to find out more information Mapped



[bookmark: _bookmark1]Initial Danger Statement should be entered here from the front door screening process, this shouldn't be altered unless absolutely necessary as this is to explain to families the reason we are opening a case, what the initial concerns may be.   For EH, LAC and CWD you can use this area to record the reason why you have started an assessment if this has not come via the front door screening process 



During the assessment this may alter, there may be more worries etc. – this would be reflected in the final danger statements/goals and analysis



		













	



[bookmark: Do_the_children/young_people/family_unde] Do the children/young people/family understand the worries presented?







Based on the reason we have opened an assessment – what are the families initial views of this – do they agree, disagree, feel there is more or less of an issue etc.  This is the start point of the family's journey of the assessment period. Remember to use the words of the child/family where possible. This should be a snapshot not the whole assessment and based on our initial contact and danger statement 

.

		























[bookmark: Timeline_and_Significant_Events] Timeline and Significant Events	



Child (ren) / young people Mapped Multi Subject (select All)





	

The timeline has now been altered, so it is themed, on Mosaic you will enter a separate section for each theme, you can apply this to ALL children by selecting ALL or for individual children – so for example if there are multiple issues you can record these separately, such as domestic abuse – the first would be when we first new about this, our files tell us or the parent/child tells us this first happened.  The worst is your assessment of the worst, but all sections should include the parents view or other professionals to gather their views on the risks presented over time and whether safety is in place, or has been in the past.  

Please only complete what is relevant and is building a timeline of events as we know past harm can be an indicator of future behaviour.  When pulling this together if we don’t know something, consider, what best question can I ask on my visit to ascertain this information?





		First Event	Significance and impact to the child



		When and what was the first time your LA heard about the worrying adult behaviour?

What do the parents/carers say? The children? Other professionals?

		What was the impact of the first incident on the child (ren)?

Remember to consider each individual child – for example being exposed to domestic abuse may impact each child differently and not all have the same experience







		Worst Event	Significance and impact to the child



		When, and what was the worst event of worrying adult behaviour your LA knows about?

What do the parents/carers say? The children? Other professionals?

		What was the impact of the worst incident on the child (ren)?

Remember to consider each individual child – for example being exposed to domestic abuse may impact each child differently as not all have the same experience







		Last Event

		Significance and impact to the child







		When, and what is the most recent event of worrying adult behaviour your LA knows about?

What do the parents/carers say? The children? Other professionals?

		What was the impact of the most recent incident on the child (ren)?

Remember to consider each individual child – for example being exposed to domestic abuse may impact each child differently as not all have the same experience







[bookmark: Child/Young_Person_and_Family_Overview] Child/Young Person and Family Overview	

The main body of your assessment should be recorded here in 'worries and working well section' and should be recorded as a narrative and not bullet points. You should record observations and evidence of what is currently happening in the family's life and the history, ensuring each child is referenced and given consideration. As part of the assessment you should use professional curiosity, consider all of the assessment factors and due consideration should be given to the domains within the assessment triangle. Focus should be given to the parents/ carers ability to care for the children keeping them safe happy and well, the child's development, where the children live, their community and looking at past history and any previous involvement as appropriate.

[image: ]

[bookmark: What_is_working_well_and_what_are_we_wor]

Top Tips: 



· You may want to write the assessment as if you are writing it to the child or the parent to make the assessment more powerful.

· Your genogram can help build your assessment for thinking about wider family and relationships, this also helps to build your safety plan for who might be able to offer support 

· Remember your assessment tools such as eco maps, decision making trees, calendaring  as well as theory, child development 

· Remember assessments are multi-disciplinary – what is the input from other professionals   

· Remember to consider each child within the assessment 

· Think about the perspective of others during the assessment, what does the child/children say, what do other professionals say, what observable behaviours have you seen or others working with the family 

· To consider the rule of optimism and consider the relationship between the columns, as something can be a strength or safety but what is the flip side, 'showing that curious mind' 



What is working well and what are we worried about

Within the worries and working well you may wish to consider: 

Health: What are the child's health, education, emotional behavioral, identity, family and social relationships, identity, social presentation and self-care skills needs? What are the parents/caregivers capacities to respond to this? Consider the child’s holistic health needs including who can consent for treatments, with the child being registered with a G.P and dentist and with evidence that they visit these services. If the child has a disability or health condition this is being fully supported and managed with all appointments attended. T

Education: Is the child registered with a nursery or school and attending on a regular basis, if not how is the child educated? What is their experience of education and do they have additional support needs? 

Emotional and behavioral: Consider what happens in the child’s life and how this impacts on them emotionally and behaviorally. The child should be living in a stable and safe environment where their needs are being met by their carers. 

Identity, relationships and social presentation: Consider the child’s identity in regard to their beliefs, culture, language, sexual orientation, gender, religion, where and how they feel they belong in their groups of peers. How does the child integrate with peers? They should have opportunities to engage in their hobbies or other positive activities. Do they have friends and are these friendships supported and appropriate for them? 

Development: What stage of development is the child at, is this age appropriate? Consider what they should be doing for themselves and how this is supported by their main carer. Is the child able to keep themselves safe from harm appropriate to their age or do they have vulnerabilities? 

Ability to protect and parenting capacity: Consider the quality of parent and child relationship and attachments, how the parent/caregiver is able to keep the child safe, happy and well.  Does the parent/caregiver have an awareness of the effects of their own experiences, do they provide physical, emotional age appropriate care and to the child's developmental status. 

Environment: Is the home environment appropriate loving and caring, do the parent/caregivers show stimulation to the child, has this been observed, are boundaries in place that support the child's development and keep them safe, is the parent/caregiver supporting building resilience. 

Family history and functioning: Consider the impact of the family history and functioning, the impact of the child's environment on their day to day living arrangements, how the family integrate into the wider community, the network of support, what the household income is and whether this a cause for concern, employment and the impact to the children in the household.

Parent/Carer Profile: You may wish to think about the impact of any physical illness, mental health, learning disability, history of abuse themselves or any substance misuse that the parent/carer has and their ability to care for the child. 

Domestic abuse and violence – consider relationships of the carers, is there any current or history of violence or abuse? If so how are the children kept safe? Is there a pattern to relationships? What is the impact? 









What is working well? Mapped Multi Subject (select All)

Existing Safety / Success (evidence / information about what has happened)  

The danger has to have been present (the test) something/ someone kept the child safe.  An example question: Tell me about a time when the danger was there and somebody / you did something that kept the child safe / cared for (e.g. you felt angry but didn't shout, calmed things down instead of escalated)



This section should be a narrative and not just bullet points and should describe the safety – safety should be tried and tested – not just a one off occasion.  If no safety is evident at the time of writing your assessment you can state no safety is currently evident.



Safety may be present at times, but not all the time – make sure you record this.  

For example: Billy enjoys being at school and whilst at school, Billy is kept safe during the hours of school 9:30-3:00pm when he does attend – however you would then record in complicating factors that whilst we are happy that there is evidence that Billy is safe whilst at school – the complicating factor is that safety is only in place whilst Billy is attending school and there is no guarantee whilst at home. This is known as conditional safety.



Some Best Questions that may support you:

· Tell me about a time where the danger was present (behaviours and actions) but the family managed to keep the children safe? Think of the impact for them and the child

· Have you asked the child whether there are times the parent has been able to keep the child safe, what does this look like? 





Top Tips: 

· Reminder to not be too optimistic 

· Be clear and specific – how has this kept the child safe? How do we know?

· Remember evidence based 

· Be clear what safety looks like – people have different perspectives of safety 

· Focus on action and behaviours 

























Existing Strengths (evidence / information about what has happened) Mapped Multi Subject (select All)

		The strengths should be things that happen/take place that address the worries. These do not provide direct safety but can provide support, strengthen family relationships etc. This field is where you develop the safety plan from examples of existing strengths you identify and build on that to do more of it or something else that adds value to the safety plan.



Strengths should be in relation to the worries presented and not just in general.



This section should be narrative and not bullet points.  Strengths should be behavioural but can include relationship type strengths such as "Mum tells the children every day she loves them and the children tell us our family is awesome".



Strengths should also be in relation to the worries or building safety and not just generically – such as 'Billy likes playing on his play station' be clear what is the link to the worry/safety building.



Some Best Questions that may support you:

· If the child was here now what would they say is the best thing and what goes well?

· What does mum/dad say the best bits are about their children?

· What do you like most about being a mum/dad – what do you think you do the best as a mum/dad?

· What would grandma or a friend say you do really well as a mum?





Top Tips:

· Relate back to the genogram and eco map

· Think relationship questions – if grandma was here now what would they think is the best thing you do as mum/dad etc. 

· Think about the network how they support – specifically how does this have an impact















What are the worries?

Harm / Impact (evidence / information about what has happened) Mapped Multi Subject (select All)



		

Harm section should be narrative and not bullet points.



Remember to explain the impact of the harm to the child and the evidence to support this, this is both physical and emotional think about how often this has happened or does happen, do we know the triggers to this? If so what do they look like? 

This should be specific and focused on the impact and not a generic statement such as 'domestic abuse' – so what are the behaviours e.g. punched, kicked, argument, how did it impact the child – cried, wet the bed, got hurt, tell 's you he's scared etc.



Describe the behavior that poses a risk to the child / young person. What has actually happened to harm the child / Impact on the child - physical / behavioral What does the child or their behavior / responses tell you that informs how they are impacted? (Their lived experience) • FREQUENCY - when did it start, how often? What would the child, parents / Carers, family, schools say about when it started and how often. • SEVERITY - what does it look like when it is at its worst? How bad has it been?





Top Tips: 

· In group supervision we talk about: Behaviour and Actions what are the behaviour's/actions by the child/parent causing the harm, Incidence – how often has harm occurred, Severity – how bad has it got, Impact – what does this look like for the child, how do we know?

· Use your timeline of significant events to support your prep for your best questions in relation to the harm prior to speaking to the family

· Triggers and stressors, red flags– can help your safety planning and sharing with the network what they may see that make us more worried









Complicating Factors (evidence) Who or what is making this worry harder to deal with? Mapped Multi Subject (select All)



		Your complicating factors are everything else that is going on that isn't evidenced as 'harm' but is a worry and is making the case harder to deal with









[bookmark: Child_/young_person_and_family_additiona]

Child /young person and family additional information not covered in worries and working well Mapped

		

In this section you can record any other relevant information you feel is appropriate that hasn't been covered already and is relevant to the child/family. Where there are no concerns in relation to all the assessment factors, please state or record consideration has been given but not currently a worry or evidence to suggest so











[bookmark: What_life_looks_like_for_the_child/young] What life looks like for the child/young person	



[bookmark: _bookmark3]

Direct work completed with the child / young person – on Mosaic this will show an upload box… Mapped Child Specific



Remember to explain any direct work you have uploaded, what was the piece of work, what was the impact and what is your analysis of this piece of work – you can add a picture of the direct work by uploading a JPEG image/picture into this section.

“Every assessment should reflect the unique characteristics of the child within their family and community context. Each child whose referral has been accepted should have their individual needs assessed, including an analysis of the parental capacity to meet their needs whether they arise from issues within the family or the wider community.  Family assessments that include all members of the family should always ensure that the needs of individual children are distinct considerations”

Working together 2018



What are the child / young person's worries? Mapped Child Specific















What does the child / young person say is the best thing about the family and what works? Mapped Child Specific



































[bookmark: Analysis_and_Scaling_of_the_Worries_and_] Analysis and Scaling of the Worries and What is Working	



[bookmark: Analysis_of_Assessment]

		

This is your opportunity to bring together all of your analytical thinking and put together an analysis based on your assessment.  Having gathered all your information – what does this mean? What is your hypothesis?  This is showing you're working out after you've gathered all of you information. 



You should use your professional judgment to draw conclusions and show clear evidence based informed hypothesis, thinking about the likely impact on the child if the identified needs are not met.  What are the risks or consequences both short and long term? You should use theory and evidence to ensure the inter-linking factors are made clear, considering the parents/carers ability and capacity to meet the child's needs. 



In this section it may help to consider in this format: 

Look to elicit strengths – what is working in the family currently

Identify the concerns – what is the identified needs, measure the impact on the child – what does this mean for the family/child

Consider prospective for growth and change 

A suitable action plan to address all of the worries identified and building on the strengths of the network to support – what are we with the network going to do?















































[bookmark: _Statements]Statements - 1 Multi Subject (select All)	



		Danger / Worry Statement

		Safety Goal / Goal

		10 being ....0 being ....

		Who scaled/ scale point

		Reason



		

		

		

		

		



		Danger Statements should be themed – the goal should reflect the danger statement.



Remember the format: Who is worried – Why we are worried – What we are worried may happen if nothing changes.





Top Tips: 

· If you've identified harm and worries this should be reflected here 

· Theme your danger statements 

· Use your harm section (the behaviours, incidents, severity – to write your statements)

Your timeline can also inform this



		Safety Goals should be achievable and specific – what behaviours do you need to see to no longer be worried? What would this look like? How would we know? 









Top Tips: 

· This is not service based and is family focused 

· Family friendly language

· What behaviours will we need to see to ensure child is safe, happy and well 

· Bottom lines are linked to your DS/SG in your planning 



		A reminder this is your judgement scale – 0 is your danger statement, what we worry will happen if nothing changes.  And 10 is your safety goal, what we are aiming to achieve.







Be clear what elements of the DS are 0 and which elements of the goal are 10 – to enable people to scale effectively.



		

		We then ask why is this a four, what actions and behaviours have you seen that lend you to scale the four………what do you feel would support to reach the five? Record this.

Reminder DS/SG and scaling are multi-agency agreed.



		

		

		

		

		



		



		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		









[bookmark: Bottom_line_-_what_must_or_must_not_happ]Bottom line - what must or must not happen

The bottom line is the agency telling the family what they MUST/MUST NOT do and is non-negotiable and realistic– this shouldn't be an internal process such as panel or proceedings







[bookmark: Planning] Planning	

[bookmark: What_Needs_To_Happen] What Needs To Happen

This is your planning section which leads on to your safety plan below. This section should not be a service list but instead starting to think about the trajectory of the case, is there missing information that still needs to be queried etc. What will visiting patterns look like, this can be for you and other workers working with the family?  Are there any other assessments that need to take place? If you are closing the case prior to initiating a CIN you may wish to include some signposting that you have supported the family with or recommendations.



For effective safety planning you will need to have drafted your danger statements your safety goals your initial scale point and clear bottom lines…(where necessary) consider a safety journal, safety object in place for the children, words and pictures versions of the safety plan for the children or to explain the worries. 













	















[bookmark: What_will_the_Family_and_Network_do?_(Sa] What will the Family and Network do? (Safety Plan) Mapped Multi Subject (select All)	



Planning – Information (how this works on Mosaic)

The current assessment is a combined assessment/plan.  The first Progress Meeting is held by day 20 on the case and is recorded WITHIN the Child and Family assessment.  Subsequent Progress Meeting's - the step is only available on Mosaic once the assessment is authorised.  



The new assessment captures the family safety plan and what everyone else will do to support which will be informed by the Initial Progress Meeting – there will not be a separate step for this.  The plan will then pull through to the next Progress Meeting.  



Any key information shared in the first Progress Meeting should be added to the relevant sections in the assessment – e.g. if probation informs you of an incident that has harmed the child – add this into the 'harm section' making it clear the source.  If there is additional information at this initial meeting that you feel is relevant, but does not fit into 'harm, complicating factors, strengths or safety' this can be added to Section 4 "Child /young person and family additional information.  This section should not become 'notes' of the progress meeting - SW's should continue to use their own professional judgment about what information is relevant and should be included in the assessment.  A reminder that plans and assessments should be multi-agency. 



All agencies should be made aware that they will not get notes from the initial Progress Meeting, just the plan as their information will feed into the body of the assessment, which once complete will also be shared with the relevant agencies. Please note subsequent Progress Meetings will have the section to record notes/updates as it worked previously. 



To print the plan part only of the combined assessment/plan to distribute to agencies then only pdf off Section 1 and Section 7 (Family Network details and Planning) 



Network Planning Meeting

· This is where you would record The Family Network meeting – which will have taken place by Day 20.  

· You should record here who was involved, when and where and below is where you agree the plan… 

· Remember this is the families plan and not service led; families/networks should be encouraged to come up with the solutions themselves and should not be a list of agency actions such as attending addaction or a parenting programme.

· Be clear on what difference this will make to the child/children – how will we know? Avoid professional jargon

· Prioritise actions 

· Remember that any identified worries (represented in the DS) the safety plan should address these and be working towards the safety goal 





		Date of meeting

		Who was involved in putting the plan together

		Where did this take place



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		







		What will the network do? (Steps/tasks etc.)

		How will it keep the child/young person safe/happy/thriving?

		Who will monitor and how will we know its working?

		By when



		

		

		

		



		What behaviours/actions will take place?



Prioritise these actions – what is it that needs to be addressed first? 



Actions here should address the worries and be working towards the safety goal.



		What will this look like for the child? How will we know?

Be clear on what we'd like to see, do not use professional jargon or sweeping statements.

		Top Tip: Who will monitor – this should be a member of the network – consider how they will inform us? And how we will know the plan is working?

		Be clear on timescales, avoid where possible ongoing and prioritise checking these actions have been completed or continue to be having an impact.



		

		

		

		



		

		

		

		



		

		

		

		







[bookmark: What_is_everyone_else_going_to_do?]

What is everyone else going to do?	



		Action

		Who will complete the action

		How will we know its making a difference

		By when



		

		

		

		



		

		

		

		



		Clear focused actions should be here – remember to be specific and that the action is achievable 

		 

		Be clear on the difference this will make for the child, not generic statements.

		Clear timescales – avoid where possible 'ongoing'



		

		

		

		



		

		

		

		





[bookmark: Views_of_the_Family_on_the_Assessment] Views of the Family on the Assessment	

This should be completed once the assessment is complete, you can go through this by using your tablet to give the family an outline of the assessment and the plan going forward. Please record whether the parents / carers/ network agree with what has been written



Views of Parent / Carers / Network



		Name	Views



		

		Use the families’ words



		

		







[bookmark: Views_of_the_Child_/_Children] Views of the Child / Children Child Specific	
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Early Help AssessmentThis Assessment should always be completed with the child, young person and family. Please ensure permission has been obtained – see last page.







		Person completing this assessment with the child/young person and family:



		Name: 

		Agency:

		Role:





		Contact Number:



		Email Address:

		Date conversation held with the family:







Section 1: Child, Family, and Friend Details: 

Which child or young person is this assessment for? Please list their names below:

		1. Child's Name:

		

		Date of Birth

		Preferred name and pronouns

		Ethnicity



		

		

		

		

		



		2. Child's Name:

		

		Date of Birth

		Preferred name and pronouns

		Ethnicity



		

		

		

		

		



		3. Child's Name:

		

		Date of Birth

		Preferred name and pronouns

		Ethnicity



		

		

		

		

		









		Family Address (including postcode):

(Please state if this is a placement or short term living arrangement)





		









		Family and Friends (Networks) 



		Name

		Contact Telephone Number

		Age or Date of Birth 

		Relationship to the child/young person/family:

		Parental Responsibility?

Y/N

		Do they live with the child?

Y/N

		Have they contributed to the assessment? If yes, how?





		

		

		

		

		

		

		



		

		

		

		

		

		

		



		

		

		

		

		

		

		







		Do any of the children/young persons have a caring responsibility? 

The impact of their caring role and whether extra support is needed should be fully explored throughout the assessment. For additional information and guidance around assessing young carer role, visit www.lincolnshire.gov.uk/tac and see young carer guidance.

		If yes, please indicate which child or YP has a caring role:

		Is this child privately fostered? (if yes, please provide details)  

For more details, visit www.lincolnshire.gov.uk/childcare-and-family-support/adoption-and-fostering/private-fostering/

		Y/N














Details of professionals already involved with the child or any of the family members:

		Worker Name

		Supporting who?

		Role/Team/Agency

		Contact details

		Have they contributed to the assessment? If yes, how?



		

		

		

		

		



		

		

		

		

		



		

		

		 

		

		










Section 2: Child/Young Person and Family Overview 

		What are we worried about?

		What is going well?

		What needs to happen?



		What’s happening right now and/or has happened in the past that we are worried about?

















What or who are making the worries harder to sort out and how?











		What has already been tried that has worked well? 

















Who or what is helping and how? 

What do the family or child do well?























		What are the next steps everyone will take? What difference will it make to the child and family? 































Section 3: What do the Children and Young People Think?



Is there 

anyone or anything            that is helping you cope with the things you worry about?

What would 

help make things 

better for you?

What 

do you worry 

about?

























































*Please continue on a separate sheet if needed





Section 4: Worries and Goals 

		Worry Statement 

If things don't improve, what are we worried will happen to the child or young person?


Write a statement for each worry or theme

		Goal 

What do we need to see to know that the child is safe and well enough for us to not be worried anymore?

Write a goal for each worry statement

		On a scale of 0–10, what number is everyone and why?

0 is worry statement; 10 is the goal

[image: ]





		Worry Statement 1:











		Goal 1:

		





		Worry Statement 2:













		Goal 2: 

		










Section 5 What happens next: 





		What

		Who

		When 



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		







Section 6: Information Sharing 

TAC is a voluntary process, and permission from the young person and family is required before the information in this assessment is shared outside of your agency (please see Lincolnshire's TAC leaflet). For further information, see your agency's privacy information, policies and procedures, TAC Handbook, DfE Guidance on Information Sharing (www.education.gov.uk); and your agency's policies and procedures.

· I agree to the Early Help Assessment (EHA) taking place.

· I understand that information that is relevant to my child’s/my needs will be recorded and securely stored in a paper or electronic file.

· I understand that this assessment may need to be shared, where appropriate, with other professionals in order to help provide and co-ordinate support for my family.

		Parent/carer/child/YP Name:

		





		Signed:

(Parent/carer or child/young person)

		







		Practitioner name:



		



		Signed:

(Practitioner)

		





		Date permission is given :

		





		Date Assessment submitted to TAC Admin:

		







If there are any safeguarding concerns for the child or young person, the workers involved will need to contact Children’s Services, Social Care. In most cases, they will discuss this with you first.

Please remember to send a copy of this Assessment to the TAC Admin Team: tacadmin@lincolnshire.gov.uk
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Assessment Childrens S117 document.docx
                  Section 117 Aftercare Lincolnshire Health Needs Assessment Children and Young People
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Young Person’s Details

		Name:



		DOB:



		Current Location:



		Home Address upon discharge if known:



		Household contact details:

Parent/Carer:

Next of Kin if different from above:

Address:

Telephone:

Mobile:

Email:



		Gender:



		NHS number:



		Rio number:



		Mosaic number:



		GP name and address:



		Any identified religious or cultural needs:







		Lead Professional

Name: 

Designation:



		Work base:







		Date of Assessment: 







		About you:

Guidance- Note a succinct summary of the individual’s personality, their strengths, and overall development needs, their family structure, hobbies and interests, likes and dislikes











		Reason for Admission & Symptoms/Formulation

Guidance- Include the date of admission and date S3 was applied. Record any previous admissions and information regarding the young person’s presentation prior to the admission, what are the current symptoms or diagnosis







































































Section 1 - Section 117 aftercare recommendations & MDT signatures 

Summary of the young person’s Section 117 after care requirements and proposed Care Plan:

		Detail of the intended care and support available to you when you are discharged from hospital:



Legal status upon discharge: 

Guidance- Is the young person Child in Need (CIN), Team Around the Child (TAC), subject to Child Protection Plan (CP), a Child in Care (CIC) 







Family and friends (support network):

Guidance- Is the young person being discharged home to parents/ carers upon discharge or are they being discharged to a placement? Who will be living in the household, are there individuals outside of the household that provides a caring or supportive role to the young person, who has the young person identified as part of their support network and how will they be effective in the young person’s recovery, who will the young person be spending time with upon discharge, please consider what support the network will require to help the young person’s recovery. 













Health: 

Guidance- What is the offer of support from health? At a minimum the young person will be placed on CCETT’s Enhanced Care Package and is eligible to receive up to daily contact from the Crisis and Enhanced Treatment Team for a minimum of 2 weeks, include details on the proposed intervention by CCETT and an agreed amount of contact for the initial two weeks post discharge. If the Young Person is open to Core CAMHS or EIP please also list the proposed Care Plan post discharge and please consider the use of Peer Support and Parent Peer Support

Social Care: 

Guidance- What is the offer from social care, will there be a period where the child is subject to a Child in Need Plan and if so please detail the frequency of Child in Need Meetings, is there a need for Early Help to support Young Person and Family with adjustment of the Young Person returning home or any other need, please consider whether a referral is needed for Futures4me and any other relevant service/agency that can be accessed via Social Care. 



Please list Section 117 aftercare needs















 

















Education & any other relevant service:

Guidance- please include the views of the current or proposed educational provider and if the Young Person has an EHCP plan then please invite SEND caseworker to share their views and the offer of support from an education point of view

















(Guidance- Please consider creating a multi-agency timetable/ calendar of appointments for at least 2 weeks post discharge to help the young person and parents/carers know which professional is visiting and when)







Young person’s views of their care:

Please note whether and how the young person contributed to the assessment, plus their view of the Section 117 care plan. 

		Guidance- please record times and dates of when the young person’s views were captured and how their views were gained, is the Young Person a Young Carer? If so would they consider being referred to a Young Carers Service if not already in place pre-admission



































Parent/ Carer views of the proposed S117 care package offered:

Please note how parent/ carer views were ascertained to contribute to this assessment, plus their view of the Section 117 care plan.

		Guidance- please comment on what parents or carers views are of the S117 after care package offered if applicable. Also consider the support needs of parents/carers, have we considered a Carers Assessment, Parent Peer Support, Support from Early Help? What support do they feel they need to continue caring for the young person



































Evidence
Please list the documented evidence that were considered in completing the assessment, including their dates

		Guidance- this includes ward round minutes, CIN minutes, MDT minutes, CPA meetings, assessments sent from the ward, Child and Family assessment



















Needs Domains- the next part of this assessment explores all your needs and what people around you can do to help you.

		Behaviour:



Guidance: Provide information in respect of behaviour, any triggers for the behaviour, the type, intensity, and frequency of behaviours, including the positive management of behaviours. (noting the skill of parent/ carers and any environmental factors). Note if the behaviours were present prior to admission.

Does the young person experience any of the following:

Aggression or violent behaviours

Resistance to necessary care and treatment

Sexualised Behaviours

Impact on family and family support (Do family need support to manage this? Think of any groups or other interventions that might help)



Consider the Positive Behaviour Support Plan (PBS) from the ward and how this can be incorporated into the community to support positive behaviour



		



































		Cognitive Functioning:

Guidance: This may apply to, but is not limited to, individuals with learning disability. Does the Young Person have a diagnosis of ADHD or ASD? If does this impact upon their cognitive functioning? Please consider the following: 

What is the outcome of the functional assessment completed on the ward? 

What does the young person need from others to support their cognitive functioning? 

Do they have an EHCP plan/ SEND Case worker and if so, what has been put in place in educational setting to support this?

Has a sensory assessment been completed or is there a need for one?





		































		Mental Health and Emotional Well-being

Guidance: Detail what supports the young personals overall mental health and emotional well-being. Please consider:

Please indicate the signs and symptoms that may trigger a relapse and the actions agreed in managing this.

What strategies are helpful to prevent escalation 

What does the patient need from others if their mental health is declining. 

What do they find useful and from who, when and at what stage.

(Input information into the Traffic Light System Crisis Plan/ Safety Planning at the end of this assessment)



		





































		Communication

Guidance: Please consider the Young Person’s ability to communicate their needs and feelings and how others can support and help them to communicate their voice, wishes, feelings and needs by considering the young person’s communication and emotional regulation skills



		



































		Medication

Guidance: List the prescribed medication and how this will be managed and reviewed in the community. List the support the young person will need in order to continue taking and managing this medication. 



		





















































		Nutrition

Guidance: Are there any difficulties with food and fluid intake or any other forms of Restricted Eating. Do the parent/ carer/ placement require support in relation to understanding nutritional needs and meal support. Has Dietician Services being considered if there are concerns around this?



		



































		Are there any other significant needs or information required that is relevant to this S117 assessment?

Guidance: Are there any continence issues, breathing difficulties, any other physical health issues we need to be aware of?  

Are there any needs not related to section 117 aftercare that require support or onward referral



		

























































                                                                      Crisis Plan

Traffic Light System Safety Planning to be completed jointly by the ward, young person, family/ carers and community teams:

		Colour

		What does this mean?

		What can I do to support myself?

		What do I need other people to do to support me?



		Green

Guidance: What does the Young Person’s ‘Best Day’ look like. How do they feel emotionally and physically? What are their thoughts?

		

		

		



		Amber

Guidance: this is when the Young Person is starting to notice a decline in their mental health and well-being. What are the different feelings and emotions from Green? What does this type of day feel like to the Young Person? What can the Young Person and others do to help them go back into a ‘Green’?

		

		

		



		Red

Guidance: What does the Young Person’s ‘worse day’ look like? How do they feel physically and emotionally? What symptoms do they have? Is there a particular person or activity that can support them? How can they get back into Amber with support from others?

		

		

		











































Participant details

[bookmark: _Hlk103088901]Involved professionals to enter details of their designation and organisation.

The individual and their relations leave the organisation box empty.



		Name of lead Professional (print):

		



		Designation/Relation:

		



		Organisation:

		



		[bookmark: _Hlk102986994]Contact details:

		



		Signature:

		







		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:

		







		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:

		







		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:

		







		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:

		







		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:

		







		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:

		







		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:

		







		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:

		







		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:
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Parent/Carer:
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Mobile:



 



Email:



 



Gender:



 



NHS number:



 



Rio number:



 



Mosaic number:



 



GP name and address:



 



Any identified religious or cultural needs:



 



 



Lead Professional



 



Name: 



 



Designation:



 



 



Work base:



 



 



Date of Assessment: 



 



 



About you:



 



Guidance



-



 



Note a succinct summary of the individual



’



s personality, their strengths, and overall development 



needs, their family structure, hobbies and interests, likes and dislikes



 



 



 



 



Responsible Authorities for section 117 aftercare.
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–
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–



 



Lincolnshire County Council / Other (
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Household contact details:   Parent/Carer:   Next of Kin  if different from above:   Address:   Telephone:   Mobile:   Email:  


Gender:  


NHS number:  


Rio number:  


Mosaic number:  


GP name and address:  


Any identified religious or cultural needs:  


 


Lead Professional   Name:    Designation:    Work base:  


 


Date of Assessment:   


 


About you:   Guidance -   Note a succinct summary of the individual ’ s personality, their strengths, and overall development  needs, their family structure, hobbies and interests, likes and dislikes    
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Lincolnshire Integrated Care Board and Lincolnshire Partnership Foundation Trust Joint agency             

   Section 117 Aftercare Health care plan and review for Children and Young People
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Young Person’s Details

		Name:



		DOB:



		Current Location:



		Home Address upon discharge if known:



		Household contact details:

Parent/Carer:

Next of Kin if different from above:

Address:

Telephone:

Mobile:

Email:



		Gender:



		NHS number:



		Rio number:



		Mosaic number:



		GP name and address:



		Any identified religious or cultural needs:







		Lead Professional

Name: 

Designation:



		Work base:







		Date of review: 

		Which review 







		Detail of the care and support plan and goal review outcome:



Legal status upon discharge: 

Guidance- Is the young person Child in Need (CIN), Team Around the Child (TAC), subject to Child Protection Plan (CP), a Child in Care (CIC) 







Family and friends (support network):

Guidance-Please note the current living arrangements for the young person. If living in the family home who will be living in the household, are there individuals outside of the household that provided a caring or supportive role to the young person, who has the young person identified as part of their support network and how will they be effective in the young person’s recovery, who will the young person be spending time with upon discharge, please consider what support the network will require to help the young person’s recovery. 













Health: 

Guidance- What is the offer of support from health? At a minimum the young person will be placed on CCETT’s Enhanced Care Package and is eligible to receive up to daily contact from the Crisis and Enhanced Treatment Team for a minimum of 2 weeks, include details on the proposed intervention by CCETT and an agreed amount of contact for the initial two weeks post discharge. If the Young Person is open to Core CAMHS or EIP please also list the proposed Care Plan post discharge and please consider the use of Peer Support and Parent Peer Supp





















Social Care: 

Guidance- What is the offer from social care, will there be a period where the child is subject to a Child in Need Plan and if so please detail the frequency of Child in Need Meetings, is there a need for Early Help to support Young Person and Family with adjustment of the Young Person returning home or any other need, please consider whether a referral is needed for Futures4me and any other relevant service/agency that can be accessed via Social Care. 





 













Education & any other relevant service:

Guidance- please include the views of the current or proposed educational provider and if the Young Person has an EHCP plan then please invite SEND caseworker to share their views and the offer of support from an education point of view



























		[bookmark: _Hlk140479408]Family and support network. 

Current goal:



		Is there any change to the current plan yes/no.



		If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).



		Goal achieved.

New care plan.









		Health input to care plan.

Current goal:



		Is there any change to the current plan yes/no.



		If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).



		Goal achieved.

New care plan.









		Social care input o care plan.

Current goal:



		Is there any change to the current plan yes/no.



		If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).



		Goal achieved.

New care plan.









		Education input to care plan.

 Current goal:



		Is there any change to the current plan yes/no.



		If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).



		Goal achieved.

New care plan.









		Behaviour.

Current goal:



		Is there any change to the current plan yes/no.



		If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).



		Goal achieved.

New care plan.



		[bookmark: _Hlk140503533]Who will provide support:









		Cognitive development.

Current goal:



		Is there any change to the current plan yes/no.



		If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).



		Goal achieved.

New care plan.



		Who will provide support:









		Mental health and emotional well-being.

Current goal:



		Is there any change to the current plan yes/no.



		If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).



		Goal achieved.

New care plan.



		Who will provide support:









		Communication.

Current goal:



		Is there any change to the current plan yes/no.



		If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).



		Goal achieved.

New care plan.



		Who will provide support:









		Medication effectiveness.

Any change to medication regime since last review.



		Is there any change to the current plan yes/no.



		If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).



		Goal achieved.

New care plan.



		Who will provide support:









		Nutritional goals.

Current goal:



		Is there any change to the current plan yes/no.



		If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).



		Goal achieved.

New care plan.



		Who will provide support:









		Other section 117 aftercare needs please state domain heading.

Current goal(s):



		Is there any change to the current plan yes/no.



		If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).



		Goal achieved.

New care plan.



		Who will provide support:









		Crisis plan update.



		Is there any change to the current plan yes/no.



		If yes, please describe the change below. (if the goal is reached please note this below if no care plan is required).



		Goal achieved.

New care plan.































Traffic Light System Safety Planning to be completed jointly by the ward, young person, family/ carers and community teams:

Please use this form to give a comparison for development since discharge as the young person moves toward well being.

		Colour

		What does this mean?

		What can I do to support myself?

		What do I need other people to do to support me?



		Green

Guidance: What does the Young Person’s ‘Best Day’ look like. How do they feel emotionally and physically? What are their thoughts?

		

		

		



		Amber

Guidance: this is when the Young Person is starting to notice a decline in their mental health and well-being. What are the different feelings and emotions from Green? What does this type of day feel like to the Young Person? What can the Young Person and others do to help them go back into a ‘Green’?

		

		

		



		Red

Guidance: What does the Young Person’s ‘worse day’ look like? How do they feel physically and emotionally? What symptoms do they have? Is there a particular person or activity that can support them? How can they get back into Amber with support from others?

		

		

		











		Needs not related to section 117 aftercare.

Please specify, the need and which agency is supporting the need.



		Need:



		Need:



		Need:









Young person’s views of their care:

Please note whether and how the young person contributed to the care plan review, plus their view of the Section 117 care plan. 

		

































Parent/ Carer views of the proposed S117 care package offered:

Please note how parent/ carer views were ascertained to contribute to this care plan review, plus their view of the Section 117 care plan.

		









































Providers approached and costings where a service is required



		[bookmark: _Hlk140564847]Name of provider:

		



		Cost of package:

		









		Name of provider:

		



		Cost of package:

		









		Name of provider:

		



		Cost of package:

		









		Name of provider:

		



		Cost of package:

		



















































Participant details

[bookmark: _Hlk103088901]Involved professionals to enter details of their designation and organisation.

The individual and their relations leave the organisation box empty.



		Name of lead Professional (print):

		



		Designation/Relation:

		



		Organisation:

		



		[bookmark: _Hlk102986994]Contact details:

		



		Signature:

		







		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:

		







		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:

		







		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:

		







		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:

		







		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:

		







		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:

		







		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:

		









		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:

		







		Name:

		



		Designation /Relation:

		



		Organisation:

		



		Contact details:

		



		Signature:
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[bookmark: _Hlk150852731]Care planning  



Where appropriate provider sourced

 Assessed needs identified











  Who, how, and when identified

Care planning document updated with identified needs













 





                                              Review













Process notes

1. Identified Section 117 aftercare needs must be care planned and clearly identified as Section 117 aftercare needs.

2. Statutory services must be recorded on the care plan.

3. For independent services (non statutory services that require additional funding agreement) follow the local procedures for LCC and ICB this will require 3 quotes from identified providers.

4. Offer Direct Payments and Personal Health Budgets as appropriate, for health this is the default option.

5. Identify the actions relating to the identified needs and the outcomes required, as who does what and when, include flexibility as required.

6. Review at the required appropriate time frames, 72 hours, 6 weeks, 6 months, 12 months and annually thereafter, extra ordinary reviews can take place as required.

7. Make agreed adjustments to the care plan following review, where there is a change in funding this will be forwarded to the CYP Section 117 aftercare Quality Assurance Group.

8. It is appropriate to consider the continued appropriateness of the entitlement(s) and Section 117 eligibility.

9. It must be born in mind that the CYP must be ‘Clinically ready for discharge’ 
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Process notes



 



1.



 



Identified



 



Section 117 aftercare 



needs must be care planned



 



and clearly identified as 



Section 117 aftercare needs.



 



2.



 



Statutory services must be recorded on the care plan



.



 



3.



 



For 



independent services (non statutory services that require additional funding 



agreement) follow the local procedures for LCC and ICB this will require 3 quotes from 



identified providers



.



 



4.



 



Offer Direct Payments and Personal Health Budgets as appropriate, for health this is the 



default option.



 



5.



 



Identify the actions relating to the identified needs and the outcomes required, as who 



does what and when, include flexibility as required.



 



6.



 



Review at the required appropriate time frames, 72 hours, 6 weeks, 6 months, 12 months 



and annually thereafter, extra ordinary reviews can take place as required.



 



7.



 



Make agreed adjustments to the care plan following review, where there is a change in 



funding this will be forwarded to the CYP Section 117 aftercare Quality Assurance Group.



 



8.



 



It is appropriate to consider the continued appropriateness of the entitlement(s) and 



Section 117 eligibility.



 



9.



 



It must be born in mind that the CYP must be ‘Clinically ready for discharge’ 



 



 



 



 



 



 



 



 



Assessed needs 



identified



 



Care planning 



document updated 



with identified 



needs



 



Where 



appropriate 



provider 



sourced



 



Who



,



 



how



,



 



and 



when identified



 



Review



 






      Care planning                                                                                                   Process notes   1.   Identified   Section 117 aftercare  needs must be care planned   and clearly identified as  Section 117 aftercare needs.   2.   Statutory services must be recorded on the care plan .   3.   For  independent services (non statutory services that require additional funding  agreement) follow the local procedures for LCC and ICB this will require 3 quotes from  identified providers .   4.   Offer Direct Payments and Personal Health Budgets as appropriate, for health this is the  default option.   5.   Identify the actions relating to the identified needs and the outcomes required, as who  does what and when, include flexibility as required.   6.   Review at the required appropriate time frames, 72 hours, 6 weeks, 6 months, 12 months  and annually thereafter, extra ordinary reviews can take place as required.   7.   Make agreed adjustments to the care plan following review, where there is a change in  funding this will be forwarded to the CYP Section 117 aftercare Quality Assurance Group.   8.   It is appropriate to consider the continued appropriateness of the entitlement(s) and  Section 117 eligibility.   9.   It must be born in mind that the CYP must be ‘Clinically ready for discharge’               


  Assessed needs  identified  


Care planning  document updated  with identified  needs  


Where  appropriate  provider  sourced  


Who ,   how ,   and  when identified  


Review  
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Section 117 aftercare Review



A review will be held if there has been a change in circumstances (including when a request has been received to reinstate or end, Section 117 aftercare. 

Section 117 Lead Professional ensure each agency’s documentation is completed and the review is recorded on RiO or Mosaic and Broadcare for ICB.

Change in Section 117 aftercare (Additional Funding NOT required)

Change in Section 117 aftercare (Additional Funding required)



Section. 117 services remain the same

Implement the new Section 117 Health & Social care plan

Section 117 aftercare Lead Professional finalises Section 117 Health & Social Care Plan on either RiO or Mosaic and ensures copy is available on both RiO and Mosaic systems, ICB updates Broadcare data base, Mental Health Act Administrators informed of the review. 



 

Funding Not Approved

Funding Approved

Section 117 aftercare Lead Professional monitors the recommendations of Health and Social Care Representatives are carried out

 

Section 117 aftercare Lead Professional inputs evidence in progress notes and care planning document is updated. Information is passed to each agency for their records. 

Section 117 aftercare Lead Professional to organise the reviews as per the review timescales. Review information is passed to each agency for their records, and a copy to the CYP Section 117 aftercare Quality Assurance Group

There are no Section 117 aftercare needs

See ending and reinstating section 117 process

 



Section 117 Lead Professional arranges the Section 117 review meeting and sends the CYP a copy of section 117 factsheet in advance
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[bookmark: _Hlk150852731]Children and Young People (CYP) new Section 117 aftercare referral form to the Section 117 Aftercare Quality Assurance Group. 





		Name

		

		D.O.B

		

		Date of assessment

		



		Identifier number

		LCC

		LPFT

		ICB



		Name Lead Professional

		

		Name Social Worker

		



		Identified aftercare need

		How will the need be met

		Start date

		Review date



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		Care package details

		Hours and Provider

		Finance details



		

		

		



		

		

		



		

		

		



		

		

		







		Please identify supporting information included in support of the above request. As a minimum the Child and Family Social Care assessment and the NHS Health assessment. 



		Child and Family Social Care assessment and care plan

		



		NHS Health assessment and care plan

		



		Adjusted care plans if a change is required

		



		Risk assessments

		



		Other Professionals reports/ information/Letters

		



		Has there been agreement from CYP/ Parents/Guardian/ Carers

		



		What other action is currently being undertaken by whom and by when.

		



		

		



		Name and designation of person submitting the form

		













		For Section 117 aftercare Quality Assurance Group use:





		Date received by ICB

		



		Date of Quality Assurance meeting

		



		Outcome from Section 117 aftercare Quality Assurance Group:















		Name and designation of Chair

		





















































































 



 



 



Children and Young People (CYP)



 



new



 



Section 117 aftercare 



referral



 



form to the Section 117 



Aftercare Quality Assurance Group



.



 



 



 



 



Name



 



 



D.O.B



 



 



Date of 



assessment



 



 



Identifier number



 



LCC



 



LPFT



 



ICB



 



Name Lead 



Professional



 



 



Name Social Worker



 



 



Identified aftercare 



need



 



How will the need be 



met



 



Start date



 



Review date



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



Care package details



 



Hours and Provider



 



Finance details



 



 



 



 



 



 



 



 



 



 



 



 



 



 



Please identify supporting information included in support of the above request. As a minimum 



the 



Child and Family Social Care assessment and the NHS Health assessment. 



 



Child and Family Social Care assessment and 



care plan



 



 



NHS Health 



assessment and care plan



 



 



Adjusted care plans if a change is required



 



 



Risk assessments



 



 



Other Professionals reports/ 



information/Letters



 



 



Has there been agreement from CYP/



 



Parents/Guardian/ Carers



 



 



What



 



other



 



action is currently being 



undertaken by whom and by when.



 



 



 



 



Name



 



and designation



 



of person submitting 



the form



 



 



 



 



 



 



For Section 117 aftercare Quality Assurance Group use:



 



 



Date received by ICB



 



 



Date of Quality Assurance meeting



 



 



Outcome from 



Section 117 aftercare Quality Assurance Group:



 



 



 



 






      Children and Young People (CYP)   new   Section 117 aftercare  referral   form to the Section 117  Aftercare Quality Assurance Group .        


Name   D.O.B   Date of  assessment   


Identifier number  LCC  LPFT  ICB  


Name Lead  Professional   Name Social Worker   


Identified aftercare  need  How will the need be  met  Start date  Review date  


    


    


    


    


    


    


Care package details  Hours and Provider  Finance details  


   


   


   


   


 


Please identify supporting information included in support of the above request. As a minimum  the  Child and Family Social Care assessment and the NHS Health assessment.   


Child and Family Social Care assessment and  care plan   


NHS Health  assessment and care plan   


Adjusted care plans if a change is required   


Risk assessments   


Other Professionals reports/  information/Letters   


Has there been agreement from CYP/   Parents/Guardian/ Carers   


What   other   action is currently being  undertaken by whom and by when.   


  


Name   and designation   of person submitting  the form   


       


For Section 117 aftercare Quality Assurance Group use:    


Date received by ICB   


Date of Quality Assurance meeting   


Outcome from  Section 117 aftercare Quality Assurance Group:    
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[bookmark: _Hlk150852731]Children and Young People (CYP) Section 117 aftercare review form to the Section 117 Aftercare Quality Assurance Group after each review.







		Name

		

		D.O.B

		

		Date of review

		



		Identifier number

		LCC

		LPFT

		ICB



		Name Lead Professional

		

		Name Social Worker

		



		Delete if not required



No change to aftercare

		Delete if not required



Change in aftercare entitlement recommended

		Delete if not required



Ending Eligibility recommended

		Delete if not required



Urgent change required



		What are the changes required to the current package, please note any funding issues and the current action to be taken.

		

		







		Please identify supporting information included in support of the above request. As a minimum the Child and Family Social Care assessment and the NHS Health assessment. 



		Child and Family Social Care assessment and care plan

		



		NHS Health assessment and care plan

		



		Adjusted care plans if a change is required

		



		Risk assessments

		



		Other Professionals reports/ information/Letters

		



		Has there been agreement from CYP/ Parents/Guardian/ Carers

		



		What action is currently being undertaken by whom and by when.

		



		

		



		Name and designation of person submitting the form

		













		For Section 117 aftercare Quality Assurance Group use:





		Outcome from Section 117 aftercare Quality Assurance Group:













		Name and designation of Chair

		





















































































 



 



 



Children and Young People (CYP) Section 117 aftercare review form to the Section 117 Aftercare 



Quality Assurance Group after each review.



 



 



 



 



Name



 



 



D.O.B



 



 



Date of 



review



 



 



Identifier number



 



LCC



 



LPFT



 



ICB



 



Name Lead 



Professional



 



 



Name Social Worker



 



 



Delete if not required



 



 



No change to 



aftercare



 



Delete if not required



 



 



Change in aftercare 



entitlement 



recommended



 



Delete if not required



 



 



Ending Eligibility 



recommended



 



Delete if not required



 



 



Urgent change 



required



 



What are the changes 



required to 



the current 



package, please note any 



funding issues and the current 



action to be taken.



 



 



 



 



Please identify supporting information included in support of the above request. As a minimum 



the 



Child and Family Social Care assessment and the NHS Health assessment. 



 



Child and Family Social Care assessment and 



care plan



 



 



NHS Health assessment and care plan



 



 



Adjusted care plans if a change is required



 



 



Risk assessments



 



 



Other Professionals reports/ 



information/Letters



 



 



Has there been agreement from CYP/



 



Parents/Guardian/ Carers



 



 



What action is currently being undertaken by 



whom and by when.



 



 



 



 



Name



 



and designation



 



of person submitting 



the form



 



 



 



 



 



 



For Section 117 aftercare Quality Assurance Group use:



 



 



Outcome from Section 117 aftercare Quality Assurance Group:



 



 



 



 



 



Name and designation of Chair



 



 



 






      Children and Young People (CYP) Section 117 aftercare review form to the Section 117 Aftercare  Quality Assurance Group after each review.        


Name   D.O.B   Date of  review   


Identifier number  LCC  LPFT  ICB  


Name Lead  Professional   Name Social Worker   


Delete if not required     No change to  aftercare  Delete if not required     Change in aftercare  entitlement  recommended  Delete if not required     Ending Eligibility  recommended  Delete if not required     Urgent change  required  


What are the changes  required to  the current  package, please note any  funding issues and the current  action to be taken.    


 


Please identify supporting information included in support of the above request. As a minimum  the  Child and Family Social Care assessment and the NHS Health assessment.   


Child and Family Social Care assessment and  care plan   


NHS Health assessment and care plan   


Adjusted care plans if a change is required   


Risk assessments   


Other Professionals reports/  information/Letters   


Has there been agreement from CYP/   Parents/Guardian/ Carers   


What action is currently being undertaken by  whom and by when.   


  


Name   and designation   of person submitting  the form   


       


For Section 117 aftercare Quality Assurance Group use:    


Outcome from Section 117 aftercare Quality Assurance Group:  


       


Name and designation of Chair   
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CYP Ending an entitlement (blank form) from Section 117 aftercare.docx


		Ending an entitlement from Section 117 aftercare Mental Health Act 1983 





		Name 



		

		DOB

		



		Address

		









		NHS Number

		







		S117 review meeting date

		







		People present at the meeting



		Name

		Role

		Agency

		Contact details



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		 

		



		

		

		

		







		Summary of the Review



		







		Outcome



		










		Statement by responsible authorities



		







		Signatories of responsible authorities







		Signature

		





		

On behalf of Lincolnshire County Council



		Name

		

		



		Title

		

		



		Date

		

		







		Signature

		





		

On behalf of Lincolnshire Integrated Care Board



		Name

		

		



		Title

		

		



		Date

		

		







· 






		Signature

		Signature



		Name 

		Name 



		Position

		Position



		For Lincolnshire County Council

		For Integrated Care Board

























































Template Letter confirming discontinuation of an entitlement from s117 aftercare – consider if an easy read version of this letter is required



Dear [name] 

Re: Mental Health Act 1983 – Aftercare under Section 117 – Notification of ending of entitlement(s) 

Our records show that you were detained in hospital under a treatment order of the Mental Health Act [Section] on [date]. At the time of your discharge from hospital your name was added to our list of people who are eligible for section 117 aftercare. 

Section 117 of the Mental Health Act 1983 places a joint duty on local NHS and adult social care service commissioners to provide free aftercare services for people that have previously been sectioned under the treatment sections of the Mental Health Act.  Eligibility is the right to have free aftercare, entitlements are the services provided to meet the assessed needs as identified on your care plan.. 

On [date] you were involved in a review of your circumstances by [name] and have received a copy of the documentation associated with that review. 

This review concluded and agreed that you no longer require aftercare entitled service(s) under section 117 as detailed below.

Service(s) to be ended: ‘One hour per week from the out and about service’

I am writing to confirm that the recommendation to end the above entitlement service has been accepted by the responsible authorities as from [Date] . 

Your name will remain on the current version of the aftercare list that we maintain as you will remain eligible for Section 117 aftercare until such time as it is deemed that you no longer require aftercare under section 117 of the 1983 Mental Health Act..

Yours sincerely



Out of Area Treatments Panel



Copies to

· CYP

· Parents / carers

· GP

· Social Worker

· NHS file

· ICB file

· MHA Administration Team





Updated 09.02.2024
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CYP Ending entitlement Guidance from Section 117 aftercare Mental Health Act 1983.docx








		Ending an entitlement from Section 117 aftercare Mental Health Act 1983 





		Name 



		

		DOB

		



		Address

		









		NHS Number

		







		S117 review meeting date

		







		People present at the meeting



		Name

		Role

		Agency

		Contact details



		J

		CYP receiving s117 aftercare

		N/A

		J@person.com



		J & P

		Parents

		N/A

		j@relative.com



		SW

		Social worker

Lead Professional

		Best local authority

		SW@localauthority.gov.uk



		CP

		Consultant Psychologist Approved Clinician

		Best NHS Trust 

		CP@BFT.nhs.uk



		

		

		

		







		Summary of the Review



		S117 aftercare reduced over time as a result of progress with recovery and rehabilitation ratified by the out of Area Treatments Panel following a review.



Aftercare in place at last review had reduced to one 1-hour session per week from the out and about service, the review on [date] agreed that this service was no longer required.



J is confident and he has been able to manage on his own when out in the community for the past six months without support.  J and his parents are happy with the progress he has made and are agreeable to his entitlement of 1-hour a week of section 117 aftercare to end.  J and his parents agreed that there has been no concern about Js mental health for the last year and do not feel that as a family they need further support. 

Neither J nor his parents could envisage the potential for any destabilising factors. However, it was felt that the eligibility should remain in place for another six months and then to review if this can be discharged.







		Outcome



		J and his parents have agreed to end the current entitlement of 1-hour support from the out and about service, this will be reviewed in six months with a view to discharge/ending section 117 aftercare eligibility.  















		Statement by responsible authorities



		We are satisfied that the above individual is no longer in need of the entitlement to 1-hour out and about service.  We can confirm that the young person and their parents have been involved in the decision and agree the plan to review in six months with a view to possible discharge/ending section 117 aftercare eligibility.







		Signatories of responsible authorities







		Signature

		





		

On behalf of Lincolnshire County Council



		Name

		

		



		Title

		

		



		Date

		

		







		Signature

		





		

On behalf of Lincolnshire Integrated Care Board



		Name

		

		



		Title

		

		



		Date

		

		







· 


Template Letter confirming discontinuation of an entitlement from s117 aftercare – consider if an easy read version of this letter is required

Dear [name] 

Re: Mental Health Act 1983 – Aftercare under Section 117 – Notification of ending of entitlement(s) 

Our records show that you were detained in hospital under a treatment order of the Mental Health Act [Section] on [date]. At the time of your discharge from hospital your name was added to our list of people who are eligible for section 117 aftercare. 

Section 117 of the Mental Health Act 1983 places a joint duty on local NHS and adult social care service commissioners to provide free aftercare services for people that have previously been sectioned under the treatment sections of the Mental Health Act.  Eligibility is the right to have free aftercare, entitlements are the services provided to meet the assessed needs as identified on your care plan.. 

On [date] you were involved in a review of your circumstances by [name] and have received a copy of the documentation associated with that review. 

This review concluded and agreed that you no longer require aftercare entitled service(s) under section 117 as detailed below.

Service(s) to be ended: ‘One hour per week from the out and about service’

I am writing to confirm that the recommendation to end the above entitlement service has been accepted by the responsible authorities as from [Date] . 

Your name will remain on the current version of the aftercare list that we maintain as you will remain eligible for Section 117 aftercare until such time as it is deemed that you no longer require aftercare under section 117 of the 1983 Mental Health Act..

Yours sincerely



Out of Area Treatments Panel

		Signature

		Signature



		Name 

		Name 



		Position

		Position



		For Lincolnshire County Council

		For Integrated Care Board







Copies to

· CYP                                          

· Parents / carers

· GP

· Social Worker

· NHS file

· ICB file

· MHA Administration Team





Updated 09.02.2024
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CYP  letter ending eligibility from Section 117 aftercare.docx


		Ending eligibility from Section 117 aftercare Mental Health Act 1983 





		Name 



		

		DOB

		



		Address

		









		NHS Number

		







		S117 review meeting date

		







		People present at the meeting



		Name

		Role

		Agency

		Contact details



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		







		Summary of the Review



		







		Outcome



		










		Statement by responsible authorities



		







		Signatories of responsible authorities







		Signature

		





		

On behalf of Lincolnshire County Council



		Name

		

		



		Title

		

		



		Date

		

		







		Signature

		





		

On behalf of Lincolnshire Integrated Care Board



		Name

		

		



		Title

		

		



		Date

		

		







· 




Template Letter confirming discharge from s117 aftercare – consider if an easy read version of this letter is required

Dear [name] 

Mental Health Act 1983 – Aftercare under Section 117 – Notification of discharge 

Our records show that you were detained in hospital under a treatment order of the Mental Health Act [Section] on [date]. At the time of your discharge from hospital section 117 aftercare as set out in the aftercare plan commenced and your name was added to our list of people who are eligible for section 117 aftercare. 

Section 117 of the Mental Health Act 1983 places a joint duty on local NHS and adult social services commissioners to provide free aftercare services for people that have previously been sectioned under the treatment sections of the Mental Health Act.  Eligibility for section 117 aftercare remains in force until the responsible authorities (the Local Authority and Integrated Care Board), are satisfied that the person concerned is no longer in need of these services. 

On [date] you were involved in a review of your circumstances and have received a copy of the documentation associated with that review. 

This review concluded that you no longer require aftercare services under section 117 as you no longer have needs arising from or related to a mental disorder. 

I am writing to confirm that this recommendation has been accepted by the responsible authorities and that you are now discharged from the Section 117 aftercare.  Your name will be removed from the current version of the aftercare list that we maintain as of the date of the review. 

Yours sincerely

Out of Area Treatments Panel



		

Signature

		Signature



		Name 

		Name 



		Position

		Position



		For Best Local Authority

		For NHS Integrated Care Board







Copies to

· Person

· Parents

· GP

· Social Worker

· NHS file

· ICB file

· MHA Administration Team

Updated 09.02.2024
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CYP ending eligibility letter guidance s117.docx


		Ending/Discharge from Eligibility Section 117 Mental Health Act 1983 





		Name 



		James

		DOB

		



		Address

		









		NHS Number

		







		S117 review meeting date

		







		People present at the meeting



		Name

		Role

		Agency

		Contact details



		J

		Young person receiving s117 aftercare

		N/A

		J@person.com



		P and Y

		Mother and father

		N/A

		P@nearestrelative.com



		SW

		Social worker

Lead Professional

		Best local authority

		SW@localauthority.gov.uk



		CP

		Consultant Psychologist Approved Clinician

		Best NHS Trust 

		CP@nhs.nhs.uk



		

		

		

		







		Summary of the Review



		Section 117 aftercare reduced over time because of progress with recovery and rehabilitation.

The current care team and the Integrated Care Board and Local Authority at the review held on 16 June 2023 recommended J is discharged from eligibility to section 117 aftercare. 



Aftercare in place at last review had reduced to having named contact within children and adolescent mental health team (CAMHs team) and social work team just in case any needs arise, appropriate review date agreed.



J is content that he has been able to manage for over a year without the need to contact social worker or CAMH staff.  He is happy with the progress he has made and is agreeable to being discharged from section 117 aftercare eligibility.  Js parents agreed that there has been no concern about Js’ mental health for the last 14 months and do not feel that as a family they need the support of mental health services at all.  Neither J nor his parents could envisage the potential for any destabilising factors in the very near future..









		Outcome



		J and his parents have agreed to be discharged from section 117 aftercare.  

As the Social worker/Lead Professional and NHS health related professional involved in Js’ aftercare review recommended that J be discharged from section 117 aftercare, the Out of Area Treatments panel are in agreement with the recommendation as outlined above and wish J all the very best for thew future.



		Statement by responsible authorities



		We are satisfied that the above-named individual is no longer in need of section 117 aftercare services.  We can confirm that the person and their parents have been involved in the decision to discharge from section117 aftercare.







		Signatories of responsible authorities







		Signature

		





		

On behalf of Lincolnshire County Council



		Name

		

		



		Title

		

		



		Date

		

		







		Signature

		





		

On behalf of Lincolnshire Integrated Care Board



		Name

		

		



		Title

		

		



		Date

		

		







· 




Template letter confirming discharge from section 117 aftercare – consider if an easy read version of this letter is required



Dear [name] 

Re: Mental Health Act 1983 – Aftercare under Section 117 – Notification of discharge 

Our records show that you were detained in hospital under a treatment order of the Mental Health Act [Section] on [date]. At the time of your discharge from hospital section 117 aftercare as set out in the aftercare plan commenced and your name was added to our list of people who are eligible for section 117 aftercare. 

Section 117 of the Mental Health Act 1983 places a joint duty on local NHS and adult social services commissioners to provide free aftercare services for people that have previously been sectioned under the treatment sections of the Mental Health Act.  Eligibility for section 117 aftercare remains in force until the responsible authorities (the Local Authority and NHS Integrated Care Board) are satisfied that the person concerned is no longer in need of these services. 

On [date] you were involved in a review of your circumstances and have received a copy of the documentation associated with that review. 

This review concluded that you no longer require aftercare services under section 117 as you no longer have needs arising from or related to a mental disorder. 

I am writing to confirm that this recommendation has been accepted by the responsible authorities and that you are now discharged from the Section 117 aftercare.  Your name will be removed from the current version of the aftercare list that we maintain as of the date of the review. 

Yours sincerely

Out of Area Treatment Panel

		Signature

		Signature



		Name 

		Name 



		Position

		Position



		For Local Authority

		For NHS  Integrated Care Board







Copies to

· Person

· Parents / carers

· GP

· Social Worker

· NHS file

· ICB file

· MHA Administration Team

Updated 09.02.2024
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Reinstating Section 117 aftercare.docx






[bookmark: _Hlk150852731]Reinstating an ended Section  117

Requests to reinstate s.117 can come from individual/family or health and social care professionals

Is CYP still open to Camh’s?

YES

NO

UNKOWN

Request from Health Professionals

Contact SPA Telephone: 0303 123 4000 
Email: Lincs.spa@nhs.net

Requests from service user

Contact your G.P





Contact CAMH’s to inform them of request.

Follow s.117 review process



Follow referral procedure 
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Urgent request form Section 117 Aftercare.docx






[bookmark: _Hlk150852731]Urgent Request form to the Integrated Care Board for funding in respect of an urgent Section 117 aftercare need.





		Date



		Name

		

		D.O.B

		

		

		



		Urgent request following review

		Urgent request by Section 117 aftercare Lead Professional/Relevant Practitioner



		Details of request

To include why the need for urgency:

To adjust current care package

To provide identified aftercare needs to prevent a delayed discharge

To reinstate entitlements 

To reinstate eligibility and entitlements

		



		Which request pathway is required, please provide a maximum time scale.

		Extra Ordinary Section 117 Aftercare Quality Assurance Group meeting.

		Urgent electronic panel process with a decision expected within 6 working hours.











[bookmark: _Hlk188260091]Urgent decisions that are required must be escalated via an extraordinary meeting of the CYP Section 117 aftercare Quality Assurance Group or escalated via an electronic panel process with a decision expected within 6 working hours. Members of the CYP Section 117 aftercare Quality Assurance Group will be the escalation point for the urgent case and prioritise to ensure a response within the six-hour time scale. Escalation will be via email and telephone.  



The electronic escalation will involve:

1. A telephone call to the members of the Section 117 aftercare Quality Assurance Group

2. An email to the members of the Section 117 aftercare Quality Assurance Group

To confirm ratification or other action.





		For ICB Use



		Time of Telephone and email contact



		









		Please list Name and outcome of contact with Members of the Section 117 aftercare Quality Assurance Group

		









		Name and designation of involved ICB Practitioner 

		















Names, Telephone and Email address of Section 117aftercare Quality Assurance Group members 



































 



 



 



Urgent Request form to the Integrated Care Board for funding in respect of an urgent Section 117 



aftercare need.



 



 



 



Date



 



Name



 



 



D.O.B



 



 



 



 



Urgent request following review



 



Urgent request by Section 117 aftercare Lead 



Professional/Relevant Practitioner



 



Details of request



 



To include why the need for urgency



:



 



To adjust current care package



 



To provide identified aftercare needs 



to 



prevent a delayed discharge



 



To reinstate entitlements 



 



To reinstate eligibility and 



entitlements



 



 



Which request pathway is 



required, please provide a 



maximum time scale.



 



Extra Ordinary Section 117 



Aftercare Quality Assurance 



Group meeting.



 



Urgent 



electronic panel 



process with a decision 



expected within 6 working 



hours.



 



 



 



 



Urgent decisions that are required must be escalated via an extraordinary meeting of the CYP 



Section 117 aftercare Quality Assurance Group or escalated via an electronic panel process with a 



decision expected within 6 working hours. Members of the CYP Sect



ion 117 aftercare Quality 



Assurance Group will be the escalation point for the urgent case and prioritise to ensure a response 



within the six



-



hour time scale. Escalation will be via email and telephone.  



 



 



The electronic escalation will involve:



 



1.



 



A telephone call to 



the members of the Section 117 aftercare Quality Assurance Group



 



2.



 



An email to the members of the Section 117 aftercare Quality Assurance Group



 



To confirm ratification or other action.



 



 



 



For ICB Use



 



Time of Telephone and email contact



 



 



 



 



 



Please list 



Name and outcome of contact with 



Members of the Section 117 aftercare Quality 



Assurance Group



 



 



 



 



Name and designation of involved ICB 



Practitioner 



 



 



 



 



 



 



 






      Urgent Request form to the Integrated Care Board for funding in respect of an urgent Section 117  aftercare need.      


Date  


Name   D.O.B     


Urgent request following review  Urgent request by Section 117 aftercare Lead  Professional/Relevant Practitioner  


Details of request   To include why the need for urgency :   To adjust current care package   To provide identified aftercare needs  to  prevent a delayed discharge   To reinstate entitlements    To reinstate eligibility and  entitlements   


Which request pathway is  required, please provide a  maximum time scale.  Extra Ordinary Section 117  Aftercare Quality Assurance  Group meeting.  Urgent  electronic panel  process with a decision  expected within 6 working  hours.  


      Urgent decisions that are required must be escalated via an extraordinary meeting of the CYP  Section 117 aftercare Quality Assurance Group or escalated via an electronic panel process with a  decision expected within 6 working hours. Members of the CYP Sect ion 117 aftercare Quality  Assurance Group will be the escalation point for the urgent case and prioritise to ensure a response  within the six - hour time scale. Escalation will be via email and telephone.       The electronic escalation will involve:   1.   A telephone call to  the members of the Section 117 aftercare Quality Assurance Group   2.   An email to the members of the Section 117 aftercare Quality Assurance Group   To confirm ratification or other action.      


For ICB Use  


Time of Telephone and email contact     


   


Please list  Name and outcome of contact with  Members of the Section 117 aftercare Quality  Assurance Group   


   


Name and designation of involved ICB  Practitioner    
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1.0     Service Specification

1.1     The CAMHS Crisis and Enhanced Treatment Team (CCETT) is commissioned to provide 24 hour, 7 days per week, cover including bank holidays to undertake emergency specialist mental health assessments. In addition, it is commissioned to provide Out of Hospital Care/Enhanced Treatment as an alternative to hospital within the Tier 4 inpatient services. 

1.2     CCETT offers repatriation support for young people who are admitted to an in-patient unit, supporting a reduced length of stay and post discharge care plan.

1.3    CCETT are commissioned to provide the access assessment for all young people in Lincolnshire who require an in-patient admission unless for an eating disorder bed in which case Nottingham lead provide access assess all referrals. 

1.4   CCETT are commissioned to provide some crisis support for children and young people with a Learning Disability and or Autistic Spectrum Disorder who present in crisis with severe challenging behaviours and are at risk of admission to psychiatric in-patient or residential placement. This provision is capped at 8 referrals a month

1.5	The service consists of two teams, one based in Lincoln covering the North of Lincolnshire, one based in Boston, covering the south of Lincolnshire and a county wide multi-disciplinary staff consisting of an associate specialist, occupational therapist, social worker and clinical leads.  

1.6   Included within CCETT providing the 24-hour service within general acute hospitals are Mental health liaison workers. They are based within CCETT teams but work closely with our Adult MH liaison team and ULHT wards and emergency services. 

1.7     CCETT establishment is spread between: CCETT South, CCETT North and   

           CCETT MDT. The MH liaison workers will sit within the CCETT teams. 

                              Please see Appendix 1 for CCETT establishment



2.0     Who can refer? 

2.1    For urgent and emergency responses the following can directly refer to the 

         CCETT by contacting the team in their CAMHS Hub, via Here4You line or via  

         SPA out of hours:

· Core CAMHS team 

· A&E & Urgent care OOHS

· Mental health liaison team (adult and CAMHS)

· Police 

· Paediatric wards

· Adult medical wards

· Paramedics

· Social workers

· GP’s

· Other LPFT services (Steps 2 change etc)

· CYP/PC may self-refer via the Here4You line or in writing. 



2.2	All referrals out of hours to CCETT should come via the Single Point of Access (SPA). In hours referrals may come via the CCETT email box, Here4you phone line or directly to the team via phone or faxed letter. Some of the agencies will need to contact the Here4you line for advice or to discuss a referral. CYP or PC can self-refer via the Here4you line via phone or online on the website, if they meet the criteria for CCETT. This will be screened by Here4You staff and then sent on to CCETT for triage. CCETT are responsible for triaging CYP from the Here4You that meeting the CCETT criteria.  

2.3	Referrals from Core team to the CCETT can be done in person or writing by discussing with the shift co-ordinator and screening. Best practice is that the clinician making the referral has a conversation prior to this with the shift coordinator.  Any discussions between the lead professional and team will be followed by an electronic record on Rio.  

2.4	Referrals to any other CYP services (apart from EDS/LD team) from CCETT will be taken to CYP weekly interface meetings held on a Tuesday morning. There is a process in place to add a CYP to the agenda and discussion for internal transfer of care. Referrals to CAMHS EDS or LD team will be done via their consultation slots. 

(See Appendix 2 for CCETT referral form)



2.5    All referrals for MH liaison will come via SPA. Between the hours of 8.45am-7pm this will be forwarded to the Lincoln team mobile and shift co-ordinator who will co-ordinate the response with the liaison worker. Between 7pm-7.30am SPA will direct referrals to the MH liaison worker's mobile phone. During the times when there is no CCETT, or MH liaison worker SPA will forward any calls to the Adult MH liaison worker at Lincoln who will take the referral/message for CAMHS who will pick up as soon as their shift starts. Referrals can come from any ward or A&E within ULHT hospitals, emergency services wanting to divert from A&E and the S136 suite.  MH liaison will see any CYP presenting with a mental health problem alongside a physical health one, they do not need to be in a mental health crisis to access the service or live in Lincolnshire- just be an inpatient on a ULHT ward/A&E department. 



3.0	Referral Criteria & Referral pathways

3.1	Referrals from Core CAMHS for young people already within the service - All young people referred via Core CAMHS should have had some intervention from their team and the purpose of referring to CCETT must always be for a crisis response or enhanced home treatment to avoid hospital admission. These young people must meet the emergency or urgent criteria of the teams.  The CCETT is not a generic outreach team and if young people, who are not in crisis, require an assessment the Core CAMHS teams will offer this within their time scales of seeing new referrals for assessment within 6 weeks. All cases where the core team are considering admission to Tier 4 inpatient services should be on CPA and referred to the CCETT team. This should include:

· Psychosis 

· Self-harm where there is a risk that the act(s) of self-harm the young person is undertaking is posing a significant risk to their life.

· Where a young person is planning for suicide, where there is a history of self-harm or suicide attempts and there is objective evidence to suggest the young person has both the physical means and psychological motivation to complete the suicide (serious consideration in inpatient services should be given in these cases if the young person is also diagnosed with depression, bipolar or psychosis, especially if there is co-morbidity with Asperger’s or autistic spectrum disorder).

· All cases that escalate in severity with a significant deterioration in mental health and meet both the emergency and urgent criteria during their Core CAMHS intervention. 

3.2    Referrals from CAMHS Eating Disorder Service – Internal referral form will be completed if EDS require extra support for any of their CYP patients. CCETT will monitor CAMHS EDS mailbox out of hours and weekends for referrals coming in that need an urgent response and screen/triage those, see them if needed, and feedback to the EDS team in working hours. 

3.3	Criteria for referrals for out of area patients - Young people presenting who do not live in Lincolnshire should receive assessment and crisis treatment in the same way that any other young person would. Following assessment, they should be referred to their local CAMHS service for follow up.

3.4     Referrals from the core team for the crisis service to work with a young person with LD or ASD may need the Care co-ordinator/ lead professional to request a CETR if the young person is at risk of admission. The CYP should be recorded on the Dynamic support register (DRS) on RIO by the lead professional/team. The crisis team will be invited to attend the review to establish what enhanced treatment can be offered to support the young person to remain in their home. 

3.5      Referrals made to the MH liaison service will be for CYP presenting with a mental health problem who are accessing ULHT services for physical or mental health care- this includes those with eating disordered/symptoms, presenting with risk to themselves or others, coming to the attention of emergency services or who meet the criteria for CCETT and require and urgent/emergency response. 

3.6      Self-referral from CYP or PC that come via the Here4You line and meet the CCETT urgent or emergency criteria. 

3.7      All referrals into CCETT will come via the Here4You line following screening, other than GPs, Social workers and paediatrics who can refer directly via SPA in writing or on the phone. 

3.8      Steps to change can refer internally by contacting the shift co-ordinator to discuss the CYP who need support. 

(See Appendix 3 Referral pathways & RIO process maps)



4.0 	Response Times

4.1	All referrals to CCETT will have a telephone/triage assessment within 4 hours of referral to determine the level of need and whether they meet their urgent or emergency criteria. 

4.2     MH liaison response times will be: Emergency – within 1 hour (A&Es),

          Urgent-within 4 hours (short term wards such as IAC, MEAU), Routine-    

          within 24 hours (other wards- longer stay) Responses will be by telephone or 

         face to face depending on the referring ward/department, location of CYP and 

         resources available. Both will offer a rapid triage/assessment and be followed 

         up face to face at the soonest possible time. 

4.3    If there is no MH liaison worker available due to absence or hospital site  

         CCETT will support the service and prioritise any hospital referrals. 

4.4    CAMHS will work closely with the adult MH liaison workers to ensure joint   

        work where appropriate for those CYP between the age of 16-18 years who 

         may wish to access adult services. 

(National guidance states that liaison psychiatry teams should respond and commence the face-to-face assessment within 1hr for referrals from emergency departments)



4.4 Emergency Criteria:

Any CYP meeting the emergency criteria as below will have a face-to-face assessment within 24 hours of referral, this will be determined by having a phone triage within 4 hours of referral. CYP in the S136 suite or hospital ward will be seen by the MH Liaison team or CCETT worker (according to service resources). 

· Young people in need of a Mental Health Act assessment (this may be in the s136 Suite or A&E).

· Young people who have been admitted to any hospital ward (this includes A&E) following an overdose causing moderate/serious harm or episode of serious self-harm that requires treatment.

· Young people referred with very serious mental health difficulties such as a potentially life-threatening presentation (depression or psychosis) with associated risks (in cases of suspected psychosis consultation with the EIP team should occur at the earliest opportunity, in accordance with the EIP pathway). 

· Young people with Learning Disability and or Autistic Spectrum Disorder who present with severe challenging behaviour and are a risk to themselves and at risk of admission to hospital 

With some of the above the need to consider medical intervention is paramount. Young people with life-threatening eating disorders should be sent to A&E or admitted to paediatric ward for physical observations and medical input, with consideration given to re-feeding on a medical, CAMHS or specialist inpatient ward. 

If someone has not required medical treatment (for example Parvolex treatment following paracetamol overdose or stitching for open wounds) then their self-harm is not categorised as ‘moderate’ or ‘serious’ in line with the emergency criteria. Consideration must also be given to suicidal intent at the time of self-harm/overdose. 

On occasions it may be necessary to conduct an emergency assessment to gain

clinical clarity on a presentation (e.g. potential psychotic presentation). 



4.5	Urgent Criteria:

Any CYP meeting the criteria as below for urgent will be seen face to face within 72 hours of referral, this will be determined by a phone triage within 4 hours of referral. To meet the urgent criteria the child or young person may have significant mental health difficulties such as:

· Severe symptoms of depression: Eg,. Poor diet/fluids, hygiene, sleep, low motivation and social engagement, lack of enjoyment in life, current care plan/treatment not effective and need more of an outreach approach, fleeting thoughts of self-harm/suicidal ideation. 

· Symptoms of an eating disorder/disordered eating with deterioration of physical health. 

· Change in self-harm behaviour: Frequency/risk increase/Different methods of self-harm/voicing suicidal ideation with no intent/plan. 

· Severe, unexplained deterioration in emotional state and behaviour at home and school, not thought to be due to substance or alcohol misuse or physical illness

· Symptoms suggestive of emerging psychosis: E.g., Hallucinations/visual/paranoia/isolating themselves/hearing voices/bizarre behaviour

· Consideration should be given to levels of distress, severity and other contextual factors

· An urgent assessment may also be required for a child or young person whose needs have escalated or for whom parents or carers are urgently seeking reassurance and 

· support. 

· History of trauma with emotional dis-regulation that poses a risk to self or others

· 

In cases where early signs of psychosis are suspected the EIP pathway should be followed.         (See Appendix 4 for EIP screening tool) 

See RIO process map (Appendix 3) for guidance on recording referrals and contacts. If a referral is initially added as emergency, but following triage is deemed urgent in nature – this can be altered on Rio prior to a contact being added and therefore the response time will reflect this change.



5.0	Referral process

5.1	Referral routes for access to CCETT – all referrals will be screened and 

           initially triaged within 4 hours to determine if assessment is appropriate for 

           the service 

  (See Appendix 5 for CCETT screening tool)



· Referrals from external agencies requiring an emergency response will come via the SPA on: 0303 123 4000 

or direct to the teams at:

                                 South team: Galaxy Suite on 01205 354202 -   079704528800 

lpft.CAMHScrisisandhometreatmentSouth@NHS.Net 

(Referral mail box)       

lpft.ccettsouth@nhs.net (Team mail box)



North team: Horizon Centre 01522 535189   -   07716079045

                       lpft.camhscrisisandnorth@nhs.net  

                       (Referral mail box)                                 

                       lpft.CHTSNorth@nhs.net (Team mail box) 

                       lpft.lincsaccessassessment@nhs.net 

                       (Service access assessment mail box)

· Referrals into CYP services will be reviewed daily Monday to Friday, by the access team, if it is indicated that it may meet the CCETT urgent or emergency criteria they will send it through to CCETT mailbox who will screen and triage.  

· Self-referral by the CYP or PC via the Here4You line. If a YP meets the CCETT urgent or emergency criteria the Access team send it through to CCETT who will then phone triage within 4 hours and either arrange assessment or signpost on. 

(See Appendix 6 for H4U flow chart)

· Cases open to core CAMHS/Eating Disorder team where increased risk or mental health need indicates that they require more intensive support. These will be discussed either with the shift coordinator or in their daily meetings and a referral made. Joint treatment plan and reviews will be agreed at referral.  It is expected that the risk assessment is updated by the core practitioner prior to the referral being made to reflect the need for CCETT input.

· Core and EDS team may refer into the CCETT Emotional First Aid group which runs weekly. CCETT YP will be prioritised to attend this first.            (See Appendix 7 for EFA referral flow chart)

· Referrals to the MH liaison team will come via SPA to the CCETT team mobile during 9am-7pm and SPA during 7.30pm-7,30am, who will hold a rota of the staff on duty. Referrals will come from any hospital ward or A&E department in ULHT, the S136 suite or emergency services who may want to divert from using A&E. MH liaison will then advise the CCETT or EDS team of any CYP they need to follow up once discharged from the hospital and what the issues/needs/risks are. CCETT will review the CYP care plan once they are home. Daily handovers will occur between MH liaison and CCETT via the phone or email and a transfer of referral on RIO for when CYP are discharged home. There will be a handover sheet on teams for completion and checking of each shift by CCETT and MH liaison to communicate any pending jobs or referrals. 

5.2	Prior to a referral being made by the Core team/eating disorder team, the young person should be considered for placing under the Care Programme Approach (CPA) There must also be an allocated lead professional/Care Co-ordinator from the referring team who will remain their main worker whilst the CCETT provide enhanced treatment. 

5.3	All referrals via any route should be recorded on RiO by administrative staff, or a clinician in the absence of administrative staff, immediately upon receiving them.  (See Appendix 8 for alert pathway)

5.4   Young people admitted to an in-patient unit will be open to CCETT for repatriation and be allocated link workers who will maintain contact with the admitting ward and attend any meetings to enable a safe discharge back to the community. When discharged from Tier 4 they will be placed on the enhanced caseload for up to 2 weeks and receive a 24-hour face to face follow up. 

5.5     Lead professionals may place an ‘alert’ on RIO for any issues that need to be alerted to other professionals about that CYP. This can be linked to the CYP safety plan. CYP will no longer be on ‘alert’ to CCETT but have an alert placed on RIO or be referred into CCETT for assessment/intensive treatment if they meet the criteria. 



6.0     Did Not Attend (DNA)

6.1   Following a referral for assessment if CCETT are unable to contact the young person or family they should contact the referrer and review risk. If risk to self and others presents as high, consider cold call to the address by two clinicians. If risk low send a letter asking them to contact the team or send an appointment direct within 7 days. Document this discussion in the CYP notes and the reason why. 

6.2    During home treatment if a young person does not attend an appointment the team will contact them to establish why. If they do not respond same principles apply as above. 

6.3  Team to contact referrer and lead professional to update them of current situation. 

6.4  Safeguarding concerns to be considered by the team and followed up as appropriate. 

6.5  If a CYP uses text messages to communicate with the team this is to care planned with the CYP, and a process agreed for if they do not respond to a text message or call.  

(See Appendix 9 for local DNA protocol).



7.0	Traffic light system for prioritisation of risk

[bookmark: _Hlk107235325]          CYP are reviewed weekly in the team meeting and MDT huddles to

          establish what ‘rag rating’ they come under and why- this will be recorded in

          the notes. 

Red – Emergency – All CYP who have been referred and not assessed yet will be rag rated as ‘Red’. Any others who meet the emergency criteria or require enhanced treatment will also be rag rated as red. These young people will receive daily contact where appropriate and a minimum of 3 visits per week from the CCETT with an MDT approach to care planning including psychiatry and the relevant care coordinator from the Core CAMHS/ EDS/LD team. 

The emergency criteria are: 

· Young people in need of a Mental Health Act Assessment (this may be in A&E or the S136 suite in Lincoln) 

· Young people who have been admitted to any hospital ward (including A&E) following an overdose causing moderate/serious harm or episode of serious self-harm requiring treatment. 

· Eating disorders with a severe deterioration in physical health. 

· Referred where there is a history of serious self-harm, where there is planned intent to carry out a life-threatening act of self-harm 

· Referred with serious mental health difficulties such as severe psychiatric presentation (depression or psychosis) with associated risks 

· Currently experiencing diagnosed psychosis, anorexia or bipolar with either:

· poor engagement

· treatments that are not effective

(In cases of suspected psychosis transition processes will be in place to ensure that the Early Intervention in Psychosis Team is involved at the earliest opportunity) 



· Young people who have been discharged from a Tier 4 unit or Specialist Eating Disorder unit and need enhanced treatment to support recovery and prevent relapse. 

· Any young person on a waiting list for Tier 4

· Young person admitted to paediatric ward with acute mental health difficulties

(NB this list is not exhaustive but a guide)



Amber – Urgent – this will apply to all young people who meet the urgent criteria. These young people will receive a minimum of 2 or more contacts a week; care planning will be in partnership with Core CAMHS/EDS/LD.

The urgent criteria are:

· Severe symptoms of depression: Eg,. Poor diet/fluids, hygiene, sleep, low motivation and social engagement, lack of enjoyment in life, current care plan/treatment not effective and need more of an outreach approach, fleeting thoughts of self-harm/suicidal ideation. 

· Symptoms of an eating disorder/disordered eating with deterioration of physical health. 

· Change in self-harm behaviour: Frequency/risk increase/Different methods of self-harm/voicing suicidal ideation with no intent/plan. 

· Severe, unexplained deterioration in emotional state and behaviour at home and school, not thought to be due to substance or alcohol misuse or physical illness

· Symptoms suggestive of emerging psychosis: E.g., Hallucinations/visual/paranoia/isolating themselves/hearing voices/bizarre behaviour

· Consideration should be given to levels of distress, severity and other contextual factors

· An urgent assessment may also be required for a child or young person whose needs have escalated or for whom parents or carers are urgently seeking reassurance and 

· support. 



· History of trauma with emotional dis-regulation that poses a risk to self or others



· Being titrated for medication



(NB this list is not exhaustive but a guide)



Green – Routine – this will only apply to young people who the CAMHS CCETT have worked with and are in the process of discharging either to the Core/EDS/LD Team or are transiting to another service. The CAMHS CCETT will not accept referrals (internal or external to CAMHS) for people who would meet the criteria for a routine appointment. Some CYP will be rag rated as ‘Green’ who are attending the EFA group/1.1 only with no other input needed.  They will have a minimum of one contact each week either by phone or face to face. If a young person is accepted by the service and has a higher clinical need than a young person in the green category, their needs will be prioritised accordingly. 

(See appendix 10 for traffic light guidance)



8.0	Assessment 

8.1     Assessment begins with a CYP/PC following screening when staff undertake a ‘triage’ call with them. This can be done on the phone or face to face if in a hospital setting with them and it is more appropriate to do so. A triage assessment is a briefer assessment of situation, risk and history to determine level of need and whether they meet CCETT urgent or emergency criteria.                                      

                                       (See Appendix 11 for Phone Triage protocol)

8.2	When assessing an emergency the things below must take into account (this list is not exhaustive):

· Risk factors (e.g. history of self-harm or suicide attempts, access to means to complete suicide, planned intent, serious mental illness such as severe depression, psychosis or bipolar disorder).

· The context of their presentation (e.g. a cyclical presentation with a known crisis plan, triggers, or a change from the young person’s usual presentation).

· Strengths (e.g. is the young person engaging with pro-social activities, friends, school, college, work etc.).

· Parent/carer views (on all the above, and their ability to safeguard the young person).

· Significant decrease in functioning as a result of a mental health problem.

· Parents/carers causing significant harm that is contributing towards the young person’s presentation - this should trigger discussions with the LPFT safeguarding department and/or social services. 



8.3	Prior to emergency/urgent assessments it is important to establish whether or not the young person is open to any part of the CAMHS service. Where possible, before assessment, it is good practice to discuss the case with a clinician/professional who knows the young person. If a young person is on the Core team’s waiting list it is essential that the relevant team is updated following assessment and that an appropriate plan is agreed. 

8.4	If assessment by the Psychiatrist is required following CCETT assessment this should be arranged wherever possible with the CCETT worker who assessed the young person initially. The Psychiatrist should not see young people in isolation, and this should always be a joined up and collaborative approach. 

8.5    Assessment will include a CAMHS risk assessment, Children’s safeguarding screening tool, Minimum data set information and demographics, confidentiality statement, my outcomes measure, and a Keep safe plan and a letter to the GP including assessment (unless the young person has declined to consent to this being shared)

8.6   Young people with LD and or ASD who are in crisis will be assessed for underlying Mental Health Disorder using assessment tools provided 

8.7    Consideration to be given to the environment when assessing CYP in other locations such as A&E- noise, light, privacy etc. 

8.8     Assessments will be offered face to face in a CYP home, LPFT base, or other

          location such as A&E/paediatric ward, school, GP surgery. This will be

          Dependent on risk and presentation and flexibility regards time and location

          offered to suit CYP and service needs.   

(See Appendix 12 for ULHT pathway for self-harm) (See Appendix 13 assessment pack contents)



9.0      Out of Hours

9.1      Assessments out of hours will come via SPA and go to the MH liaison worker who will be based at PHC, Lincoln hospital with the adult MH liaison worker. An On-call service may still be offered if we cannot cover absence for the service.  (Appendix 14: See MH liaison night/OC protocol)

9.2    The MH liaison worker will respond to emergency referrals within 1 hour (A&E) to establish any immediate risks and begin the assessment process- this will be via telephone to undertake a phone triage if they cannot attend face to face within the hour.  Urgent referrals within 4 hours and routine within 24 hours. The CYP will need to be medically ‘fit to be assessed’ by the practitioner, however liaison and support can be offered in the interim. CYP may be offered a phone triage/assessment service if a face-to-face appointment is not possible due to the hospital site the CYP is in. (MH liaison based at Lincoln) If the CYP has a phone triage/assessment and goes home they will be followed up after at home within CCETT response times of 24 hours for emergency or 72 hours for urgent. If they remain in hospital MH liaison will follow up on the ward.

9.3      CYP or parents/carers who are open to a CCETT service will be able to utilise phone support at night from the MH liaison worker after 7.30pm, if this has been care planned and scheduled in for support. There is only 1 worker available so it must be made clear to families that this is not an emergency line but can be used for a supportive call if needed. 

9.4    There will be a gap in provision from CCETT finishing at 7pm and the MH liaison worker starting at 7.30pm and leaving at 7.30am and the CCETT/MH liaison team starting at 8.45am. Adult MH liaison will support by taking any messages/referrals in the interim for MH liaison/CCETT to pick up once they are on duty.  

9.5    The MH liaison worker will also respond to Lincolnshire secure unit out of hours if they require support with a new admission/assessment out of hours. 

(See Appendix 15 for LSU pathway)

9.6     The emergency services (police/ambulance) may phone the MH liaison worker out of hours to discuss a CYP they have been called too if they feel a phone call could prevent A&E/S136 admission. The MH liaison worker will then screen and triage the call within the hour and arrange for a follow up to be done the following day by CAMHS/CCETT, if appropriate or see them at the hospital if admitted. 

9.7       If a CYP is admitted to the S136 suite out of hours the MH liaison worker will liaise, and support as required. It is best practice for CAMHS to attend assessments where possible, but as a minimum phone support and guidance should be offered to the suite. 

9.8     MH liaison will monitor the mailbox out of hours for access assessments and complete these within 4 hours. If a Tier 4 bed is required out of hours the MH liaison worker will commence the form 1 and bed search as appropriate. This will be continued the following day by LPFT CYP bed manager and CCETT.  



[bookmark: _Hlk78982396]9.9       Tier 2 helpline

A helpline advertised out of hours as a support line- 

Tier 2 helpline telephone number is not to be provided by CCETTs as part of an out of hours care plan of supporting young person.

·  On call Practitioner not to signpost to Tier 2 for further support after a referral received from police or EMAS.

Tier 2 staff when receiving calls:

1. Will offer support to young person and their carers. 

1. Attempt to implement safety plan where able and confident.

1. Direct to A and E if medical treatment is required

1. Contact police to provide safety check if young person not allowing Tier 2 to speak with parents.

1.  Tier 2 Practitioners are able to contact CCETTS on call worker for advice. CCETTs on call Practitioner to work closely with tier 2 in implementing a safety plan and giving advice, when contacted.

1. If Tier 2 are able to provide support for young person without waking on call worker, they will contact appropriate CCETTS team to give an update. Complete a referral form for CCETTS to provide further triage.

1. CCETTS to complete triage then offer assessment or signpost to the appropriate service. 

1. CCETTS will not direct referral back to Tier 2 as inappropriate. 

9.10   Emergency services/Social workers may phone the MH liaison worker for advice if they are with a patient. We will provide any advice and support that may help to avoid an A&E admission or S136 detention.  

9.11    For out of hours assessment and referral in respect of a young person with

          LD and or autism where admission is likely a community care and treatment

          review (CETR/LAEP) will be requested by clinician.

(See Appendix 16 for updated flow chart for CETR)  (See Appendix 17 for S136 /Urgent care guidance) 

       

10.0	Case allocation and holding

10.1	For emergency and urgent referrals, the young person will be seen by a clinician who is on shift the day that they require an assessment. 

10.2	Cases will be held as a team, this will allow daily home treatment where necessary which will be shared between several CCETT clinicians to allow for shift patterns. As few clinicians should be involved with a case as possible to enable better building of therapeutic relationships. For enhanced caseload each young person will have an identified lead within the MDT who will provide clinical oversight for CCETT alongside the CAMHS Lead professional/Care Coordinator who will lead on overall co-ordination of care.



11.0	 Follow-up after an emergency/urgent assessment by another provider

11.1	Follow-up from emergency and urgent assessments by another provider should take place within 72 hours.  There will be times when it is appropriate to offer follow-up on the same, or the next day, to reduce risk and avoid admission. It may also be appropriate to offer telephone support for follow-up. Decisions relating to the timeliness of follow-up and telephone support must be made by the assessing practitioner in line with the clinical presentation and associated risks.  

11.2   The other provider assessing the young person will share their assessment with the CCETT, so they are fully aware of the risk assessment and presenting circumstances.

11.3   See referral process for information about how to record contact when referred to by other agencies that have already assessed the young person 

11.4   When a CYP is accessing healthcare outside of Lincolnshire via an

         acute trust or other mental health providers then CCETT will keep in contact

         with the provider to update the CYP records accordingly. This contact could be

         Via telephone or digital media, e.g., attending MDT or professional

         meetings. LPFT teams should make every effort to work collaboratively with

         outside providers but will not be expected to provide direct care and treatment

         outside of Lincolnshire

11.5  All CYP discharged from MH Liaison needing internal transfer within CYP 

         services will receive a 72 hour follow up by CCETT and then be either 

         signposted/discharged or taken to the CYP interface meeting on a Tuesday 

         morning for internal transfer. 



12.0     Crisis support and Enhanced treatment

12.1   Following a crisis referral/assessment a young person will be considered for on-going support to stabilise crisis or enhanced treatment as an alternative to in-patient care. A joint care plan will be formulated with the young person, family/carers and lead professional/care coordinator where appropriate. 

12.2  On-going crisis support/home treatment is recommended as a short-term intensive intervention for up to 6 weeks for stabilization and relapse prevention. Enhanced treatment as an alternative to in-patient is an additional resource to prevent in-patient and is led by the CCETT multi –disciplinary team (MDT) there is some flexibility within length of intervention depending on clinical need. 

 12.3   All cases open to CCETT will be reviewed at least once weekly in the team meetings. Where there are other professionals involved in joint care plan cases will be reviewed by the MDT. All enhanced cases will be reviewed withing MDT meeting on a Friday morning, this also has available consultation slots for the wider caseload to be booked for discussion.

12.4	All CCETT cases must have a minimum of one direct face to face contact per week to remain open to the team (unless discharge is planned or where there are unforeseen circumstances). The team should be able to offer daily visits/contact as part of enhanced treatment if this reduces the risk of admission to inpatient services, improving and reducing mental health symptoms. 

12.5  All treatment plans will include a wide range of interventions aimed at improving and reducing mental health symptoms. This will be a combination of 1.1 and group interventions and be provided in the community, home or NHS base as agreed with the young person and family/carers. – there is also the option of digital platform if this is preferred/appropriate.

12.6  At any time during treatment if the risk improves or increases, the risk assessment is to be updated and any new incidents added to the formulation. 

12.7   Following an assessment of a young person with LD and or ASD a contact will take place to offer support and advice using Positive Behavioural Support (PBS) principles. Advice and treatment can be offered up to 72 hours following assessment. This can be extended for up to 7 days working with the young person and family if it is reviewed at the 72-hour mark and felt appropriate to continue. 

12.8    CCETT facilitate an emotional first aid group which runs weekly as part of their home treatment programme. Referrals can be made from other CAMHS agencies to attend. EFA can also be offered 1.1 if a group setting is not deemed as appropriate for the CYP. 

12.9   If a CYP is discussed and added to the Enhanced treatment pathway the team needs to see the CYP face to face within 24 hours of doing so. A note entry should reflect this discussion alongside the risk and reviewed rag rating.

12.10  The CCETT team can access the CYP Peer Support Team if it is agreed that            an addition of a Peer Support Worker could support intervention and recovery        through providing a lived experience perspective and approach. The CYP Peer Support Team is made up of CYP Peer Support Workers who have lived experience of accessing mental health and/or health and justice services themselves in adolescence, and parent/carer peer support workers who have lived experience of supporting a young person through CYP services. 

In addition to individual peer work, the CCETT team can request support with workshops, training and service development projects in instances where a peer support and lived experience perspective would enhance their service or team offer.

12.11 CYP on the enhanced caseloads will be placed on a clinical pathway according to need, this will be discussed in the MDT huddles. 

                                    (See Appendix 18 for CCETT pathways)

12.12 Add in section re AAT and protocol (AAT protocol APPENDIX 19)



13.0     Bed Manager role

13.1   The purpose of the bed managers role is to support the CAMHS CCETT

          teams with children and young people (CYP) within Lincolnshire who may

         need admission. To a CAMHS inpatient unit or need repatriation back to the

         community.

13.2  The CAMHS bed manager post is a Band 6 position which will sit within the  

         CCETTS Multi-disciplinary team (MDT) and cover the whole county. 

13.3  They will be responsible for completing any access assessments between  

         the hours of 9am -5pm; Monday- Friday, unless on annual leave or sickness-

         this will then be delegated to another member of the CCETTS team or if out  

         of CCETT working hours the CAMHs MHL team.

13.4  They will be responsible for all bed searches across the county for CYP

         who require admission who are accessing CCETTS, Core CAMHs and

          CAMHS, EDS services. Ensuring bed searches completed and decision 

          rationale is recorded.

13.5   They will work closely with the CYP community teams and inpatient wards

         and other outer agencies in supporting leave plans and a timely and safe    

         discharge from a tier 4 admission.

13.6  They will support the CCETTS MDT link workers for CYP in an inpatient    

        setting, attending MDTs and CPA’S that take place on the ward feeding back 

        all relevant information.

13.7 They will attend the 3-x weekly CAMHS Clinical Activity Panel (cap)

        meeting within the provider Collaborative, and seek cover from within the MDT 

        when on planned leave or training. 

13.8   Liaise closely/ build relationships with the 136 suite/ Mental Health 

          Liaison/ ULHT wards and the Provider collaborative

13.9   Work closely with other colleagues within the service to enable  

          effective transitions to and from other areas.

13.10 Be able to, when needed, provide a full assessment and collaborative 

         care planning for implementation by the multi-disciplinary team, in partnership 

          with young people/carers and other workers involved in care delivery.



14.0     Mental Health liaison team

         The service will not be a stand-alone service but an extension of CCETT, Core CAMHS and the Eating Disorder Service; where possible ensuring continuity of care for the child, young person and family, and enabling an effective step-up, step-down model. The aim of the new service is to work with CCETT to complete urgent emergency mental health and risk assessments for CYP presenting at LCH, GDH and PHB. The team will offer a robust triage and assessment service via phone/teams and face to face depending on the area, CYP presentation and available resources. 

14.1    Aims and objectives of the service:

· To provide Emergency Departments with rapid access to specialist mental health assessment to avoid hospital admission where possible 

· To provide an evidence based full bio psychosocial assessment and treatment in the acute physical health care settings

· To support and facilitate onward referral/sign-posting to other primary care and specialist MH services including third sector organisations.   

· To provide pro-active case finding to assist in the identification and management of mental health needs.  

· To provide effective mental health interventions in Emergency Departments, Medical Emergency Admissions Unit (MEAU), Maternity and Acute Care Hospital Inpatient Wards to improve the quality of care in these environments and reduce length of stay and improve patient flow

· To liaise with a range of community services to promote a holistic approach to facilitate the onward care of people into a safe community setting.

14.2     Referral criteria:

The MHLS team(s) will take referrals from the acute physical healthcare staff and undertake pro-active case-finding in order to deliver rapid assessment of a patients mental health needs, offering working diagnosis, treatment options and support to the acute care staff caring for the referred patients.

Inclusion criteria: 

· Patients under the age of 18 years old presenting with mental health needs, regardless of home address within or external to the county boundaries.

Medical Fitness: 

A core principle of the MHLS is to work in a pro-active and coordinated manner to ensure that MH-related assessments and needs do not represent a reason for the delay of discharge beyond that associated with the resolution of physical health related needs. To this end patients referred to an/or identified for support by the MHLS do not need to be medically fit at the point of initial and/or ongoing service intervention, merely ‘Fit for assessment’

14.3   The MH liaison team will go live from 6th March 2023. Their shifts will cover between 08.45-19.00 and 19.30-7.30am. During the times when there is no CCETT or MH liaison worker the adult MH liaison team will take messages/referrals for them to pick up when they come on duty. 

14.4    MH liaison workers will be based within the CAMHS CCETT teams at Lincoln Horizon centre and Boston Galaxy suite, in the daytime. Night shift workers will be based at PHC, Lincoln County hospital, alongside the Adult MH liaison workers. 

14.5   LPFT Single point of access team (SPA) will hold a rota of night or OC workers and phone numbers for MH Liaison, all referrals from the hospital or emergency services will come via SPA. All referrals will come via Lincoln CCETT north team between 8.45am-7pm and directly to the MH liaison workers mobile between 7.30pm-7.30am. During the times of 7.30am-8.45am and 7pm-7.30pm SPA will put any referrals through to adult MH liaison: Boston- 01205 445153/07775220937 or Lincoln- 01522 707176.

14.6   CYP or families known to CCETT may have a support call care planned in with the night shift worker, if appropriate but this is not a crisis help line.   

14.7   All referrals to the MH Liaison team will be responded to according to where they are and the risk- any referrals from A&E will be prioritised and responded to within an hour. All other wards will be offered an assessment within 4 hours if urgent and on a short stay ward, or 24 hours if routine and on a longer stay ward. Unless the CYP is presenting as an emergency or urgent on the wards which will be responded too as above. Some contact may be conducted via the phone or teams if there is not a worker available on site.  

14.8    During daytime working hours if a referral comes in and a MH liaison worker is not available, CCETT will support them to triage and assess the CYP in hospital or at home. 

14.9   CYP who have been triaged/assessed and discharged will be transferred to CCETT for a follow up appointment who will arrange to see the CYP within 72 hours at home if urgent, or 24 hours if an emergency.

14.10  The MH liaison worker will offer support to the wards and paediatrics if they have a CYP admitted with a mental health need, this includes those with an eating disorder presentation. The B6 worker cannot provide 1.1 observations however if a B3 support worker is available and on shift 1.1 support can be provided.  

14.11  The MH liaison worker will offer support to the S136 suite if a CYP is detained there. They will attend the assessment wherever possible and offer advice and support to the suite as needed. 

14.12   Psychiatry cover will be provided by the local CAMHS hubs and CCETT. 

14.13 MH liaison workers will act as the link person between CAMHS and the paediatric wards and A&E to encourage better working relationships, mental health education, supervision and support. 

14.14   MH liaison will see CYP up the age of 18 years old, those between the ages of 16-18 will be joint worked with adult MH liaison and discussion had with the CYP about transition to adult care and offered as per the protocol. 

14.15  MH liaison will gather CYP feedback through ESQ questionnaires, friends and family test and my outcome measures. 

14.16  Any absence in the MH liaison service will be covered whenever possible. During the day the service will be supported by CCETT staff, at night if we cannot cover the night shift, we will cover the hospital's by offering an On Call service. 

(See Appendix 20 for MH liaison flow chart)



15.0	 Lone Working

15.1	All staff are to ensure they comply with the Trust, and local, lone working policies. Staff are to ensure that the team diary has the full patient name, an allocated worker/workers name next to it and that the shift co-ordinator knows their whereabouts and what time they are expected back to base. It is staff’s responsibility to stay in touch with the shift co-ordinator at base to let them know when they have arrived at the place of visit and when they have finished, and what time they are expected back at base. All staff will have each other’s contact details to ensure they can be reached in case of an emergency. 

15.2    All new assessments ideally should either be offered at base or if not possible at home with two workers, unless the patient is known to be low risk. This should be indicated on the risk assessment. 

15.3   If an address is known to be of high risk to professionals no home visits will take place. All appointments will be in a staffed building. 

15.4   Out of hours staff will access other NHS buildings so they are not working alone. There must be at least 2 people in the building to ensure when they lock up, they are not alone. 

15.5   Staff are to ensure that they communicate with each team (North and South) if they are lone working on a weekend/Bank holiday due to absence. 

15.6  MH liaison will report into the North CCETT shift co in the day, and buddy up with adult MH liaison at night when based at PHC. 

(See Appendix 21 for the Lone Working Protocol)



16.0    Out of hours support for staff

16.1	Out of hours support for all staff is now provided by the: ‘Out of hours Clinical Co-ordinators’ via SPA: 0303 123 4000

Monday to Friday. Hours covered by the Out of Hours Clinical co-ordinators are 19.30-07.30 -7 nights a week. 

On Call Managers will pick up this duty between the hours of 07.30 am and 9 am and again at 5 pm to 7.30 pm

Weekends: The Out of Hours coordinators run a 24-hour service so will pick up all issues unless there is a need for the On Call Manager to be contacted. 



Some roles and responsibilities are: 

•	Support all wards in LPFT if they have staffing issues.  Co-ordinate movement of staff if required

•	Manage bed movement and transport in the trust and agree for out of area bed use if required. 

•	Support the handover process of the most challenging patients between shifts and offer support and advice in the management of those with complex presentations

•	To receive information about any patient incidents e.g. absconded, assaults

•	Act as the senior clinician out of hours to manage highly complex and challenging clinical scenarios and provide clinical support to aid decision making

•	To receive information about any patient incidents e.g. absconded, assaults

•	Manage the Section 140 bed requests

•	Act as a point of liaison with ULHT and LCC out of hours for routine issues

•	This person will be the only person who has the authority to call the On-Call Manager if they are unable to resolve issues locally.

16.2	On call CAMHS Psychiatrists are available via SPA. They should be called if a young person needs an acute mental health inpatient admission or if the C&HTS worker requires advice about whether or not the MHA or MCA (Mental health Act, Mental capacity Act) may be required, or if an assessment indicates acute psychosis.

(See Appendix 22 for further information on the on-call manager guidance)

 

17.0     Mental Health Act assessments/S136 detentions

17.1 	MH liaison team will take a lead in being the link worker for the S136 suite. They will be available for phone consultation for the police when a young person may need detention under a S136 or if an emergency MHA assessment is needed for people under 18 years of age. Consultation provided will be to divert from S136 whenever possible and to offer assessment or discuss home treatment and look for alternatives to hospital admission. It may be necessary to use the MHA if a young person is at immediate risk to themselves or others or are suffering from a mental disorder which requires assessment or treatment in hospital.

17.2	The MH liaison team will offer support to the CYP in the suite and staff, they are not able to offer 1.1 observations due to limited resources. They will attend to support with the MHA assessment where possible, if this is not possible due to capacity they will liaise and support before and after regards home treatment or inpatient admission if required.  

17.3     If a CYP is detained on a S136, or at risk of admission to hospital, who has a diagnosed learning disability or autism, a CETR/LEAP should be requested from the CCG to discuss all options available to try and avoid admission to hospital. If a CYP with a learning disability or autism is admitted without one due to an emergency situation, a CETR should be called at the earliest opportunity on the inpatient ward.  

17.4    Following assessment if inpatient admission is indicated for assessment or treatment of a mental disorder and they are refusing to be admitted voluntary, they may be detained under the MHA. When this occurs there are processes that must be adhered too- A CAMHS clinician must have seen the CYP on the day the MHA assessment is called, with a clear assessment of their mental health and risk documented prior to calling an MHA assessment. Following this if an MHA assessment is required: 

· MHA Assessment 9-5pm Monday-Friday:

                      Prior to calling an MHA assessment, the young person’s case should

                      be discussed with a CAMHS Consultant Psychiatrist. However, if,

                      for whatever reason, this is not possible immediately, the clinician 

                      should discuss with colleagues and agree an appropriate course of

                      action. If an MHA assessment is required, contact the AMPH Service

                      hub on: 

                                                                    8am to 8pm 01522 550411 

                                                                    8pm -8am (out of hours) 01522 782333 



They will ask for relevant clinical information and may advise on an alternative course of action or may agree that an MHA assessment is required. If they do not believe an MHA is required, they should give a rationale as to why and advise on alternatives, which should be clearly documented in the clinical record. If the AMPH agrees to conduct the assessment they are required to coordinate it and establish the appropriate medical staff required to undertake the assessment. 

· It is good practice to ensure a CAMHS Consultant Psychiatrist is present at an MHA assessment for assessment of an under 18-year-old. It would therefore be prudent to ensure the relevant CAMHS Consultant Psychiatrist is aware they will be required to attend an assessment.

· Local arrangements should, as far as possible, ensure that assessments are carried out by the most appropriate AMHP and doctors in the circumstances. 

· Where a patient is known to belong to a group for which a particular expertise is desirable (eg they are aged under 18 or have a learning disability), at least one of the professionals involved in their assessment should have expertise in working with people from that group, wherever possible. 

· If this is not possible, at least one of the professionals involved in the person’s assessment should consult with one or more professionals who do have relevant expertise at the earliest opportunity and involve them as closely as the circumstances of the case allow.

· Section 136:

For Section 136 (police power to arrest under the MHA anywhere other than their dwelling) the child or young person will be taken to the S136 health base Place of Safety suite at PHC, Lincoln or Pilgrim or County A&E Place of Safety if the suite is occupied. Prior to the police detaining the young person on a S136 they must, whenever possible, consult with a professional to discuss alternatives to S136. This may include phone triage, face to face assessment at A&E or home/office if in hours or contact with social services if known and follow up. The young person will never be taken to the police station on a S136 and can only be held on this section for up to 24 hours. This time starts once they enter the suite or A&E Health based Place of Safety and after this time must be detained and a hospital bed found or discharged home with the appropriate support. If detained on a S136 the staff working at the suite will contact the duty AMPH who will arrange the appropriate professionals to attend for the assessment, this includes if they are taken to A&E place of safety on a S136.  The MH liaison worker will be available to discuss alternatives to admission on the phone and offer support and guidance as required. This includes discussing a joint plan for discharge at the point when discharge is imminent or to assist with the admission to hospital. 

17.5       A CYP cannot be detained to an A&E department, if they are a risk to

             themselves or others and leave the department it is A&E responsibility to

            phone the police to support with finding them and keeping them safe, this

            may result in a S136 detention if in a public place. 

17.6    A CYP can be detained to a hospital ward if on ULHT and they attempt to

          leave and present as a risk to themselves or others. Capacity should always

          be considered by the ward and they should be supported by the MH liaison

          worker and educated on how to do this if unsure. MHA rights are not read to

          the CYP by the AMHP, this should be done by someone who understands

          them and has access and a relationship with the CYP.       

                                       

 18.0 	Tier 4 Admissions

 18.1	Whilst it is in the patient’s best interest that CAMHS reduce both the number of young people admitted to the inpatient unit, as well as the length of admission, there will be occasions where it is clinically appropriate for young people to be admitted. These are:

· Young people who are detained/to be detained under the MHA OR

· Young people with a confirmed or working psychiatric diagnosis who have undertaken an episode of self-harm where without medical intervention would have resulted in probable loss of life, and where no community safety plan can be established that would stop a repeat of a similar event

· Young people with a confirmed or working psychiatric diagnosis who have planned intent to carry out an act that they believe would result in loss of life and the means to carry out the associate act, where no community safety plan can be established to mitigate against this plan

· Where pharmaceutical intervention is required that cannot be safely conducted in the community

· Young people with an eating disorder where treatment cannot be provided or managed safely in the community and require either GAU or specialist ED inpatient care e.g. rapid/significant weight loss/low BMI psychiatric risk, poor engagement

18.2	All young people admitted to Tier 4 who were previously known to the service should be offered an enhanced treatment plan as an alternative, prior to admission becoming necessary. 

18.3	All Tier 4 placements should be a last resort and in the least restrictive environment. The placement should be as close to the family home as possible. 

18.4	It is essential that the rationale for Tier 4 admission is clear and that the goals of admission are clearly stated. 

18.5	If a young person is thought to require inpatient admission, the referring clinician will complete the in-patient referral form (Form 1) and liaise directly with CCETT. The referral is then Access Assessed within 4 hours on RIO by the CCETT and NHSE case manager informed. MH liaison will seek support from CCETT if they require an inpatient admission the same as any other referring team- they may need to prioritise a ULHT assessment above bed searching. 

18.6     CCETT will support the referring clinician to search for an out of county Tier 4 bed, this involves sending the form 1 to all inpatient wards in the collaborative and to other hospital wards outside of this if there is no bed availability within our region. 

18.7    A young person with LD and or autism who is at risk of admission should have a CETR prior to admission (if not detained under the MHA- in which case this will be a LEAP). In hours CCETT will link in with the transforming care team lead and ICB (Integrated care board) to arrange. If out of hours a CETR/LAEP will be requested by CCETT in conjunction with the EDT (Emergency Duty Team. The number to phone for the duty worker in hours is 01522 550411. In exceptional cases where risk is so great or young person is detained under the Mental Health Act they could be admitted to psychiatric in-patient and a CETR arranged following this.

18.8    If a CYP over the age of 16 years requires an inpatient admission and there are no available beds, consideration is to be given to risk and availability of adult inpatient beds within LPFT if appropriate.   

18.9    CCETT remains part of the provider collaborative for inpatient care and will attend the Clinical activity panel meetings each week, this has a rota which the MDT volunteer to attend for Lincolnshire. (Mon, Wed, Fri). If there are blockers to getting an inpatient bed these can be escalated within the collaborative to a Clinical escalation group (CEG) meeting – which is to requested via the service manager and head of service. These are held on a Thursday each week at 4pm, as required. 

18.10	Following admission to the inpatient unit, CCETT will continue to offer repatriation support and allocate a MDT link worker, and work towards an early discharge. They will make contact with the unit within 72hours of admission and will attend the weekly MDT reviews and CPAs to facilitate early discharge. Repatriation leads in the CCETT will work in partnership with the young person’s Care Coordinator and develop a joint care plan that can be implemented on discharge.

18.11	If the CCETT are required to arrange transport to a Tier 4 inpatient bed, contact should be made with SPA or organise transport via Secure Care UK. All young people detained under the MHA, or those who are at significant risk to self or others, should be transported by secure transport. Information on what level of staffing is required should be given to the secure transport service. If staff are unsure what is available, they should seek advice from the transport service. 

18.12	Alternatively the local ambulance service may be more appropriate if the young person does not require secure transport. 

18.13    Where risk or presentation does NOT indicate otherwise, young people can be transported to hospital by friends / family / carers. 

(See Appendix 23 CYP admission guidance) (See Appendix 24 for transport guidance) (See Appendix 25 for access assessment protocol) (See Appendix 26 for admission flow chart)



19.0     Team meetings

19.1	Team meetings will be held weekly in the North and South on a Monday morning to review the caseload. (including MH liaison cases) The team meetings should be attended by all available staff, including CCETT, MDT and MH liaison workers, and visits arranged for the afternoon whenever this is suitable for the young person. Any discussions held within the caseload review will be recorded in the relevant clinical records on Rio and diary system.

19.2  A caseload spreadsheet is held by both teams to monitor compliance with documentation and treatment plans. This will be updated weekly in the team meeting. This acts as part of our records audit to ensure documentation is up to date and relevant to the CYP. Quality of these records will be monitored by the clinical leads and team co-ordinators in supervision.  

19.3   The shift co-ordinator will chair the weekly caseload meetings on a Monday and allocate staff to update RIO, the diary and caseload sheet. They will also delegate for a staff member to answer the team mobile during the meeting, messages will be taken for all non-urgent calls. 

19.3   Business meetings for staff updates will be held once a month on Microsoft teams and minutes taken by the administrative staff and shared with the team. 

19.4    MH liaison workers will join the CCETT business meeting and have their own team meetings bi-monthly. 

19.5 Service line meetings are held monthly to discuss operational and governance/quality service issues. 

19.6    Weekly MDT meetings are held on a Monday to offer support to each other. 



20.0     Shift co-ordination

20.1	For every shift there will be a shift coordinator who is responsible for ensuring the tasks within the diary are allocated and performed. The shift coordinator will be identified prior to starting the shift within the diary system. They will be made aware of any emergency referrals by the admin staff accessing any new referrals overnight and receive a handover from the on-call worker for previous contact/assessments. The shift coordinator will ensure the team mobile is switched on and carried at all times, and that the diary is completed with staff and patients’ name’s so they know the whereabouts of their team members. 

20.2    The shift co-ordinator will be aware of the teams whereabouts, who is in the office, working from home or on visits throughout the day. They will allocate tasks out throughout the day as referrals come in. 

20.3  MH liaison worker will ensure the shift co-ordinator is aware of their whereabouts and any new referrals coming in via ULHT/Police.  

(See Appendix 27 for mobile phone protocol) (See Appendix 28 for shift coordinator role)



21.0	Working hours and staffing

21.1	Day shifts are 7 days per week and commence at 8.45am and finish at 19.00pm. Night shifts will be covered by the MH liaison team who will work between 19.30-7.30am each night. Handovers will be done via team’s chat to update between day and night shifts. 

21.2    Adult MH liaison team will take any messages/referrals during the times

           there are no CAMHS staff. (19.00-19.30, 7.30am-8.45am) 

21.3	There should be a minimum of two registered staff on during CCETT day shifts to ensure cover for late absence. If there isn’t support will be offered by team co, clinical leads and other CCETT team. Shifts are allocated via the e-roster system and it is the responsibility of the CCETT staff to check the off duty when the roster becomes available. There will be a minimum of 1 MH liaison worker on duty each day and night shift, who will base themselves within the CCETT teams in the North and south of the county, depending on their location. If there is no MH liaison worker due to absence this will be covered by CCETT on an On call at night and the shift co in the day time. 

21.4	If staff wish to swap shifts following the rota becoming available but they had not previously agreed leave with management, this can be done but it is the responsibility of the individual wishing to swap to ensure cover is arranged, and the swap is recorded on the e-roster via the manager. 

21.5	It is the responsibility of the clinician to make requests for specific shifts via the e-roster up to a maximum of 4 requests per 4-week roster. These will be honoured where capacity allows.  Requests for annual leave should be made through the e-roster system. 

21.6     MH liaison workers will sit within the MH liaison rota which will be managed by CCETT team co-ordinators. CCETT and MH liaison may choose to work within each other’s teams to get a variety of experience on day and nights shifts, with different roles- although this is not mandatory.

21.7    MH liaison absence will be covered by CCETT during day hours, if we cannot cover a night shift then we will look to cover emergency and urgent referrals from the hospitals with an on-call worker. 



22.0	Safeguarding

22.1	All Lincolnshire Partnership Foundation Trust (LPFT) and Local Safeguarding Children Board (LSCB) policies and procedures in relation to safeguarding vulnerable groups must be adhered to at all times by the CCETT staff. 

22.2    All staff will ensure their mandatory safeguarding training is up to date, if they have difficulty accessing this training it is their responsibility to escalate to their line manager.



23.0	Service User Participation

23.1	The CCETT will be part of the wider LPFT and CAMHS participation agenda. The team will actively seek ways of allowing young people to:

· Give feedback on and improve communication from the CAMHS service to the community.

· Give feedback and improve on how the service engages with young people.

· Ensure CAMHS works to reduce stigma in accessing services.

· Participate in training of CAMHS staff and other agencies.

· Have an active role in staff recruitment.

· Advise on current and future service delivery and development.

· Have links with the Service Managers and CAMHS Commissioners.

· CCETT will involve the CAMHS peer support workers in CYP care and treatment when they feel this will have a positive impact on their care episode and engagement

23.2      Staff will offer CYP, PC and families utilising, our services have the

            opportunity to feedback on their experiences by using the Experience 

            Service questionnaires, (ESQ) and Friends and family test. These will be 

            reviewed in each business meeting and ‘You said we did’ approach taken

             to improve our services. 

23.3    If a CYP or family member wants to complain about the service they have

           received they are to be offered time to talk their concerns over with a staff

           member or manager. Following this is they wish to formally complain they are

           to be directed to the trust PALs team. All PALS and complaints are DATIX    

           and reported on. Complaints are responded to within trust time frames

           depending on the level and complexity of the complaint. 



24.0    Discharge planning, Repatriation and Transition

24.1    Discharge planning and repatriation should begin at admission jointly with

           the in-patient unit in accordance with the clinical presentation of the young

           person and their support network including families and other agencies

           involved. CCETT link workers will have contacted the ward within 72 hours of

          admission to introduce themselves. 

24.2    Upon discharge the young person’s risk assessment should be up to date

           according to their current risk. 

24.3   On discharge from Tier 4 service young people will be added to the enhanced

         caseload and offered a package of enhanced treatment to support  

         rehabilitation and prevent relapse for up to a month following discharge. This 

         could be reduced or increased as necessary in line with the clinical risk, with 

         the goal being to fully transition care to their lead professional. 

24.4    The CCETT joint with the care coordinator will inform all agencies involved of

           any planned discharge. This may be in the form of phone, letter or email.  

24.5	If a young person is transferred to another team within CAMHS following CCETT intervention a period of brief joint working should be offered to the young person to handover the care and familiarise the young person with their new CAMHS worker. The length of this joint work and transition will be made on an individual basis and some young people may opt out of joint sessions. 

24.6	If a young person is being transitioned to Adult Mental Health Services this should be done in compliance with the joint CAMHS/AMHS protocol and begin at 17.5 years old or when deemed appropriate. If a young person is being transitioned out of CAMHS this should be done in accordance with the principles of safe and effective discharge planning in accordance with LPFT policy.

24.7	When a young person is referred over the aged of 17.5, a transition tracker will pop up on Rio to ask whether transition is being considered.  If CCETT are the only team working with the young person at that time, then the tracker should be completed by a member of the team.

24.8    When a young person over 18 years old is still open to Core CAMHS and in need of Crisis support, it can be provided by either CAMHS CETT or Adult Crisis Team depending on the needs of young person. If they are open to CAMHS CCETT, need to consider a Crisis transition process in anticipation of on-going need. Where there is a risk of admission Adult Crisis need to lead on this with consultation with CCETT. During CCETT working hours best practice would be to consider a joint appointment to initiate a handover of care. Out of hours, CCETT practitioners would not be expected to do a face-to-face contact but could be contacted for information and advice. 

24.9     Following discharge from an in-patient unit a young person should be offered a 24 hour follow up from CCETT or their lead professional. 

See Appendix 29 for CAMHS-AMS protocol

25.0    Early intervention in psychosis team

25.1	Where young people are presenting with a psychotic condition or a suspected psychotic condition, liaison with the Early Intervention Team (EIP) should be made at the earliest opportunity, in accordance with the EIP pathway.



26.0     Engagement

26.1	Young people will be given a choice as to where they are seen but, where possible, the C&HTS will provide home treatment as this will allow clinicians to see a wider aspect of the young person’s life which will contribute to any assessment and therefore may inform formulation and intervention.

26.2	The C&HTS will make active efforts to engage with young people due to working with the highest risk group. This may mean that for a period of engagement work undertaken is non-specific in its therapeutic approach and focuses more on the building of a therapeutic relationship. Following this being established more specific therapeutic work can commence. Some cases may therefore go over the targeted 4-6 weeks. This should be discussed in team meeting and agreed collectively by the team if it is appropriate for the length of C&HTS intervention to be extended, with a rationale as to what is trying to be achieved, how it is going to be achieved and timescales for review. 

26.3  CYP can be offered a range of interventions to suit their needs and preferences, these include by means of virtual, phone, text support or face to face appointments. Some may not be offered if the risk is too high and face to face is required to support engagement and risk assessment. 



27.0     Outcome Measures

27.1	All LPFT CAMHS services are required to collect outcomes via the Outcome Rating Scale (ORS) to be recorded directly on Rio. This will be offered to all young people at all appointments unless considered detrimental to their wellbeing and clinicians will be expected to have an appropriate rationale as to why this is the case. As a minimum outcome measures should be gathered at the beginning, middle and end of treatment to show any improvement or deterioration in their presentation. These scores should be added to RIO. 

27.2    We collate compliments and feedback from young people, families and other

         agencies throughout treatment. Upon discharge we ask for ESQ feedback

         and expressions of satisfaction from people using our services. These will be

         gathered and fed back using a ‘You said, we did’ format. 



28.0 Untoward incidents

28.1    CYP open to the service will need to have a DATIX reported if we are made

           aware of anything untoward or a near miss, such as: (list not exhaustive of all

           possibilities)

· All overdoses (even if they don’t seek medical attention) If ULHT ring to report an alleged overdose staff to ask questions and record about- Whether the blood results confirmed the alleged overdose, the level of harm to patient and physical presentation/symptoms- Staff need the above information to indicate intent and understand degree of harm and severity. 

· Self harm (if signifant and requires medical attention) 

· New presentation of risk to self (no history of self harm but known to team and takes an OD) 

· Incidents involving the police (threats of harm etc)

· Absconsion from a medical ward

· CYP requiring restraint for NG feeding

· Safeguarding allegations



28.1  No staff or patient name to be entered in intial boxes, enter these on       separate tab when asked to enter affected persons. Complete the DATIX when you are made aware of an incident or near miss and have the full facts to report on. 

28.2  Where possible discuss incidents with line mgr prior to DATIX or email to alert them to it. 

28.3 Incidents where ‘moderate harm’ to the person is recorded will trigger an automatic review to go to a serious incident or desktop review.  Staff need to ensure this is recorded accurately.  

28.4 When a serious incident has occurred, staff are to notify their line manager, or out of hours the on-call manager immediately. Consider the duty of candour, offer support to the CYP/Family/carer, offer condolence and be open and honest. 



(See Appendix 30 DATIX guidance)
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Out of Area Treatments Panel for Children and Young People 

Terms of Reference 



		

1. Background



The NHS exists to serve the needs of all its patients, but also has a statutory duty financially to break even (National Health Service Act 2012). Clinical Commissioning Groups (CCG’S) have a responsibility to uphold the pledges of the NHS constitution, to provide health benefit for the whole population, and to commission appropriate care to meet the clinical needs of individual patients. The CCGs receive a fixed budget from central Government with which to commission the healthcare required by its population. Commissioned services include those provided through primary, secondary, and tertiary care NHS providers, the independent sector, voluntary agencies, and independent NHS contractors in house service providers. The commissioning process, by its very nature, focuses on cohorts of patients with the more common clinical conditions. It cannot meet every healthcare need of all patients in any one clinical group; or address the specific needs of patients with less common clinical conditions. The fact that the CCG is not meeting a healthcare need due to resource constraints is an inevitable fact of life in the NHS and not indicate that the CCG is breaching its statutory obligations. 



The CCG is required to have a process for funding consideration for individuals who seek NHS commissioned services outside established commissioning policies. The CCG is anticipated to transfer to an Integrated Care Board (ICB) on 01st July 2022. From this point on the CCG will be referred to as the ICB in this document.



At present the Out of Area Treatment (OATS) Panel allocates resources where commissioning in an already existing service is not in place or where identified gaps in commissioning are identified. Currently individual Children and Young People’s (CYP) cases are presented to the existing panel for funding consideration. There has been an increasing number of CYP cases presented to the existing panel which are due to an unmet need or an uncommissioned need. The existing panel can signpost CYP cases to services where it is suitable. However, the current panel agrees that it would be more appropriate for CYP cases to be presented to a bespoke CYP OAT’s panel comprising of professionals with a CYP background. 









		

2. Vision



The CYP Out of Area Treatment Panel’s vision for the local area is for children and young people to be safe, happy and healthy, to have a good quality of life and opportunities to achieve their aspirations, to develop their independence and make a positive contribution to society.



The CYP OATS Panel will contribute by ensuring that CYP cases presented to Panel will be reviewed in an appropriate timeframe and consider what health interventions are known to have the best outcomes for the circumstances of the child who has been assessed as being in need. 









		

3. Purpose of the Panel 



The CYP OATs Panel will consider individual requests for funding where a service, intervention or treatment falls outside existing service agreements. It is anticipated that the requests will be submitted due to an unmet need or due to an uncommissioned service. The Panel will also oversee and monitor the type and nature of the requests with a view to identifying themes and making recommendations for planning to address those service gaps in Lincolnshire. 









		

4. Responsibilities of the Panel 



The CPY OAT’s Panel will secure a high standard of treatments or placements for CYP whose applications for funding are being considered by paying particular attention to:

· Careful and collective consideration of cases 

· Accessing expertise, knowledge, and experience to source appropriate placements

· Ensuring a high quality and standard of placements utilising previous knowledge related to a specific placement (Quality, outcomes, patient satisfaction and assurance), in accordance with CQC guidelines and governance accredited tools and outcomes. 

· To share expertise and knowledge with a range of professionals 

· To develop integrated care pathways for patients and to facilitate collaborative interaction between practitioners, clinicians and specialists throughout both Health and Social Care.

· To consider financial and cost-effective measures when placing patients out of area or within specialist care provision

· Identify those themes and make recommendations for planning to meet those service gaps in Lincolnshire 









		

5. Functions of the Panel 



The CYP OAT’s Panel will collectively oversee and consider individual funding application requests for out of area treatment funding paying particular attention to: 

· Collective discussion and decision making relating to CYP cases based upon unmet need or uncommissioned need. 

· Sourcing a provider if clinically appropriate and commission a package of care. 

· Identifying themes of applications. 

· Utilising information acquired via assessing themes/trends in applications, make recommendations for planning to address those service gaps in Lincolnshire.









		

6. Membership of the Panel 



The CYP OATS Panel will be chaired by one of Lincolnshire ICB’s Operational Commissioning Team or Head of Commissioning (LICB). If unable to attend a nominated deputy will chair the meeting. Other members will be admitted to the group subject to approval by the chair. In instances where members are unable to attend a meeting, they will send a suitable representative who will be able to make decisions on their behalf.



The panel will be supported by representation from:

· Designated Clinical Officer for CYP with (SEND LICB) 

· Children Services SEN Manager (Lincolnshire County Council) 

· CAMHS Mental Health Practitioner (LPFT) 

· Representative from Therapies (LCHS) 

· Community Paediatric Consultant Representative (ULHT) 

· Administrator (LICB) 









		

7. Panel Quoracy 



The panel shall be deemed quorate if the following are present:

· Chair or Deputy Chair (Head of Operational Commissioning Team or Operational Commissioning Manager) 

· 4 named members of the group, which must include two representatives from both ICB and LPFT (Service Managers) 

· Administration Support 









		

8. Declaration of Interests



All members of the panel are responsible for declaration of interests at the beginning of each meeting.









		

9. Administration 



The CYP OOAT’s Panel agree that: 

· The agenda for each meeting will be circulated / uploaded to the O drive 4 days in advance of the meeting. 

· The minutes for each meeting will be circulated / uploaded to the O drive 4 days after panel. 

· All actions will be uploaded to the O drive on the day of panel if possible and if not on the next working day. 

· All outcome letters are to be sent out within 5 working days of the panel. 

· To develop systems, processes and working relationships to ensure quality monitoring is robust, shared where appropriate and consistent, and avoids where possible duplication of work. 









		

10. Minutes and agreed actions: 



The CYP OAT’s panel agree that: 

· Agreed actions and a brief summary of the meeting will be undertaken at each meeting on the appropriate spreadsheet and agreed on the day

· The minutes will capture a brief summary of the discussion but will detail agreed action, who is responsible for the agreed action and when by. 









		

11. Accountability 



The CYP OAT’s panel is responsible to the following authorities: 

· NHS Lincolnshire ICB 

· Lincolnshire Partnership Foundation Trust

· Lincolnshire County Council

· LCHS

· ULHT









		

12. Governance Arrangements 



Each organisation will be responsible for key quality and safety issues, actions and progress through their respective governance structures. 



· All members of the panel are responsible for providing feedback to relevant parties, using the most appropriate communication processes. 

· All members of the panel are expected to contribute to the agenda and fully engage in meetings 

· All members of the panel are expected to share training experiences for shared learning 

· To ensure Mental Capacity Act / Deprivation of Liberty Safeguards (DoL’S) are promoted and assurance is gained on how the principles are embedded into practice. Liberty Protection Safeguards (LPS) are planned to replace DoL’S in 2022. 









		

13. Conduct 



Members of the panel should always remain professional and act in accordance with individual professional bodies Codes of practice and Terms and Conditions of employment.











		

14. Review Arrangements 



Terms of Reference and contents within, such as the chair, membership and reporting arrangements for the CYP OAT’s panel will be reviewed after the first 3 months of inception and annually thereafter. 
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Section 117 aftercare Quality Assurance Group for Children and Young People 

Terms of Reference 



		

1. Background

Section 117 of the Mental Health Act 1983 (as amended 2007) imposes a free-standing duty, jointly on Lincolnshire NHS Integrated Care Board (LICB, ICB) and Lincolnshire County Council (LCC), to provide or arrange (commission) for the provision of aftercare to certain eligible patients. This duty arises once the individual ceases to be detained and then leaves hospital whether or not the individual leaves hospital immediately after they have ceased to be detained. The duty to provide this service applies until such time as the LICB and the LCC are satisfied that the person concerned is no longer in need of such services. This duty also applies where an individual has Section 17 leave and requires support whilst on that leave (this does not apply if the hospital is supporting the individual on Section 17 leave for example a hospital or shopping visit).



The Purpose of Section 117 aftercare

Section 117 aftercare services are services which have both of the following purposes:

· meeting a need arising from or related to the patient’s mental disorder and

· reducing the risk of a deterioration of the patient’s mental condition (and, accordingly, reducing the risk of the patient requiring admission to a hospital again for treatment for mental disorder)



Services commissioned

Commissioned services include those provided through primary, secondary, and tertiary care NHS providers, the independent sector, voluntary agencies, and independent NHS contractors in house service providers. 



Empowerment and involvement of CYP and their family

Children and Young People (CYP) should be enabled to exercise choice and control when developing a personalised care and support plan that details their aftercare arrangements. Services should work with individuals and their chosen carers to inform care plans and discharge planning, including undertaking risk assessments, prepare and support individuals to co-produce personalised care plans taking account of their need to sometimes take positive risks and build opportunities for independent living. Access to Section 117 information should be promoted across a variety of communication formats (for example ‘easy read’) and people should be supported to understand their entitlement to Section 117 aftercare while they remain subject to the Act.

Services should ensure that people and their chosen carers (including those with parental responsibility for children and young people) are the centre of discharge planning and are actively involved throughout the process, with appropriate input from relevant professionals and services involved in their ongoing care









		

2. Vision



The CYP Section 117 aftercare Quality Assurance Group for Children and Young People vision for the local area is for children and young people to be safe, happy, and healthy, and to have a good quality of life, as well as opportunities to achieve their aspirations, to develop their independence and make a positive contribution to society.



This vision can be achieved through robust processes of early identification, follow up planning for a safe discharge, and reviewing post discharge, clear and appropriate positive communications with the individual CYP and their Parent/Guardian/Carer, and across the agencies and groups involved. 











		

3. Role and Scope of the CYP Section 117 aftercare Quality Assurance Group



The CYP Section 117 aftercare Quality Assurance Group will discuss at their monthly meeting:

· Ensuring the individual and appropriate family or Guardians involvement and consent for CYP eligible individuals.

· To promote integrated care pathways for CYP and to facilitate collaborative interaction between practitioners, clinicians and specialists including family or Guardians throughout both Health and Social Care.

· Each CYP who is at risk of admission.

· Each CYP who is currently in hospital on an eligible mental health act section, and their progress towards discharge ensuring any identified Section 117 aftercare needs are in place to ensure a safe discharge. 

· Each CYP who is eligible for Section 117 aftercare.

· Ensuring that all identified aftercare needs are met prior to discharge for a safe discharge.

· Reviewing the quality-of-service delivery at the point of discharge and reviews.

· Receiving review documentation for all CYP Section 117 reviews.

· Ratifying review recommendations to end statutory commissioned services supporting identified Section 117 aftercare needs. 

· Ratifying review recommendations to end funded entitlements.

· Ratifying review recommendations to end Section 117 eligibility.

· Ensuring that CYP are identified for transition to adult services at age 16 years.

· Individuals attaining the age of 16 or older in preparing for their transfer to adult services, ensuring that appropriate referrals are made.

· Ensuring that a referral has been made to the adult services informing of the CYP’s eligibility for Section 117 aftercare where there is no statutory of funded service to the CYP. 

· [bookmark: _Hlk187759570]Where a high-cost package of care is required and the CYP will be transitioning into adult services, a representative from Adult Social Care and from the Integrated Care Board must be consulted.

· Where appropriate offer advice to Practitioners. 

· Identify and make recommendations for local and strategic planning to meet identified service gaps in Lincolnshire or escalate to appropriate groups for action/decision making. 

· To share learning across the relevant organisations in Lincolnshire and external to Lincolnshire where there is involvement.

· Identify the Section 117 aftercare training and general discharge needs across the Lincolnshire CYP directorates and take appropriate action to meet the identified needs.



The panel members will have extensive skills, knowledge, experience or have high level management authorisation around the decision making and funding in respect of Section 117 aftercare for CYP. 



There may however be occasions where due to the complexity of the cases being presented that this will require a further enhanced skilled response. In such circumstances the ICB/LCC /LPFT may invite clinical experts from time to time who have extensive skills, knowledge and experience relating to the nature of the request, enabling them to provide their expert views around the CYP needs.      











		

4. Functions of the CYP Section 117 aftercare Quality Assurance Group



The CYP Section 117 aftercare group will provide a joint agency coordination role to the practitioners for individual CYP who are to be or are eligible for Section 117 aftercare and any subsequent agreement on funding required relating to Section 117 aftercare. The discharge planning process must ensure a safe discharge for all individuals and where there are statutory and funded services involved these are in place prior to discharge and reviewed within the identified timeframes.  



[bookmark: _Hlk187759677]The NHS exists to serve the needs of all its patients, but also has a statutory duty financially to break even (National Health Service Act 2012). Integrated Care Boards (ICB) receive a fixed budget from Central Government with which to commission healthcare for their whole population to commission appropriate care to meet the clinical needs of individual patients.



Each Local Government Finance Settlement allocates every local authority in England a level of core spending power. This is a government estimate of the total amount of money that local authorities have available to them for making decisions, taking into account their income from council tax, fees and business rates.



One of the functions of the Section 117 aftercare Quality Assurance Group is it ensure that both the responsible commissioning agencies allocate their spending appropriately in ensuring a quality of service to individuals within the amount of money allocated.







		

5. Membership of the CYP Section 117 Aftercare Quality Assurance Group 



The Section 117 aftercare Quality Assurance Group will be chaired by one of Lincolnshire ICB’s MHLDA Commissioning Team or Chief Commissioning Manager (LICB). If unable to attend the deputy Senior commissioning manager will chair the meeting, LCC heads of service will support. Other members will be admitted to the group subject to approval by the chair. In instances where members are unable to attend a meeting, they will send a suitable representative who will be able to make decisions on their behalf.



The panel will be supported by representation from:

· Designated Clinical Officer for CYP with (SEND LICB) 

· Children Services SEN Manager (Lincolnshire County Council) 

· CAMHS Mental Health Practitioner (LPFT) 

· Representative from Therapies (LCHS)

· Community Paediatric Consultant Representative (ULHT) 

· Administrator (LICB) 

· LCC Heads of service

· Head of Section 75 Social Care (LPFT) 









		

6. CYP Section 117 Aftercare Quality Assurance Group Quoracy 



The Section 117 aftercare Quality Assurance Group shall be deemed quorate if the following are present:

· Chair or Deputy Chair (Chief Commissioning Manager or Senior Commissioning Manager) 

· 6 named members of the group, which must include two representatives from the ICB, LCC and LPFT (Service Managers) 

· Administration Support 









		

7. Declaration of Interests



All members of the CYP Section 117 Aftercare Quality Assurance Group are responsible for declaration of interests at the beginning of each meeting.









		

8. Administration 



The CYP Section 117 aftercare Quality Assurance Group agree that: 

· The agenda for each meeting will be circulated / uploaded to the L drive 4 days in advance of the meeting. 

· The minutes for each meeting will be circulated / uploaded to the L drive 4 days after panel. 

· All actions will be uploaded to the L drive on the day of panel if possible and if not on the next working day. 

· All letters are to be sent out within 7 working days of the panel. 

· To develop systems, processes and working relationships to ensure quality monitoring is robust, shared where appropriate and consistent, and avoids where possible duplication of work. 

Administrator and Practitioner process information

· Urgent decisions that are required must be escalated via an extraordinary meeting of the CYP Section 117 aftercare Quality Assurance Group or escalated via an electronic panel process with a decision expected within 6 working hours. Members of the CYP Section 117 aftercare Quality Assurance Group will be the escalation point for the urgent case and prioritise to ensure a response within the six-hour time scale.   

· For all requests for Section 117 aftercare services to be funded the following information will be required as a minimum: Assessments from LCC,  and at least one from either LPFT or ICB, and where applicable other service providers, and a completed risk assessment(s), other information in the form of information/letters, risk assessments that appertain to the individuals needs.    

· A comprehensive care package is required by the CYP Section 117 aftercare Quality Assurance Group to include funding information, potential and selected providers where independent services are being commissioned.

· Where statutory services are involved this must be recorded with details of who, what and how often.

· Crisis plans and parental absence plans must be included.

· The information received by the ICB for consideration by the CYP Section 117 aftercare Quality Assurance Group will be triaged by the receiving administrator to ensure there is sufficient information as described for the panel to consider.

· When a referral is received by the ICB for a request to The CYP Section 117 aftercare Quality Assurance Group for funding this will be immediately passed to the Duty manager for  triage and action. The duty manager will assess as to what stage the referral is, if there is appropriate information to progress to the CYP Section 117 aftercare Quality Assurance Group for consideration, or if additional information is required this will be requested as long as this is not an urgent request for funding, or a request for an ICB Case Manager allocation.  

· Where an entitlement or eligibility is to be ended, there must be details of the individual’s comments and any parent /guardian comment.                                                                                                                                             











		

9. Minutes and agreed actions: 



The CYP Section 117 aftercare Quality Assurance Group agree that: 

· Agreed actions and a summary of the meeting will be undertaken at each meeting on the appropriate spreadsheet and agreed on the day.

· The CYP Section 117 aftercare Quality Assurance Group meetings will be recorded to support minute taking and agreed actions unless anyone expresses prior objection. 

· The minutes of the discussion will detail any agreed actions and who is responsible for the agreed actions and when by. 









		

10. Accountability 



The CYP Section 117 aftercare Quality Assurance Group hold joint responsibility in terms of decision making in respect of Section 117 aftercare for CYP. Each funding decision will be based on the CYPs identified Section 117 aftercare needs, or signposting to already commissioned services. The following organisations will either be involved in the decision making or be accountable for funding.



· Lincolnshire Partnership Foundation Trust

· Lincolnshire ICB 

· Lincolnshire County Council

· LCHS

· ULHT









		



13. Governance Arrangements  



Each organisation will be responsible for key quality and safety issues, actions, and progress through their respective governance structures. 



· All members of the panel are responsible for providing feedback to relevant parties, using the most appropriate communication processes. 

· All members of the panel are expected to contribute to the agenda and fully engage in meetings. 

· All members of the panel are expected to share training experiences for shared learning. 

· All members should demonstrate transparency, openness and a duty of candour and also disclose any conflicts of interest associated with the cases being presented. 

· An awareness that there are standing financial instructions for the ICB which follows a line management structure for approval for certain amounts of funding.









		

14. Conduct 



Members of the panel should always remain professional and act in accordance with individual professional bodies Codes of practice and Terms and Conditions of employment.









		

15. Review Arrangements 



Terms of Reference and contents within, such as the chair, membership and reporting arrangements for The Section 117 aftercare Quality Assurance Group, will be reviewed on an annual basis. The next expected review is to take place in June  2026.









		16. Link to the Health and Social Care ‘Discharge from mental health in-patient settings.

https://www.gov.uk/government/publications/discharge-from-mental-health-inpatient-settings/discharge-from-mental-health-inpatient-settings









This document covers a range of discharge settings, there is a specific section covering Section 117 aftercare, is detailed for discharge planning to assist Practitioners and groups involved with discharge processes.  







First draft 7.01.2025

Draft prepared by N Chadwick Section 117 aftercare Lead.
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Statutory Guidance


Discharge from mental health inpatient settings


Published 26 January 2024


Applies to England 





Executive summary


It is vital that organisations across the health system work together to ensure effective discharge planning and the best outcomes for people who are discharged from hospital, and that people and their chosen carers are fully involved in the process. This guidance gives organisations across the health and care system greater clarity about what the ‘duties to cooperate’ (under sections 72 and 82 of the NHS Act 2006) mean in practice in the context of discharge from all mental health and learning disability and autism inpatient settings for children, young people and adults. It aims to share best practice in relation to how NHS bodies and local authorities can work closely together to support the discharge process and ensure the right support in the community. It provides clarity in relation to responsibilities in the discharge process, including funding responsibilities. In addition, the guidance incorporates best practice in relation to patient and carer involvement in discharge planning.


The section ‘Principles for how NHS bodies and local authorities should work together’ sets out key principles for how NHS Bodies (including NHS trusts, NHS foundation trusts and integrated care boards (ICBs)) and local authorities should work together for effective discharge planning from all mental health inpatient services:


· principle 1: individuals should be regarded as partners in their own care throughout the discharge process and their choice and autonomy should be respected


· principle 2: chosen carers should be involved in the discharge process as early as possible


· principle 3: discharge planning should start on admission or before, and should take place throughout the time the person is in hospital


· principle 4: health and local authority social care partners should support people to be discharged in a timely and safe way as soon as they are clinically ready to leave hospital


· principle 5: there should be ongoing communication between hospital teams and community services involved in onward care during the admission and post-discharge


· principle 6: information should be shared effectively across relevant health and care teams and organisations across the system to support the best outcomes for the person


· principle 7: local areas should build an infrastructure that supports safe and timely discharge, ensuring the right individualised support can be provided post-discharge


· principle 8: funding mechanisms for discharge should be agreed to achieve the best outcomes for people and their chosen carers and should align with existing statutory duties


In the section ‘Specific guidance for particular people in hospital’ there is guidance for groups of people including:


· children and young people


· people with a learning disability and autistic people


· a person with dementia


· people admitted to forensic inpatient settings


· people experiencing, or at risk of, homelessness


· people with co-occurring mental health and drug and/or alcohol conditions


· a person with no recourse to public funds


The final section of the guidance sets out roles and responsibilities of organisations in the discharge process, including commissioners of services, NHS trusts and local authorities. In the annex, there is additional statutory guidance on how budgets and responsibilities should be shared to pay for section 117 aftercare (Mental Health Act 1983).


About this guidance


This guidance is intended for NHS bodies in England including NHS England, special health authorities, NHS trusts, NHS foundation trusts and ICBs, as well as local authorities in England. These organisations will henceforth be referred to as NHS bodies and local authorities.





Section 82 of the National Health Service Act 2006


Section 82 of the National Health Service Act 2006 (‘the NHS Act 2006’) requires NHS bodies (on the one hand) and local authorities (on the other) to co-operate with one another in order to secure and advance the health and welfare of the people of England and Wales. Section 82 requires that NHS bodies and local authorities have regard to guidance issued by the Secretary of State on the discharge of the duty to co-operate.


To give greater clarity about what this duty means in practice, the Health and Care Act 2022 provides a power by way of an amendment to the NHS Act 2006 for the Secretary of State to issue guidance to NHS bodies and local authorities on what cooperation under Section 82 NHS Act 2006 should entail. NHS bodies and local authorities are required to have regard to such guidance.


This guidance, where it relates to the duty to co-operate, is issued by the Secretary of State under section 82 of the NHS Act 2006.


Section 74(2) of the Care Act 2014


Section 74 of the Care Act 2014 states that where a relevant trust is responsible for an adult hospital patient and considers that the patient is likely to require care and support following discharge from hospital, the relevant trust must, as soon as is feasible after it begins making any plans relating to the discharge, take any steps that it considers appropriate to involve the patient and the carer of the patient.


Under this duty, a ‘carer’ is defined as an individual who provides or intends to provide care for an adult, otherwise than by virtue of a contract or as voluntary work.


In performing this duty in accordance with section 74 of the Care Act 2014, a relevant trust must have regard to any guidance issued by NHS England. This guidance, where it relates to the duty under section 74 of the Care Act 2014, is issued by NHS England.





How this guidance applies to NHS bodies and local authorities


This guidance has been issued under section 82 of the NHS Act 2006 where it relates to how NHS bodies (including NHS England, special health authorities, NHS trusts, NHS foundation trusts and ICBs), and local authorities should work together to plan and deliver discharge and has been published by the Secretary of State for Health and Social Care. This guidance is statutory in relation to discharge from all mental health inpatient settings, including forensic inpatient settings, those specifically for people with a learning disability and autistic people and those for children and young people. This applies to people being discharged into the community, whether to their home or other accommodation in the community including temporary step-down services, supported accommodation or a care home. Transfers within specialised commissioned services are not in scope of the guidance. This guidance applies to NHS bodies and local authorities exercising health and social care functions for children and adults in England and should be used to inform local service planning and delivery. Even though the statutory duty to have regard to this guidance applies to NHS bodies and local authorities and not the independent sector, this guidance is applicable to independent providers. Commissioners of inpatient services should ensure that all mental health inpatient providers are aware of this guidance, including those in the independent sector. Commissioners will be expected to have regard to this guidance when commissioning services from the independent sector.


Where the guidance refers to how to involve adult inpatients and their carers in discharge planning, this is issued by NHS England under an amendment to section 74 of the Care Act 2014 made in section 91 of the Health and Care Act 2022. This is mostly set out in principle 1 and principle 2, although there are other references throughout the guidance. Given this duty to involve inpatients and their carers in discharge planning applies to adults, the guidance is non-statutory guidance where it makes reference to how children and young people and their parents, other family members and carers are involved in discharge planning.


There is information throughout this guidance that may also be of benefit to integrated care partnerships (ICPs), care providers, housing services and providers, and voluntary, community or social enterprise (VCSE) organisations. There is separate statutory guidance for adults being discharged from NHS acute hospitals, NHS community hospitals and virtual wards.


The review of the Mental Health Act highlighted a lack of clarity over who is responsible for arranging the provision of care for people subject to section 117 aftercare under the Mental Health Act. This is often cited as a reason for delays in making arrangements for a person’s care and support in order to facilitate hospital discharge in a timely manner. Statutory guidance, ‘National guidance on how budgets and responsibilities should be shared to pay for section 117 aftercare’ (Mental Health Act 1983) is provided as an annex to this document to provide greater clarity on how budgets and responsibilities should be shared to pay for section 117 aftercare.


This guidance should be considered alongside NHS England guidance on Acute Inpatient Mental Health Care for Adults and Older Adults and Quality Transformation Programme-Mental Health and learning disability and autism Inpatient commissioning framework.


For children and young people, the guidance should be considered alongside the framework for supporting children and young people (CYP) with mental health needs in acute paediatric settings.


For people with a learning disability and autistic people, see Safe and wellbeing reviews: thematic review and lessons learned.


Principles for how NHS bodies and local authorities should work together


This section sets out key principles for how NHS bodies and local authorities across adults and children’s services should work together to support people to be discharged from all mental health inpatient services, including mental health inpatient services for people with a learning disability and for autistic people. See the section ‘Specific guidance for particular people in hospital’. Where we refer to ‘people’, this means all adults, young people or children who are being discharged from a mental health inpatient setting, unless otherwise specified.


In this guidance, ‘carers’ or ‘chosen carers’ are defined as all family members, friends and others who are providing unpaid care to the person being discharged. This includes (but is not limited to) adult carers, young carers, young adult carers and parent carers. For children and young people, this includes parents and guardians.


In this guidance, ‘local areas’ is used as a collective term for NHS bodies (including ICBs, NHS trusts and NHS foundation trusts) and local authorities exercising functions in England.


Principle 1


Principle 1: individuals should be regarded as partners in their own care throughout the discharge process and their choice and autonomy should be respected.


The choice and autonomy of the person should be paramount throughout the discharge process. The person should be at the centre of planning for their own discharge and care and treatment plans that support this, and what matters most to them should be understood and recorded. They should be supported to understand the process for assessing their needs and how they can engage. Their views and choices should be listened to, actively explored and respected, and all discharge decisions must be informed by the person’s choices and preferences. There are lots of resources about person-centred support and planning that can help staff to do this, including in relation to the Mental Capacity Act: Care planning, involvement and person-centred care and Introduction to Person-centred Planning Tools.


As soon as discharge planning begins, the inpatient team should ask the person how they would like to be involved in discharge conversations and whether they would want someone else to support them with this. When the person does not wish to be involved in discharge planning, staff should seek to understand the reason for this, and whether they would still want to be involved in some aspects of their discharge planning. The person should be given regular opportunities to update their preferences in relation to their involvement in discharge planning and to choose ways they might engage with the process informally or through others. If the person does not wish any involvement, staff should ensure that their views are represented as much as possible. This may include consulting family members, their chosen carers or advocates, where consent is given as appropriate, and consulting an advanced choice document if previously recorded by the person.


For children and young people, it is important to involve parents or guardians and their wider network of support (which may include carers and other relevant family members) in discharge planning. If a child or young person does not wish to engage in decision making, the parents and network around them will continue to work together while continuing to involve the child or young person as much as possible.


A personalised care and support plan, as a result of a ‘what matters to me’ conversation, should be prepared and available to support discharge with input, where relevant, from family members, chosen carers and relevant professionals. For children and young people, this must include parents or guardians, carers, any other relevant family members and any professionals in ongoing care, as appropriate. Discharge planning should consider all the persons care and support needs, including their housing needs.


The principles of the Mental Capacity Act (MCA) 2005 should always be applied to support people with decision making, including any decisions in relation to discharge planning. The MCA 2005 applies to those age 16 or over. However if a child who is below the age of 16 is considered ‘Gillick competent’, they may be able to contribute to decisions around discharge planning. For more information on mental capacity considerations see Annex A.


In some cases, decisions may be made that go against the wishes of the patient, for example the patient’s preferred discharge destination may not be possible. In these cases, sufficient information must be provided to ensure the person understands the rationale and alternative options should be explored. The person should also be made aware of how they can challenge any decisions.


Reasonable adjustments are a legal requirement under the Equality Act 2010 to make sure health services are accessible to disabled people and should therefore be put in place where needed. This includes when supporting people with discharge planning. All written information should be provided in an accessible format, depending on people’s communication preferences. Personal information should be shared in accordance with organisational policies and procedures, and the law protecting the right to privacy. For example, this may involve:


· providing information in written and verbal formats


· large print, braille and easy read formats


· using augmentative and alternative communication or video clips and visual diagrams to aid interpretation


· drawing on the support of people who know the person’s communication preferences


For children, developmentally appropriate language should be used.


People receiving inpatient care should be given the opportunity to access an independent advocate to represent and support them where eligible, and reasonable adjustments should be made to ensure that the person is able to take up the offer of advocacy. This could include an independent mental health advocate (IMHA) where the conditions apply (if they are detained or transferred under certain provisions of the Mental Health Act 1983 or subject to section 17 leave, a Community Treatment Order (CTO) or guardianship), an Independent Mental Capacity Advocate (IMCA) (in certain cases where the person lacks capacity to make a decision concerning serious medical treatment or the provision of long term hospital, care home or residential accommodation) or a Care Act advocate (in certain cases where a Care Act assessment, care planning decision or safeguarding enquires are being undertaken). A decision not to instruct an advocate should be reviewed at regular points in case the person’s situation changes and the duty to provide an advocate applies. Everyone who is detained or transferred under the Mental Health Act (except certain short-term detentions) has a statutory right to access an IMHA, as do those subject to section 17 leave, a CTO or guardianship. They should be made aware of their right to an IMHA at the point of admission to hospital or when being placed under the relevant powers and should be supported to access this service. IMHAs can help people to understand their rights under the Mental Health Act, as well as support them to participate in decisions in relation to their care and treatment and represent their views and interests. This may include decisions in relation to discharge. The person should be supported to access legal advice if they wish to.


People should also be supported to access support from peer support workers in the discharge process wherever possible. They should have a diverse range of experiences and appropriate cultural competency, in line with the definition by the Care Quality Commission.


Principle 2


Principle 2: chosen carers should be involved in the discharge process as early as possible.


Processes should be in place to identify any carers, including family members and young carers, at the point of admission (or before, where possible) and this should be recorded on the person’s electronic hospital record. The person must be asked who they would like to be involved in discharge planning and they should be given opportunities to update their preferences, including the types of information they are happy to share with their chosen carer or carers. For children and young people under 18, this should include those with parental or guardian responsibility. For a child who is looked-after by a local authority, this must include the local authority, including the child’s social worker, and should also include the child’s foster carers or the appropriate persons in the children’s home where the child is placed. Further statutory guidance, Promoting the health and wellbeing of looked-after children, should also be followed. For a young person aged 16 to 17 who is a care leaver, their social worker should be involved. For a care leaver aged 18 to 24, consent should be sought to involve their personal adviser if the young person has one.


Staff must check that any chosen carers are both willing and able to take on the role of supporting the person. With consent from the person, they should be asked how they would like to be involved in discharge planning conversations and about any support they may need to participate. Inpatient teams should accommodate work and other responsibilities of carers as much as possible, so that they are able to attend discharge planning meetings. Reasonable adjustments should be put in place to support individuals who may have communication impairments as a result of a disability.


Carers should be offered culturally appropriate support when they are identified. This may include being signposted to local carers’ support services, as well as referrals to appropriate voluntary services which may be able to offer support. According to the Care Act 2014, local authorities are required to undertake a carer’s assessment for any unpaid carer who appears to have a need for support, and to meet their eligible needs on request from the carer. This is an opportunity to record the impact caring has on the carer and to look at the carer’s needs, including whether they are willing or able to continue caring. If a carer is assessed as having needs that are eligible for support under the Care Act, then the local authority has a legal duty to meet these needs on request from the carer and to draw up a support plan with the carer setting out how these needs will be met. In addition, under the Children Act 1989, there is a duty for local authorities to assess the needs of parent carers dependant on the appearance of need and/or if a parent carer requests one, and decide whether it is appropriate to provide services to support the parent carer. A ‘parent carer’ is defined as a person aged 18 or over who provides or intends to provide care for a disabled child for whom the person has parental responsibility.


The local authority should be notified if someone is a young carer (under the age of 18) and must carry out an assessment in accordance with their responsibilities under section 17 of the Children Act 1989. As outlined in the Children and Families Act 2014, young carers should be offered the appropriate support that avoids excessive or inappropriate caring.


Staff members should be alert to any indications that a person or their carer, including a parent of a child or young person, is being abused, or may be abusive or neglectful. Concerns must be raised via local safeguarding processes and safeguarding protocols should be followed. Staff should be aware of how to raise safeguarding concerns regarding any adults or children or young people they come into contact with, in line with duties under the Care Act 2014 and the Children Act 2004 and the statutory guidance on care and support and safeguarding children.


Good practice: ‘Triangle of Care’ membership scheme


The ‘Triangle of Care’ is a carer engagement approach for mental health services that ensures appropriate carer inclusion throughout the person’s care journey, including discharge planning.


The Triangle of Care membership scheme was developed by the Carers Trust to address the ask from carers that they need to be listened to and consulted more closely. It applies to both adult carers and young carers. The scheme recognises providers who have committed to change through self-assessment of their existing services, and ongoing action planning to ensure the Triangle of Care standards are achieved and maintained. The Triangle of Care path follows a 3-tier accreditation system. Providers that successfully complete each stage receive accreditation through a star system. Attainment of stars does not reflect that work is complete but recognises that a trust is proactively working towards a more inclusive culture for carers. Many NHS mental health trusts are members of the scheme and there is potential for all health and social care settings to adopt the Triangle of Care.


Principle 3


Principle 3: discharge planning should start on admission or before, and should take place throughout the time the person is in hospital.


On admission, or before where possible, inpatient teams should agree a clear purpose for the admission and an estimated discharge date for when this will be achieved. This work should be done with the person at the centre of discharge planning, their chosen carer or carers (including parents and guardians for children and young people) and relevant professionals. This discharge plan should then be reviewed with the person at regular intervals during the admission. This is to give as much time as possible for understanding what really matters to the person, for appropriate post-discharge support to be put in place and the person to be supported with the transition, without causing delay.


Processes should be in place to identify people who may be at risk of a delayed discharge (for example, due to social care or housing needs) at the point of admission or before. Factors that could delay discharge (for example, the need for suitable housing or accommodation and/or a care package) should be reviewed at regularly agreed intervals throughout the inpatient stay and proactive action should be taken to address any barriers. People who are eligible to section 117 aftercare and/or a personal budget (for social care and support needs) or a personal health budget (PHB) should be identified on admission. People who are eligible to section 117 aftercare have a legal right to a PHB.


Services and professionals that are already involved in the person’s care should be identified at the point of admission. A full assessment of the person’s needs should take place to inform the person’s care and treatment plan. This should consider all the person’s care and support needs including their psychological, physical health, pharmacological, social, cultural, housing and financial needs, environmental or sensory needs, and communication preferences. What matters to the person should be understood and documented and any additional care and support that may be required post-discharge, including housing, should be identified as soon as possible. For children and young people, considering educational needs is essential, so that the relevant educational support can be put in place during and after the admission. For young people who are transitioning from children to adult’s services, professionals involved in their care should ensure that they are supported with this transition in a sensitive and timely manner (see section 3 for considerations for children and young people). If the person is a parent or unpaid carer, consideration should be given to the needs of their family, and a referral made as appropriate to the local authority early help team or children’s social care team.


Assessments should take place early on during the person’s stay in hospital with regular checks on progress, allowing for regular review of the estimated date of discharge. This may include making arrangements for the local authority to carry out an assessment under the Care Act 2014, an assessment under the Children Act 1989 and/or section 47 National Health Service and Community Care Act 1990 in regard to section 117 aftercare entitlement and right to a personal health budget. A range of options for post-discharge support should be considered, dependant on the person’s needs, which may include community-based support provided by the voluntary and community sector.


For autistic children, young people and adults, and those with a learning disability, there should be regular Care (Education) and Treatment Reviews (C(E)TRs) in line with NHS England’s guidance Dynamic support register and Care (Education) and Treatment Review policy and guide (see further information in the section on ‘People with a learning disability and autistic people’).


Under the Homelessness Reduction Act 2017, specified public bodies, including hospitals in their function of providing inpatient care and social service authorities (both adult and children’s), have a duty to refer people who they think might be homeless, or at risk of becoming homeless within 56 days of admission, to local housing authorities. Local housing authorities and public authorities are encouraged to put arrangements in place to support joint working, and it is good practice for public authorities to plan with the local authority using agreed protocols (see guide to the duty to refer). Identification of a person’s housing status and referral to the local housing authority, if required, should happen as early as possible during an inpatient stay and should form a key part of the discharge planning.


People’s choice around their housing options on discharge should be explored and respected, taking into account what the person needs from their accommodation and any risks associated with their existing or preferred accommodation. To support this, and especially if the person is unlikely to be able to return to their former home on discharge from hospital, a housing needs assessment should be completed in consultation with the person and those supporting them, which may include professionals such as occupational therapists, social workers and representatives of the housing provider, if this has been identified. This assessment should include consideration of any sensory or environmental needs which the person may have, as well as other needs, such as to live near amenities like public transport and health services, and any risks which will need to be managed in the community to enable them to do this. The housing needs assessment would then inform a personal housing specification, if required, which would include any design requirements or home adaptations that may be needed.


Similar joint working and planning should also be undertaken with local housing authorities if people need home adaptations to enable them to continue to live safely and independently at home after discharge. People of all ages and tenures may be eligible for a Disabled Facilities Grant that helps meet the cost of adaptations for those on low incomes, subject to a needs assessment, means test and eligibility criteria. This includes people with a mental health condition, autistic people, people with a learning disability or cognitive impairment, like dementia.


Principle 4


Principle 4: health and local authority social care partners should support people to be discharged in a timely and safe way as soon as they are clinically ready to leave hospital.


Relevant health and social care professionals should work with the multidisciplinary inpatient team throughout the inpatient stay to support the person to be discharged in a safe and timely way. For children and young people, this should include working closely with education settings. This reduces the risk that people spend longer than necessary in an inpatient setting.


A person is considered Clinically Ready for Discharge (CRFD) when the multi-disciplinary team (MDT) conclude that the person does not require any further assessments, interventions and/or treatments, which can only be provided in an inpatient setting.


Below are the 3 key criteria which need to be met before the multi-disciplinary team on an inpatient ward can make this decision:


· there must be a clear plan for the ongoing care, support and housing that the person requires after discharge, which covers their pharmacological, physical health, psychological, social, cultural, education, housing and finances, and any other individual needs or wishes


· the MDT must have explicitly considered the person and their chosen carer’s views and needs about discharge and involved them in co-developing the discharge plan


· the MDT must also have involved any services external to the provider in their decision making for example social care teams, where these services will play a key role in the person’s ongoing care. This should include clarifying any procedural and/or legal duties of the local authority to put services in place


Once these criteria are met, the person is clinically ready for discharge, and this should be recorded as such on the electronic patient record (EPR) systems. However, this does not necessarily mean the person can be immediately discharged. Once a person is clinically ready for discharge, the inpatient team should be satisfied that the right support is in place before discharge takes place. For example, the person must have suitable accommodation to be discharged to, an appropriate time of day identified, and necessary packages of care and support should be arranged.


In cases where there is disagreement regarding whether a person is clinically ready for discharge, NHS trusts should have a multiagency escalation process in place.


Principle 5


Principle 5: there should be ongoing communication between hospital teams and community services involved in onward care during the admission and post-discharge.


Discharge planning should involve organisations and professionals that will be involved in the person’s care post-discharge. There should be a clear plan in place agreed collaboratively to ensure the person receives the right support post-discharge. This should be a multi-disciplinary, cross-organisational approach.


Throughout the inpatient stay, people should be supported to maintain links with family and friends, local health and social care providers, education, recreational activities and employment. This is both important for recovery and to help people to prepare for discharge. Where the person may be at risk of losing employment or education opportunities during the admission, they should be provided with advice and support to prevent this. Maintaining links with the person’s local community is particularly important for people admitted to inpatient wards that are outside of their local area.


To support a person to be ready for discharge, hospital inpatient teams should discuss with the person how they can be supported with the transition, and how they can build on their strengths. For example, some people may benefit from individualised psycho-education sessions in line with National Institute for Health and Care Excellence (NICE) guidance, which may include their symptoms, relapse indicators and coping strategies. Depending on their individual needs, staff should signpost to other relevant support that may aid their recovery post-discharge, for example, employment, housing or benefits advice. For people detained or transferred under the Mental Health Act, section 17 leave should be used where appropriate to support people to be ready for discharge, with relevant family and professionals from other services involved in supporting the person as part of collaborative discharge planning.


Prior to the discharge date, a crisis and safety plan should be developed in collaboration with the person and their chosen carer or carers with input from relevant members of the multi-disciplinary team. Professionals involved in the person’s care may also support the person to develop an Advance Choice Document, outlining the person’s choices in treatment, if they are to be admitted to hospital again. With consent, relevant care plans, safety plans or personalised risk management plans should be shared with professionals that will be involved in their ongoing care. Advice and information about community, voluntary sector organisations and crisis services (including how to access support 24 hours a day, for instance, through all ages urgent mental health helplines) should be shared with the person and their chosen carers and families ahead of the discharge date, with appropriate consent. For children and young people, information may need to be shared with parents/guardians and other relevant family members without consent in some cases, depending on individual factors including level of risk.


The person, their chosen carer or carers and external services involved in the person’s care should be informed of the expected date of discharge within 72 hours of their admission and any changes to this date and the reason for the change should be communicated as soon as the change happens. For people who have been admitted to a hospital that is at a distance from where they live, it is particularly important that the person’s local services are involved in the discharge process and that the care plan and discharge plan is reviewed at regular intervals. For people eligible for section 117 aftercare, a section 117 discharge planning meeting should take place prior to discharge with relevant professionals involved.


There should be a collaboratively agreed plan in place that involves relevant organisations and professionals proactively communicating with the person and any chosen carer or carers and family members following the discharge date. This should have clear responsibilities and a plan to review the care in place. Plans should also be in place to review the needs of any chosen carer or carers, or other family members, including children.


The person and their carers should be aware of the process to raise any concerns with the care in place post-discharge, and how this should be resolved. For example, if the support in place is not meeting the needs of the person or the needs of their unpaid carer or carers.


For locally commissioned acute mental health inpatient admissions, inpatient teams should ensure that everyone receives a follow up meeting from their community mental health team, intensive support team (IST) or crisis resolution home treatment team within 72 hours of their discharge date in line with national standards. The person should be informed of the time and place of this before their discharge date, and this should be face to face if possible. With the person’s consent, this should involve family and carers where appropriate.


Timely follow-up has been highlighted as a priority from patient groups and the National Confidential Inquiry into Suicide and Safety in Mental Health (NCISH), [footnote 1] due to the increased risk of suicide following discharge from hospital. When supporting people who self-harm, teams should ensure they are adhering to NICE guidance on assessing, managing and preventing self-harm.


NHS trusts should work with the local authority and relevant voluntary and community sector and housing organisations to support individuals with multiple needs to effectively access and engage with post-discharge support. This includes people who are experiencing homelessness or at risk of homelessness. This could include liaising with housing teams to identify temporary housing where longer-term housing is being sought, or advice from the Department of Work and Pensions (DWP) to ensure that benefit entitlement is maximised for the duration of a hospital inpatient stay, minimising the risk of eviction from a person’s existing home.


Principle 6


Principle 6: information should be shared effectively across relevant health and care teams and organisations across the system to support the best outcomes for the person.


NHS bodies and local authorities should have information sharing protocols in place to ensure there is a clear process and that information is shared between organisations across the health and care system in a secure and timely way.


Relevant information should be discussed and communicated with relevant parties in a timely manner, in accordance with local information sharing protocols and data protection legislation. This may include individuals and services who will provide ongoing support to the person. For example, care and treatment plans, including information about medication where relevant, should be shared with those who will be involved in post-discharge care, ahead of the discharge date. For people who have undergone assessments during their hospital admission, the inpatient team should make sure that the outcome of any assessment is shared with relevant professionals involved in onward care.


Key information about an individual’s communication needs and preferences should be identified and recorded within an individual’s care notes for all relevant professionals to be aware of and to take action to make sure that communication is tailored to the person’s needs. For children and young people, this should take into consideration the communication needs of the child or young person and those with parental responsibility. With the person’s consent, the name and contact of any carers, family members and/or independent advocates should also be recorded. In line with NICE guidance, discharge letters should be shared with the person’s GP within 24 hours of discharge and their latest care plan should be sent to all professionals and carers involved in their care.


Principle 7


Principle 7: local areas should build an infrastructure that supports safe and timely discharge, ensuring the right individualised support can be provided post-discharge.


NHS bodies and local authorities should ensure there is senior strategic leadership and oversight of the discharge process to reduce unnecessary discharge delays and to make sure that discharge protocols are being followed. This may involve enabling regular meetings with system partners to unblock delays to discharge or regular multi-agency discharge events (note that you will need an NHS email to access this link) to identify solutions to discharge people when they no longer need to be in hospital.


Local protocols should be developed between NHS bodies, local authorities and other relevant partners to ensure clarity regarding each organisation’s role and responsibility in discharge procedures. The local protocol should ensure that discharge planning starts as early as possible, with clear arrangements in place to ensure a collaborative multidisciplinary approach at all stages of the discharge process, including post-discharge (see section 4 for specific roles and responsibilities in the discharge process). There should be a named person responsible for discharge processes in each organisation across children and adult’s services. The local protocols should include details of local funding arrangements between local authorities and NHS bodies. There should be an agreed escalation process where there are difficulties reaching an agreement in relation to discharge arrangements, including funding responsibilities.


Commissioners should make decisions that aim to meet the needs of local populations and ensure the sustainability of care and support, within existing budgets. This should be done in collaboration with relevant organisations, including the voluntary and community sector and care providers. This helps to provide the necessary provisions in the community so that people can be discharged as soon as they are clinically ready, with the right support in place that meets their needs. For example, this could include commissioning step-down services which provide a bridge between inpatient care and living independently in the community, or specialist supported accommodation for those requiring longer-term support. The option of supporting a person entitled to section 117 aftercare by means of accessing funded support with a personal health budget should also be readily considered (see Annex B below for national guidance on how budgets and responsibilities should be shared to pay for section 117 aftercare (Mental Health Act 1983)).


NHS organisations and local authorities should collaborate with relevant organisations, including the voluntary and community sector, drug and alcohol treatment providers, housing and homelessness providers, children’s services and care providers in the commissioning process. This should include investing strategic and operational time to develop multi-disciplinary, cross-provider response for people who require coordinated support from multiple services (for example, homelessness or drug and alcohol treatment services) alongside mental health support post-discharge.


It is recognised that some people who have experienced long stays in hospital, including those in rehabilitation services, may choose to reside in the area where the hospital is located rather than their home area. Active discussions between ICBs should take place, to support the choice and wishes of the patient and their request for a different discharge location from their home area.


Case study: out of hospital care for people experiencing homelessness - reducing delayed discharges


Oxford Health NHS Foundation Trust were experiencing high numbers of delayed discharges from their mental health wards due to housing and homelessness issues. Many of the delays were long-standing, with some individuals becoming ‘stuck’ in hospital because housing options could not be identified for them for several reasons - including a perception of risk involved in housing them.


With the additional funding provided as part of DHSC’s £16 million Out of Hospital Care programme for people experiencing homelessness, Oxford appointed an experienced Housing Options Officer co-located at the mental health hospital. This worker brought to the service extensive legal knowledge related to housing applications in addition to working knowledge of local housing and homelessness services to support ward staff in planning transitions from the hospital.


Oxford also opened a 3-bed step-down house specifically tailored to people leaving mental health wards. This included access to a clinical psychologist, social worker and community-based mental health workers. This service enables individuals to recover their mental health in the community when they no longer require acute care and facilitates services coming together collaboratively to support the individual.


Through implementing this additional hospital in-reach and step-down service they dramatically reduced occupied bed days by 89%. The overall cost saving to the NHS after the introduction of these services was estimated to be around £657,000 over 9 months. It is now rare for more than 2 people per week to experience delayed discharges, compared to an average of 14 to 18 people per week prior to service provision.


This service is driving real transformational change in Oxford, bringing together agencies to find new and positive ways of working together to support individuals and bolster system resilience.


Principle 8


Principle 8: funding mechanisms for discharge should be agreed to achieve the best outcomes for people and their chosen carers and should align with existing statutory duties.


NHS bodies and local authorities should ensure that funding mechanisms for discharge are agreed by all partners and should align with existing duties, including those under the Care Act 2014, Mental Health Act 1983, Children Act 1989, Children Act 2004 and the Children and Families Act 2014. For example, under the Mental Health Act 1983, local authorities and ICBs have a statutory duty to fund packages of care for those eligible for section 117 aftercare. If someone is entitled to section 117 aftercare, the person (and those with parental responsibility for children) should be aware of this, and notification of their admission should be made to the local authority. See Annex B for guidance on how budgets and responsibilities should be shared to pay for section 117 aftercare. In addition, ICBs and other relevant bodies have a duty to ensure that eligible groups of people benefit from the legal right to have a personal health budget or personal wheelchair budget.


Partners in local areas should consider all possible funding arrangements and agree this in a timely way to achieve the best outcomes for people, within the budget available. This could include:


· funding arrangements in which funding is pooled across health and social care via agreement under section 75 of the NHS Act 2006. For example, funding which is part of the Better Care Fund


· local authority funding following a Care Act assessment


· local authority funding following an assessment under the Children Act 1989


· existing NHS budget including NHS trust discharge initiatives and NHS continuing healthcare


· personal budgets (which are local authority funded), personal health budgets (which are NHS funded) and integrated personal budgets and personal health budgets (which include funding from both a local authority and the NHS)


· other funding initiatives such as the Rough Sleeping Initiative available to local authorities and funding available for discharge


The ICB which is to have responsibility for commissioning and paying for an individual’s section 117 aftercare must always be determined in accordance with the Who Pays? rules published by NHS England. The responsible local authority is determined by reference to ‘ordinary residence’ rules. The different rules used for determining NHS and local authority responsibility may sometimes mean that someone who is the responsibility of one ICB is the responsibility of the neighbouring local authority, and vice versa. In ‘cross-border’ situations of this kind, especially where the issue arises on a regular basis, the ICB and local authority should agree local arrangements to ensure that any decisions about the joint funding of care can be made swiftly, so that there is no adverse effect on timely discharge.


Where partners in local areas agree to fund care after discharge, agreements should be in place to ensure an assessment of the person’s long-term needs (if needed) at the end of this period is undertaken and no one is left without care and support if they are assessed to have long-term needs. NHS trusts and local authorities should work together to ensure that no carers are left without a carer’s assessment (if needed) at the end of this period, and that adequate support is provided if they are assessed to need this beyond this period. Funding disagreements must not be the cause for delay or disruption to the care arrangements of an individual.


Local areas should also ensure clear information is available for people who may need to self-fund ongoing care, so that they can make informed choices about any ongoing care needs that do not fall within publicly funded eligibility criteria.


Considerations for particular people in hospital


Children and young people


This


 guidance applies to children and young people who are discharged from a mental health inpatient setting. Principles in the section ‘Principles for how NHS bodies and local authorities should work together’ apply to all children and young people in inpatient settings unless otherwise specified.


Longer admissions caused by unnecessary delays to discharge may have a particularly detrimental impact on children and young people’s mental health, wellbeing and attachments, so early planning is vital. Children and young people, those with parental responsibility and other family and carers should be actively involved and at the centre of discharge planning and transition of care from inpatient services. An allocated member of the inpatient team should actively support transition planning in the local community, including linking up with services and organisations involved in ongoing care and support. Local authority, education partners and any other relevant community agencies involved in the child or young person’s care should be involved from the start of the admission. If there isn’t a named social worker already allocated on admission, the local authority should be notified to ensure that they can engage with discharge planning. The involvement of local authority and education partners should be discussed with the child and those with parental responsibility in advance of any referral being made unless there is an immediate safeguarding concern.


On admission, any looked-after children[footnote 2] and/or any children who may be at risk of becoming a looked-after child should be identified, and the inpatient team should work closely with the local authority, including the child’s social worker (if they have one[footnote 3] through the setting’s named health professional for looked-after children), to ensure the right support is in place post-discharge. There should be a clear process in place in relation to any funding decisions around post-discharge care and support, including section 117 aftercare arrangements where applicable.


For autistic children, and children and young people with a learning disability, this should be undertaken via a C(E)TR, and children and young people who are in hospital should have access to a keyworker from the ICB keyworker service. Children and young people with a learning disability and autistic children and young people may be more likely to have longer lengths of stay and be subject to greater levels of restrictive care, so discharge planning should take place early.


During the admission, all staff should be alert to any safeguarding concerns in relation to a child and young person, and follow appropriate procedures, in line with duties under the Children Act 2004 and relevant statutory guidance.


Children and young people under 18 must have continued access to education and learning throughout their hospital stay and on discharge in line with the Education Act 1996. Discharge planning should include planning for their educational needs as a central consideration. Any potential changes or disruption in their ability to access education on discharge is likely to severely impact on a successful discharge. Staff should work with the young person and those with parental responsibility to identify how best to communicate with their existing school or education setting. This should include the education setting the young person was attending prior to admission and any proposed setting for their discharge if this is different.


Where a child has an Education, Health and Care Plan (EHCP) in place, the education team should liaise with the Special Educational Needs and Disability (SEND) Service within the relevant local authority. It may be necessary to review the EHCP in view of the admission. Where a child does not have a EHCP in place but the education team identify that this will be required to support them in a return to education, then a referral should be made to the local authority SEND service. This referral should be shared in advance with the young person and those with parental responsibility.


For children and young people (aged 0 to 25 years) who have special educational needs and or a disability, statutory guidance on the special educational needs and disability (SEND) system for children and young people aged 0 to 25 should be considered. Consideration should be given as to how their identified needs have the right provision in place to meet their individual outcomes during admission and on discharge. This should include the provision that must be put in place in section G of their EHCP during admission. If a child or young person has a special educational need identified by school and are in receipt of SEND support but does not have an EHCP, their needs must be considered alongside their existing SEND support plan or health care plan. Working with teams across education health and social care on discharge is essential to ensure needs provision and outcomes are reviewed. There is statutory guidance for professionals supporting children and young people with special educational needs and disabilities (SEND) in residential settings.


Daily routine, structure and activities are an important part of recovery and should be central to the discharge and transition planning for young people. A suitable educational placement and section 117 after care (for those eligible) or other social care support in accordance with any assessment under the Children Act 1989, should be used effectively to support the young person to establish a daily structure and activities that supports their recovery, including the option to have greater choice and control via a personal health budget. Reasonable adjustments for children and young people who may also have a co-occurring disability should be considered at the earliest stage to ensure this is effective.


Discharge planning must involve parents, and/or those who have parental responsibility for the child or young person. For a child who is looked-after by a local authority, this must include the local authority, including the child’s social worker, and should also include the child’s foster carer or carers, or the appropriate person or people in the children’s home where the child is placed[footnote 4]. For a young person aged 16 to 17 who is a care leaver, their social worker should be involved, and for a care leaver aged 18 to 24, consent should be sought to involve their personal adviser if the young person has one. Discharge planning should also involve other services, as indicated by the young person’s needs. This may include crisis teams, community mental health teams, substance misuse services, neurodevelopmental pathways, local authority, education - including virtual school heads for looked-after children - and voluntary services that are involved in the young persons’ discharge and transition. Differing views between young people, those with parental responsibility and services should be identified early by the inpatient team and negotiated in a timely manner to ensure a safe and effective transition to the community and placement. Inpatient and community services must work together to ensure parents and other carers have the support required to provide care for the child or young person on discharge. This should include considering a range of interventions and support, such as therapeutic interventions, practical support and housing. The child or young person should be supported with the transition, depending on their individual needs and preferences. For children and young people who are transitioning to adult services, it is important that staff provide sensitive and timely support to prepare for this transition.


With consent from the young person, care plans and safety plans and personalised risk management plans should be shared with professionals and non-mental health service treatment providers that will be involved in ongoing care. Where consent is not given. Information may need to be shared in some cases, depending on individual risk factors.


People with a learning disability and autistic people


This guidance, and the principles in it, apply equally to people of all ages with a learning disability and autistic people (including children and young people) who are in a mental health inpatient setting including those specifically for autistic people and people who have a learning disability. Autistic children, young people and adults and those with a learning disability may be more likely to have significantly longer lengths of stay in hospital, have delayed discharges, and experience more restrictive care. Therefore, specific and anticipatory early planning for discharge is essential.


Building the Right Support (2015)) is a national plan that supports NHS and local authority commissioners to reduce the number of people with a learning disability and autistic people in mental health inpatient settings and to develop community services as alternatives in line with the National Service Model.


Building the Right Home (2016), complementary guidance to Building the Right Support, says that autistic people and people with a learning disability should have a choice about where they live and who they live with. Access to high quality, personalised housing, alongside care and support, is essential in enabling successful discharges of people from mental health hospitals into their own homes in the community. Embedding this element into hospital discharge processes (from as early as possible) is essential, with housing partners fully engaged from the start, especially given the considerable length of time often required to create suitable housing solutions which meet people’s needs.


NHS bodies and local authorities should use the measures set out in the Building the Right Support for people with a learning disability and autistic people action plan to support good discharge for people. The action plan says that a discharge plan should be developed with the person from the start of the admission, or before, to support the person to leave hospital when they are ready. The plan should consider the purpose of admission, intended outcomes of the admission and that the person’s needs after hospital are adequately planned for.


The person’s family and advocates should always be involved in discharge planning, especially for children and young people, unless the person has capacity to decide that they do not want them to be involved or if there is a safeguarding or legal reason why they should not be involved.


Regular reviews of the person’s care including C(E)TRs should take place during the person’s stay in hospital in line with the Dynamic Support Register and Care (Education) and Treatment Review policy. Alongside this, there should be oversight visits from the commissioner responsible for paying for their care and support in line with NHS England’s framework for Commissioner Oversight Visits. Host Commissioner arrangements should also be in place.


The NHS Long Term Plan includes a commitment that, by March 2024, autistic children and young people and children and young people with a learning disability either in a mental health hospital or at risk of admission to hospital will have a designated keyworker. Keyworker services help children, young people and families to get the right personalised support at the right time. They help to make sure that local systems are responsive to meeting the young people’s needs in a joined-up way to avoid admission to hospital or ensure robust support for discharge and positive outcomes for the person (see more information on keyworking).


People with a learning disability and autistic people, including people who do not qualify for statutory advocacy, should have access to an advocate to support them to think about and articulate their wishes and participate in decisions about their discharge. The advocate should have expertise in working with people with a learning disability and autistic people.


It is good practice to support the person to make links with a local self-advocacy group, if they want, as this can help to build friendships and connections. Self-advocacy groups can often help with life planning and with talking to the person about how they want to live their life in the future for example:


· choices about where to live and who with


· how to look after money


· how the person wants to spend their time


Sometimes a family member takes on the role of an advocate for the person to advocate with or for them, and where a person lacks capacity to make decisions, a family member may be best placed to support them. The person may still benefit from independent advocacy, even if they have a family member as an advocate.


‘Life planning’ is an increasingly used tool which can help people with a learning disability and autistic people to be at the centre of decisions about their lives. Usually this is where an independent, experienced facilitator will spend time with the person to help them think about and articulate their choices for the future. Peer-led or other advocacy often supports the process.


A personalised care and support plan (PCSP) should be prepared, following a ‘what matters to me’ conversation including consideration of housing and sensory needs, that can transfer with the person into the community and is available to support discharge. The person may have been admitted with an existing PCSP, which should be reviewed and amended with the person to reflect any relevant changes.


It is important that staff support the person to prepare well for discharge. This could include individualised support that helps the person to develop skills that will help with the transition. Leave from hospital and supporting and developing connections in the community is likely to form a part of this. There should be a transition plan which all relevant agencies have signed up to. For each person it should be clear where they are on the 12-Point Discharge Plan, as outlined in the Care (Education) and Treatment Review and Dynamic Support Register policy.


So that people do not spend avoidable time in hospital when they are clinically ready for discharge, robust discharge processes should be put in place that help identify what the blockers to discharge are and to get the right people in the room to resolve them - this includes holding multi-agency discharge events (MADEs) - which are equally applicable to people with a learning disability and autistic people. Contingency planning is particularly important and necessary for people where there are complex discharge arrangements.


In line with the Accessible Information Standard, people with a learning disability and some autistic people may benefit from accessible materials to help them to participate meaningfully in decisions related to their discharge from hospital. An organisation called ‘Change’ have developed an accessible toolkit for this purpose. Reasonable adjustments to care as required by the Equality Act 2010 should be made at all stages of the discharge process in a personalised way.


Strong links should be made with relevant community services prior to, and during the person’s stay in hospital. This should include needs related to health, social care, education, housing and any other individual needs. This is critical because some people with a learning disability and some autistic people will need support in the community after they have been discharged from hospital. This could include:


· the development of highly personalised accommodation


· a package of care and support from a health or care provider


· ongoing support from a community mental health or community learning disability team or an enhanced Intensive Support Teams or Forensic Support Team. For guidance about these services see the Transforming Care service model specification


Putting these elements in place will require careful planning and sufficient time to arrange. It is important that planning starts early in the person’s stay in hospital. Commissioners must make sure there is enough time and suitable arrangements for the person to get to know any new care team that will be supporting them outside of the hospital setting. Wherever possible an in-reach function to the inpatient setting should be provided by the community support provider, as applicable, to support transition. In addition, it may be helpful if the hospital team can provide ongoing advice and support to the community team for a defined period following discharge. These steps will help to reduce the likelihood that the person will need to be re-admitted to hospital after their discharge.


Commissioners should consider the specific needs of people with a learning disability and autistic people so that there is the right support and care available in the community. This includes access to supported and specialist housing and making sure there is the right range of specialist care and support including providers that are able to support people with high support and care needs. This also includes access to community services that are able to provide ongoing and sometimes intensive support, including crisis support, to people following discharge from hospital. For guidance on commissioning these services for people with a learning disability and autistic people, see Supporting people with a learning disability and autistic people to live happier, healthier, longer lives: bitesize guide for local systems.


It is important that people with a learning disability and autistic people do not stay longer in hospital than is needed for their care and treatment to be completed. People with a learning disability and autistic people should receive regular C(E)TRs during their stay in hospital (as well as reviews in the community) in line with NHS England’s guidance on C(E)TRs Dynamic support register and Care (Education) and Treatment Review policy and guide. C(E)TRs are formal reviews, chaired by the commissioner of the person’s care and with an independent clinical advisor and Expert by Experience that review the quality of care that people receive in hospital by making recommendations for their safety, care and treatment, and to help overcome barriers to the person’s discharge. Where people have had a C(E)TR before going into hospital, the recommendations should be reviewed and considered throughout the person’s stay. In line with NHS England guidance, people with a learning disability and autistic people in a mental health hospital should be added (with consent) to a local Dynamic Support Register so that health and care agencies can work together to plan the actions that will reduce the risk of a person’s admission or re-admission to hospital.


Discharge for people with a learning disability and autistic people is helped by supporting people to keep connection with their everyday lives and having services as close to home as possible to support those connections. People should be supported to keep in touch with their families. Children and young people must be supported to continue with their education while in hospital. Discharge plans should set out how these connections will be supported and developed. This is particularly important when a person is in hospital at some distance from home. Commissioners should consider what additional measures might need to be put in place to support the person to stay in touch with family, friends and their home area.


Providers and commissioning organisations should have effective ways to gather feedback from people and their families both about their experiences in hospital and about their experience of discharge. People should be able to easily raise concerns and make complaints including using Ask Listen Do approaches.


A person with dementia


This guidance applies to people with dementia who are discharged from mental health, learning disability or autism inpatient settings. This includes people admitted to specialist dementia inpatient services or a person with dementia (who may have a dual diagnosis of a mental health condition or learning disability) admitted to other mental health or learning disability inpatient services. All of the key principles in the section ‘Principles for how NHS bodies and local authorities should work together’ apply to people who are suspected of having or have received a diagnosis of dementia.


Discharge planning should be tailored to the communication needs of the person with dementia, to support them to be involved in the process. For example, the inpatient team should ensure that accessible dementia-friendly information is available, which may include care plans, discharge plans and other relevant care information.


If the person lacks capacity to make decisions about their discharge and a Lasting Power of Attorney (LPA) is in place or a deputy has been appointed who has the relevant authority, the attorney(s) or deputy(ies) need to make best interest decisions around discharge. Any best interest decisions must be made in line with the Mental Capacity Act’s (MCA) principles and section 4 of the MCA. A referral to an independent mental capacity advocate may be required in certain cases (for more information, see section 3 ‘Mental capacity considerations’).


A person with a diagnosis of dementia may need specialist support on discharge from hospital. It is therefore important that discharge planning starts as soon as possible in the process, in line with the principles in the section ‘Principles for how NHS bodies and local authorities should work together’. This means that post-discharge support can be arranged as soon as possible, for example referrals to the local authority for a Care Act assessment if required, or specialist support from a community mental health team specialising in dementia. Inpatient teams should share relevant information with professionals involved in onward care, including information in relation to medication, mobility needs, communication needs, swallowing issues, nutritional needs, information about future appointments and any other mental health, cognitive or physical health assessments that have taken place during the inpatient stay.


Inpatient teams may want to consider developing a life story, and/or behavioural and psychological support plans, in collaboration with the person with dementia and their carer, and they should ensure that this is shared with relevant professionals that will be involved in onward care in order to facilitate more person-centred care. Advance Care Plans should be shared with relevant professionals.


The person with dementia should be supported to prepare for discharge and the inpatient team should work closely with any unpaid or paid carers. For people being discharged to a care home, the inpatient team should consider whether it would benefit the person to visit the care home beforehand, accompanied by a staff member or carer or carers who know their needs and history. It may be more appropriate for some people with severe physical or cognitive symptoms to receive information about the proposed place of discharge through visual aids, discussion and so on. The time and day of discharge should be taken into account. For example, some people with advanced dementia may find it disorientating and distressing to be discharged in the evening due to a lack of daylight and lack of ability to coordinate with family. If the person is being discharged home, any housing and environmental needs should be considered, for example any adaptations needed, or assistive technology that needs to be installed.


If there are changes to discharge arrangements, for example a change in the person’s discharge destination, the person must be involved in this decision (and a LPA attorney or deputy if they have been appointed) and recorded in the person’s notes.


People admitted to mental health forensic inpatient units


This guidance applies to NHS mental health forensic inpatient settings including low secure, medium secure and high secure inpatient care. Children under 18 may be placed in a low or medium secure forensic hospitals, and adults may be placed in low, medium or high secure hospitals. All of the principles set out in the section ‘Principles for how NHS bodies and local authorities should work together’ apply for adults and children being discharged from secure settings, as far as they can reasonably be applied.


Everyone admitted to secure units will be detained or transferred under the Mental Health Act 1983. Some adults and children may be restricted patients and therefore subject to special controls by the Justice Secretary (see Mentally disordered offenders: The Restricted Patient System 2017 for restricted patients). Restricted patients include those adults and children transferred from the secure and detained estates under section 47 or 48 of the MHA, with restriction under section 49, those subject to a section 45A (also referred to as a hybrid order) or those who were diverted direct from court and detained under section 37 of the Act with restrictions under section 41.


Restricted patients that have transferred from the secure and detained estates may return to custody through a process of remission or could be discharged into the community from hospital, depending on the circumstances of the case. Regular and early liaison with the Mental Health Casework Section (MHCS) who are delegated to act on behalf of the Justice Secretary, will be an essential part of discharge planning for all restricted patients.


For individuals detained under immigration powers who are transferred under section 48 of the Mental Health Act 1981, the Home Office must be involved in discharge planning. Section 53 of the Mental Health Act 1983 sets out the process by which the Secretary of State (for Justice) may, by warrant, approve remission for immigration-detained individuals transferred under section 48. The decision as to whether the individual will be remitted to an immigration removal centre (IRC) or be released into the community on immigration bail will be taken by the Home Office.


Liaison with the prison service and IRC estate will also be necessary in some cases. In addition, it is likely that other professionals will need to be involved in the future management of this cohort of cases, including through multi agency public protection arrangements, more commonly known as MAPPAs. For those under 18, there may need to be liaison with a secure children’s home or young offender’s institute, as well as community forensic child and adolescent mental health services.


Other adults and children may be admitted to hospital under section 37 (a hospital order) without restrictions under section 41, section 38 (interim hospital order) or under civil sections such as section 3 of the Mental Health Act 1983. For these people, liaison with the Ministry of Justice or the secure and detained estate will not be a part of the discharge planning process, although there are specific considerations that may apply for adults and children on civil sections in secure settings. For example, even though significant risk concerns may equally apply to people placed in non-forensic inpatient units, people in a forensic setting may be more likely to have a significant risk history. A multi-disciplinary approach to risk assessment and management is therefore important. This should form part of discharge planning conversations including those involved in onward care. People subject to section 37 may also be subject to MAPPAs which should be a key consideration in regard to discharge planning.


All people in secure services should be fully involved in the discharge process and their wishes and choices should be respected and explored, even if in some cases the discharge destination may go against their wishes (for example, remission to secure and detained estates or to a particular approved address may need to happen in some cases which may not be in line with the adult or child’s wishes).


For adults and children in secure settings, family and carer involvement throughout the discharge process, with the adult or child’s consent, and involvement of independent mental health advocates, plays an important role in effective discharge planning. Victims will also need to be considered for both restricted and unrestricted cases because of the potential effects of any post discharge victim related conditions.


Section 117 of the Mental Health Act requires commissioners and local authorities to provide or arrange for the provision of aftercare to adults of children detained in hospital for treatment under section 3, 37, 45A, or transferred under section 47 or 48 of the Act who then leave hospital. As many adults and children admitted to secure settings will be eligible, it is particularly important that section 117 discharge meetings take place ahead of the discharge date.


The care and treatment pathway for most restricted patients will include gradual access to the community as part of their rehabilitation, and this may form an important part of the transition towards discharge. However, decisions regarding section 17 leave can only be made with the consent of the Justice Secretary, delegated to the Mental Health Casework Section (MHCS). Requests for community leave are considered on application from the Responsible Clinician. See the guidance Request leave for restricted patients. Both the Mental Health Tribunal and the Justice Secretary, have the power to discharge a restricted patient either conditionally or absolutely. For individuals who are immigration detained and transferred under section 48 of the Mental Health Act 1983, the Home Office must be involved in decisions in relation to section 17 leave.


Discharge is usually subject to conditions (conditional discharge) and there must be appropriate supervisory and risk management plans in place. In the community a Social Supervisor and Community Responsible Clinician must be appointed, in advance, to supervise the person and submit quarterly statutory reports to the MHCS. Restricted patients may be recalled to hospital if they are considered to be posing a risk to themselves, or others, or require further mental health treatment. They can also agree to an informal admission. In such cases the MHCS should be kept updated. For individuals detained under immigration powers the Home Office must also be kept informed.


Although people admitted to secure wards may be more likely to experience longer inpatient stays, this should not always be assumed, and it is important that discharge planning starts at the point of admission as set out in the section ‘Principles for how NHS bodies and local authorities should work together’, due to the likelihood of need for specialist support following discharge. This means that there is adequate time for the appropriate support to be arranged, which could include:


· specialist supported accommodation


· funded care package following a Care Act assessment


· support from a specialist forensic community health team and/or liaison with secure and detained estates


Commissioners of health and social care should consider the needs of adults and children being discharged from secure settings in the commissioning of local services, so that appropriate accommodation and support is available locally, dependant on need.


People experiencing, or at risk of, homelessness


A person is homeless if they do not have accommodation that they have a legal right to occupy, which is accessible and physically available to them (and their household) and which it would be reasonable for them to continue to live in. Homelessness does not just refer to people who are sleeping rough; it also includes those living in insecure or inadequate housing.


People who are homeless or at risk of homelessness, including rough sleeping, should be identified on admission to hospital. Hospitals have a duty to refer people who they think might be homeless, or at risk of becoming homeless within 56 days of admission. With the person’s consent, the person should be referred by the inpatient team to the relevant local authority homelessness or housing options teams as early as possible during their stay, under the requirements of the Homelessness Reduction Act 2017. Commissioners of health, social care and housing services should consider the needs of people experiencing homelessness being discharged from mental health hospitals, including the commissioning of appropriate accommodation and support upon discharge. This might include specialist intermediate care and step-down services while longer-term care is being planned, specialist supported accommodation, and/or wraparound or ‘settle-in’ care in the community following discharge.


NICE guidance on integrated health and social care for people experiencing homelessness (2022) sets out core principles on how to approach care and support for people experiencing homelessness, including rough sleeping. The guidelines focus on delivering integrated, person-centred, empathetic, trauma-informed care in psychologically informed environments. Delivery of care is recommended through specialist homelessness multi-disciplinary teams, and through homelessness leads in mainstream services working together to understand and meet the needs of people experiencing homelessness. Effective support to access and engage with services should recognise and respond to people’s previous traumatic experiences and use evidence-based approaches including outreach.


People with co-occurring mental health and drug and alcohol conditions


Where inpatients have co-occurring mental health and drug or alcohol conditions, the local drug and alcohol treatment provider should be involved in or consulted on their treatment and care as well as involved in post-discharge care plans where appropriate. It is important that pharmacological treatment of drug/alcohol use disorders is effectively implemented during the inpatient stay, including opiate substitution therapy or drug/alcohol managed withdrawal. Mental health services should refer to Drug misuse and dependence: UK guidelines on clinical management (2017) for guidance on delivering such treatment and actively engage with the community drug/alcohol treatment service for relevant patient treatment information. There should be an ‘everyone’s job’ and ‘no wrong door’ approach taken by both mental health and drug and alcohol treatment services for people with a co-occurring need, including policies and pathways in place in line with Better care for people with co-occurring mental health and alcohol/drug use conditions, (2017).


The NICE National Guideline 58 on co-existing severe mental illness and substance misuse (2016) recommends that (upon discharge from inpatient settings) mental health services in the community lead the care for these people, with support as needed for specific drug/alcohol treatment interventions, for example opiate substitution therapy. For children and young people with a co-occurring mental health and drug/alcohol conditions, they would normally be cared for by a community mental health team for children and young people and a local authority children’s social care team where appropriate. Where specialist services are in place in the local area, there should be joint work with local children and young people’s drug/alcohol providers.


Where the patient is a child and there are concerns about co-occurring mental health and drug/alcohol conditions, consideration should be given to a referral to the local authority Children’s Social Care team for an assessment under the Children Act 1989. This should be discussed in advance with those with parental responsibility in most cases, unless there are safeguarding concerns and/or the child is considered to have competence and has objected to them being informed. There may be associated risks that the child has been exploited and any concerns in this regard should also be referred to the local authority. Appropriate services should be planned as part of the discharge process.


A person with no recourse to public funds


People receiving compulsory treatment under a court order, or who are liable to be detained in an NHS-funded hospital or deprived of their liberty in a hospital (for example, under the Mental Health Act 1983 or the Mental Capacity Act 2005) are exempt from charge for all treatment provided, in accordance with the court order, or for the duration of their detention. See guidance on NHS Cost Recovery-overseas visitors which includes information on exemptions.


Section 117 aftercare services should be provided irrespective of the person’s immigration status, including someone who may be subject to the no recourse to public funds condition. People are eligible for aftercare services if they were admitted to hospital under the following provisions of the Mental Health Act 1983:


· section 3 (detained in hospital for treatment)


· a hospital order made under section 37 or 45A (ordered to go to hospital by a court)


· section 47 or 48 (transferred from prison or immigration detention to hospital for treatment)


The legal right to a personal health budget under section 117 also applies. If a person with no recourse to public funds is being discharged from hospital and is homeless but does not require accommodation for the purpose of reducing the risk of hospital readmission, then social services must undertake a needs assessment to establish whether accommodation can be provided under the Care Act 2014. If an adult has been detained or transferred under the Mental Health Act 1983, accommodation may be available to them as part of their section 117 Mental Health Act aftercare package. Social services support is not classed as a public fund and so people with no recourse to public funds are eligible to access support from social services.


For individuals on immigration bail, the Home Office must also be involved in any arrangements made for provision of section 117 aftercare support under the Mental Health Act 1983. Any immigration bail conditions the individual may be subject to, including the restriction on a place of residence, must be considered when arranging section 117 support. Any other support provided to the individual, such as asylum or schedule 10 support, must also be factored in when arranging section 117 support.


Where the patient is a child and lives with a family without recourse to public funds, a referral should be made to the local authority Children’s Social Care service for an assessment under the Children Act 1989. This would not apply to an Unaccompanied Asylum-Seeking child, who will be looked-after by their local authority.


Roles and responsibilities in the discharge process


This section sets out the responsibilities for NHS organisations and local authorities in the discharge process. This includes commissioners of services, NHS trusts and local authorities.


Commissioners of health and social care services


These commissioners should:


· ensure there is clear agreement around which of them is to be responsible for paying for the person’s care or, if the NHS body and the local authority are to share the costs, the proportion in which they will do so. This should include responsibility for paying for any additional care that may need to be put into place, for example if the person is in crisis or at risk of re-admission to hospital. This includes the use of pooled funding arrangements, Continuing Health Care arrangements and section 117 aftercare. See Annex B for national guidance on how budgets and responsibilities should be shared to pay for section 117 aftercare (Mental Health Act 1983). Commissioners should also ensure eligible people have access to a personal budget


· work in partnership to plan and commission sufficient provision to meet the needs of the population, commissioning specialised mental health, learning disability and autism services, including for children and young people and for those with multiple and complex needs. This must include working with the relevant NHS-Led mental health learning disability and autism Provider Collaboratives


· work in partnership to co-ordinate local financial flows for post-discharge care and support, including monitoring all local spend and co-ordinating local funding arrangements


· ensure local systems have an identified executive lead to provide strategic oversight of mental health discharges, ensuring that appropriate procedures - including escalation processes - are in place and being followed and that there are no avoidable delays to discharge





NHS trusts providing mental health inpatient services


For more information around responsibilities in acute inpatient services for adults, see guidance on Acute inpatient mental health care for adults and older adults.


Hospital clinical and managerial leadership teams


These teams should:


· ensure that people and their chosen carers (including those with parental responsibility for children and young people) are the centre of discharge planning and are actively involved throughout the process, with appropriate input from relevant professionals and services involved in their ongoing care


· work with individuals and their chosen carers to inform care plans and discharge planning, including undertaking risk assessments. Other relevant professionals should be involved, and joint assessments should take place where appropriate, for example with other members of the inpatient multi-disciplinary team, community mental health team or local authority adult/children’s social care team


· arrange dedicated staff to support and facilitate hospital discharge. This should include making arrangements to ensure there is transport for people to return home from hospital, making links with the relevant team to ensure that they have put in place arrangements for follow-up within 72 hours of discharge (this may be sooner, depending on clinical risk) from a crisis or community-based mental health team, and ensuring people have full information about the next steps of their care and receive an individualised care and support plan detailing post-discharge support


· ensure that required medication and essential equipment are provided at the point of discharge, and that information about this is provided to onward care providers, the individual and, where appropriate, their family and chosen carer or carers


· identify people at risk of delayed discharge and ensure this is escalated according to local protocols, so an assessment can take place if required


· identify carer or carers, including young carers and other children within the family unit, who may be in need of information and/or support on admission, and make sure this is recorded on electronic records


· identify any looked-after children or any children who may be at risk of becoming a looked-after child, and work closely with the local authority in discharge planning


· identify people experiencing or at risk of homelessness on admission, and with the person’s consent, make a referral to the relevant local authority as early as possible during their stay


· maintain timely and high-quality transfer of information (including discharge plans and care and treatment plans where appropriate) to primary care and/or community mental health teams (CMHTs), crisis resolution and home treatment teams (CRHTTs), and all other relevant health and care professionals


· maintain provision for senior clinical staff to be available to support ward and discharge staff with appropriate risk-management and clinical advice arrangements


· engage with commissioning bodies and regional colleagues to support clinical and medical leaders in implementing discharge processes


· closely monitor hospital discharge performance data to ensure discharge arrangements are operating effectively and safely across the system





Local authorities


All local authorities should:


· take the lead on local care market shaping, including contracting responsibilities, as outlined in the Care Act, and ensure the right support is in place for looked-after children and those at risk of becoming a looked-after child upon discharge in line with duties under Children Act 1989 (see Statutory guidance on securing sufficient accommodation and access to services for looked-after children)


· work with CQC and other regulators to ensure safeguarding and quality of care, advising NHS colleagues where action is needed to ensure safe discharge arrangements are in place


· engage local housing authority services to provide housing and homelessness support and advice for people requiring housing assistance or individuals experiencing or at risk of homelessness on discharge from hospital


· agree a single lead local authority point of contact arrangement so that each NHS trust and foundation trust has a single point to approach when co-ordinating the discharge of all people, including mental health discharges


· work with partners to co-ordinate activity with local and national voluntary sector organisations to provide services to people requiring support around discharge from hospital and subsequent recovery


· carry out an assessment upon the request or appearance of the needs of unpaid carers, and this assessment must consider whether the caring duties are appropriate or excessive. This is also applicable to young carers and parent carers. For young carers, this assessment must consider whether it is appropriate or excessive for the young carer to provide care


· ensure that children have continued access to education while in hospital (under the Education Act 1996)


Local authority adult social care teams


These teams should:


· make provision for Care Act assessments of need, financial assessments and longer-term care planning to take place following discharge. They should pay for services to meet assessed need


· ensure social work professionals can contribute to hospital based multi-disciplinary discussions and decision making occurring before discharge


· continue to conduct safeguarding activities throughout the discharge process where necessary


· provide capacity to review care provision and change if necessary in line with the person’s wishes, good practice and legal responsibilities


· assess whether an unpaid carer has support needs (or is likely to do so in the future) and, if the carer does, what those needs are (or are likely to be in the future). For adult unpaid carers, a statutory carers assessment must be offered under the Care Act 2014


· work with NHS bodies to ensure appropriate data collection and ensure its use supports the best outcomes for individuals and the local population


· work with children’s social care teams to ensure a whole-family approach is being adopted where a child is caring for an adult


Local authority children’s social care teams


These teams should:


· ensure children’s social workers and other relevant professionals can contribute to hospital based multi-disciplinary discussions and decision making occurring before discharge. For autistic children and those with a learning disability, this should include engaging with community C(E)TRs and inpatient C(E)TRs


· undertake assessments of the needs of children and young people in line with duties under the Children Act 1989 to ensure appropriate accommodation and support is in place post-discharge[footnote 5]. This includes ensuring support is in place for looked-after children or children and young people who are at risk of becoming looked-after children


· raise any safeguarding concerns regarding any child or young person they come into contact with, in line with statutory duties


· provide capacity to review care provision and amend this to reflect the child or young person’s circumstances where necessary, at an appropriate point in line with good practice and legal responsibilities


Local authority housing teams


These teams should:


· work in partnership to help ensure people’s housing needs are assessed and that they can be discharged into suitable accommodation on discharge. This includes cases where adaptations are required to a person’s home


· in partnership with the local authority with social care responsibility, carry out an assessment to provide adaptations for eligible older and disabled people, in line with statutory duties under the Care Act 2014


· local authority housing benefit teams should work closely with health and social care commissioners to advise on the rent element of any future identified housing arrangements. This is due to their responsibilities for administering Housing Benefit and determining whether accommodation meets the criteria for ‘specified’ accommodation (including ‘exempt’ accommodation) - and therefore whether Housing Benefit can be paid to cover housing costs


· fast track adaptations to help facilitate hospital discharge where appropriate. This includes for people with a mental health condition, who are autistic, have a learning disability or cognitive impairment, like dementia


· provide support for a person who is homeless under the requirements of the Homelessness Reduction Act 2017


· support people to keep their homes when they go into hospital, for example with accessing housing benefit. In addition to local authority housing teams, it is also important that housing providers are fully engaged in discharge planning arrangements - whether to help plan people’s future housing arrangements, or to support them (as their landlord) to maintain their current home (their tenancy), if possible


Further information on existing legal duties on health and social care bodies


Many people admitted to a mental health inpatient unit are admitted on a voluntary basis. Other people may be detained or transferred under the Mental Health Act 1983 involuntarily if they are assessed to meet criteria under the MHA. There is statutory guidance Code of Practice: Mental Health Act 1983 which outlines how functions under the Act should be carried out. This includes the 5 principles that underpin this:


· least restrictive option and maximising independence


· empowerment and involvement


· respect and dignity


· purpose and effectiveness


· efficiency and equity


The Code of Practice also sets out how people should be informed of their rights under the Mental Health Act 1983, including their right to an Independent Mental Health Advocate and how relatives and carers should be involved. The guidance also sets out people’s right to leave from the hospital (‘section 17 leave’), with authorisation from a doctor or clinician. In case of restricted patients, agreement of the Secretary of State for Justice may be required before leave can be agreed.


People who are detained in hospital for treatment under section 3 of the Mental Health Act, or are unrestricted Part 3 patients (patients concerned in criminal proceedings or under sentence), may be considered for a CTO on discharge from hospital. Although people do not have to give formal consent to this, people should be involved in discharge planning as much as possible, including decisions about CTOs, and they should be provided with information regarding CTOs.


Section 117 of the Mental Health Act requires commissioners and local authorities, in co-operation with voluntary agencies, to provide or arrange for the provision of aftercare to people detained in or transferred to hospital for treatment under sections 3, 37, 45A, 47 or 48 of the Act. This includes people granted leave of absence under section 17 and people going on CTOs or who are conditionally discharged. It applies to people of all ages, including children and young people. This can be used to pay for health, social care, supported accommodation and other services to maintain a person’s mental wellbeing. Guidance on how budgets and responsibilities should be shared to pay for section 117 aftercare is included in Annex B. Similarly, Ofsted is responsible under the Care Standards Act 2000 (CSA 2000) for regulating establishments and agencies that provide children’s social care services. ICBs and other relevant bodies have a duty to ensure that eligible groups of people benefit from the legal right to have a personal health budget or personal wheelchair budget. For more information see guidance on the legal rights to have personal health budgets and personal wheelchair budgets.


The Care Act 2014 sets out a single route to establishing an entitlement to care and support for adults with eligible needs for care and support, and the entitlement to support for unpaid carers. The Act is also clear about the steps that local authorities must follow to work out this entitlement, and to help people understand the process. This includes a duty to assess and meet people’s eligible care needs in relevant circumstances and to conduct a financial assessment where necessary.


Section 2 of the 2014 Act and section 3 of the 2014 Act require local authorities to take steps to prevent, reduce or delay needs for care and support for local people, with a view to ensuring integration of care and support services with health provision, including the provision of housing. Section 2 requires local authorities to have regard to identifying unpaid carers with needs for support that are not being met.


The Health and Care Act 2022 revoked Schedule 3 to the Care Act 2014, which required long-term health and care needs assessments to take place before discharge from hospital. The Health and Care Act 2022 also provides the Secretary of State for Health and Social Care the power to issue guidance on the duty to cooperate (as between NHS bodies and local authorities) by way of an amendment to section 72 of the NHS Act 2006 and amends section 74 of the Care Act 2014 to introduce a new duty on relevant NHS trusts to involve people and unpaid carers early in discharge planning where it is appropriate to do so.


NHS bodies and local authorities should take into account any existing duties under the Children Act 1989, Children Act 2004 and the Children and Families Act 2014.


Children Act 1989 places a general duty on local authorities to promote and safeguard the welfare of children in need in their area by providing a range of services appropriate to those children’s needs. Section 31 of the Act sets out the circumstances under which a court may make an order placing a child in the care of the local authority (a care order). The Act also sets out the functions of local authorities in relation to looked-after children, including a duty under section 22(3) to safeguard and promote the welfare of children in their care.


Children Act 2004 places a duty on local authorities in England to make arrangements to promote co-operation with key partners and local agencies, with a view to improving the well-being of children in the authority’s area. The Act also places a duty on a range of agencies, including local authorities, the police and health services, to ensure that they consider the need to safeguard and promote the welfare of children when carrying out their functions. The statutory guidance, ‘Working Together to Safeguard Children’, sets out how individuals and organisations should work together to safeguard and promote the welfare of children and young people in accordance with the relevant legislation


Part 3 of the Children and Families Act 2014 includes provisions to support the physical, mental health and emotional wellbeing of children and young people with special educational needs or disabilities, including the requirement for Education, Health and Social Care services to work together to meet the needs of children and young people with SEND. Part 5 sets out the support that must be provided for young carers and parent carers. According to the Act, young carers should be offered the appropriate support that avoids excessive or inappropriate caring. For both parent carers and young carers, local authorities must carry out an assessment upon the request or appearance of need.


NHS England and ICBs must comply with their duties in relation to NHS continuing healthcare (CHC) and NHS-Funded Nursing Care (FNC), as set out in the National Health Service Commissioning Board and Clinical Commissioning Groups (Responsibilities and Standing Rules) Regulations 2012, while having regard to the National Framework for NHS continuing healthcare and NHS-funded Nursing Care.


The Care Quality Commission (CQC) monitor, inspect and regulate services to make sure they meet fundamental standards of quality and safety. The fundamental standards set in law provide a clear baseline below which care must not fall, and the CQC will be able to take enforcement action against providers that do not meet these standards. Health and social care providers must meet the requirements set out in the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014. Regulation 9 states that the care and treatment of people using services must be appropriate, meet their needs and reflect their preferences. Regulation 12 states that care and treatment must be provided in a safe way. To comply with this regulation, care providers must, among other things, assess the risk to people’s health and safety of receiving any care or treatment.


Care Quality Commission (CQC) guidance for providers on meeting the 2014 Regulations states that providers must carry out, collaboratively with the relevant person, an assessment of the needs and preferences of the person needing care and support. Assessments should be reviewed regularly and whenever needed throughout the person’s care and treatment. This includes when they transfer between services, use respite care or are re-admitted or discharged. Reviews should make sure that people’s goals or plans are being met and are still relevant, as specified in Regulation 9: Person-centred care - Care Quality Commission.


The Health and Care Act 2022 inserted a new section 46B to the Health and Social Care Act 2008 which sets out new powers for the CQC to assess ICSs as well as to assess how local authorities deliver their Care Act duties. CQC will be assessing ICSs against their core purpose, to tackle inequalities, including health inequalities and improve outcomes for people, as well as against the themes of leadership, integration and quality and safety set out in the Health and Care Act 2022. In this context, ICS is defined as the ICB, its partner local authorities and registered service providers in the ICB area. For local authorities, CQC will be assessing aspects of commissioning and market shaping, in particular how the care and support needs of people and communities are understood and whether there is a varied and resilient provider market with sufficient capacity to meet demand now and in future. CQC will also assess how local authorities work towards integrating care and support services with those provided by partner agencies to achieve better outcomes for people who need care and support and to reduce inequalities.


NHS bodies also have a duty to refer a person who is homeless, or may be threatened with homelessness, to local authority homelessness and housing options teams under the requirements of the Homelessness Reduction Act 2017.


Escalating concerns about care


Local health and social care systems should have effective mechanisms for people to raise concerns about care and support that are clearly communicated to people using services, their families, their carers and advocates, and service providers. These should clearly set out who is responsible for what and at which step of the process they should be engaged.


Concerns should be escalated via the locally agreed escalation mechanism, overseen by the identified ICB Discharge Executive Lead. Local areas will have flexibility over how this is implemented locally, but they should ensure mechanisms are agreed with all partners, and that there is a clearly identified responsible person at each stage of the discharge process. Escalation mechanisms should be co-designed with people, including carers, who have experience of escalating issues in the past to ensure they work. How to escalate concerns should be included in the discharge information.


Where a complaint needs to be raised against an NHS body, it should be made to them directly in the first instance. This can be done through the relevant body’s complaints department, or its Patient Advice and Liaison Service (PALS). PALS can also provide information about the NHS complaints procedure, including how to get independent help if needed. Where a complaint needs to be made by an individual or provider this should be raised directly with the NHS body providing the service in the first instance. A complaint can also be raised with the commissioner of the service. Where this does not yield satisfactory results, the complaint can be raised through the Parliamentary and Health Service Ombudsman.


Where a complaint needs to be raised against a local authority or care provider, it should be made to them in the first instance. If this does not yield satisfactory results, or the complaint is not answered within a reasonable time, a complaint can be raised through the Local Government and Social Care Ombudsman.


Individuals can also provide information to local Healthwatch organisations and the CQC, which may carry out a range of actions including inspecting the relevant body if it has the powers to do so. While CQC is not able to take forward individual complaints, all the information it receives about the quality of care that people experience is invaluable to its understanding about quality and risk and where it should be focusing its regulatory efforts.


Implementation of this guidance


NHS bodies and local authorities in England have a statutory duty to have regard to this guidance.





Many organisations were consulted during the development of this guidance, including NHS trusts, ICBs, local authorities, voluntary sector organisations as well as people with personal experience and their chosen carers. We will continue to engage with key stakeholders to understand the impact of this guidance and make updates where necessary.


Annex A: further information on mental capacity considerations


According to the Mental Capacity Act (MCA) 2005, which applies to people aged 16 and over, mental capacity is decision and time specific, and assessments should not be an indication of an individual’s ability to make decisions generally. If there is a reason to doubt that a person has the capacity to make relevant decisions about their discharge arrangements at the time the decisions need to be made, a capacity assessment should be carried out as part of the discharge planning process. Mental capacity to make a certain decision where appropriate should be reviewed regularly as this can change. MCA principles should be taken into account:


· a person aged 16 or above should be assumed to have capacity in relation to a particular decision in relation to discharge, unless it is established that they lack capacity


· mental capacity is decision and time specific, and an assessment that a person lacks the relevant capacity about a particular decision should not be made about a person’s ability to make decisions generally


· assumptions should not be made about a person’s capacity based solely on their mental health condition, whether they have a learning disability or autism, their drug or alcohol use or a dementia diagnosis or anything else


· a lack of capacity should not be assumed due to a person being detained or transferred under the Mental Health Act 1983 or due to previous mental capacity assessments relating to other decisions


· in line with the third principle of the MCA, a person should not be treated as unable to make a decision merely because they make an ‘unwise’ decision


· in line with the second principle of the Mental Capacity Act, a person should not be treated as unable to make decisions unless all practicable steps have been taken to support them to do so without success. If the person is assessed to lack the mental capacity to make a relevant decision about discharge, a ‘best interests’ decision must be made in line with section 4 of the Mental Capacity Act. More information on mental capacity considerations is provided in section 3


The Mental Capacity Act 2005 applies to people aged 16 or over. However if a child who is below the age of 16 is considered ‘Gillick competent’, they may be able to make decisions around their discharge planning. Staff should therefore consider whether a child is ‘Gillick competent’ in relation to relevant decisions around discharge. For children who are not considered ‘Gillick competent’ or for young people aged 16 or 17 who lack capacity to make decisions in relation to discharge, someone with parental responsibility should consent to decisions on their behalf where practitioners are satisfied that it is appropriate to rely on parental consent. For 16- and 17-year-olds, a best interests decision may be needed under the MCA.


In certain circumstances during discharge planning, health and care providers might determine that someone is, or will be, ‘deprived of their liberty’, as a result of the proposed arrangements for their care and treatment. In these circumstances, decision makers must comply with the legal requirements regarding the person’s right to liberty (Article 5 of the European Convention on Human Rights (ECHR)). For adults residing or who will be residing in a care home or hospital, this would usually be provided by the Deprivation of Liberty Safeguards (DoLS). This includes a requirement to carry out a capacity assessment before a decision about discharge to a care home is made, if there is proper reason to consider the person lacks the capacity to decide whether or not to be accommodated at the care home for the purpose of being given the relevant care or treatment, and the arrangements may amount to a deprivation of liberty. For children under 18 this may be through a section 20 (shared care order) or section 47 (full care order) of the Children Act (1989).


Any decision by the decision maker must be taken specifically for each person and not for groups of people. The starting point should always be to consider whether the restrictions can be minimised or removed, so that the person will not be deprived of their liberty.


In some cases, it may be appropriate for an independent advocate to support an individual during the discharge planning process, and this may be a legal requirement under the MCA. Referrals to independent advocacy services should be made as soon as discharge planning begins and ideally upon admission, or where there is a legal duty to provide an IMCA as soon as the legal criteria applies. If there is a deputy or attorney with authority to make relevant decisions about discharge, then that individual is the best interests decision maker for the purposes of the MCA. In addition to support from an advocate, it may be appropriate for individuals to seek legal advice and support.


Annex B: national guidance on how budgets and responsibilities should be shared to pay for section 117 aftercare (Mental Health Act 1983)


Introduction


This guidance has been issued following the recommendation of the Independent Review of the Mental Health Act 1983 that there should be guidance ‘on how budgets and responsibilities should be shared to pay for section 117 aftercare’. This guidance is for England only and applicable across all ages to include section 117 responsibilities for children and young people (CYP) and adults.


There are a range of different care and support arrangements outside of inpatient settings with access and entitlements covered by a variety of legal frameworks, funding streams and responsible bodies. Aftercare under section 117 applies to a specific group of people who have been discharged from an inpatient episode following a compulsory period of treatment for their mental disorder and who need aftercare services to reduce the risk of re-admission.


Section 117 is an enforceable freestanding duty placed on both local social services authorities and NHS commissioners to provide non-chargeable aftercare services to eligible people as defined in the MHA legislation. While decision-making responsibility for funding will typically sit with senior commissioning managers in both NHS and local authority organisations, it is also important to recognise that the care planning, review and application for section 117 funding resource is often undertaken by health and social care practitioners.


This document provides guidance to clarify:


· the application of the Mental Health Act (MHA) and the Code of Practice guiding principles to the shared responsibility of managing budgets and responsibilities under section 117 aftercare


· the need for greater consistency and transparency to the shared decision making and joint arrangements operated by local authority social services (LSSAs) and NHS commissioners in regard to shared section 117 budget planning and management


· that people who are entitled to section 117 aftercare are expected to be central to decision making about their own aftercare


· that personalised care and support planning will ensure that what matters to the person and their family, carers, networks is intrinsic to any aftercare plans which are agreed


The care and support statutory guidance places a duty on local authorities to commission or provide mental health aftercare for the area in which the person concerned was ordinarily resident immediately before they were detained or transferred under the 1983 Act, even if the person becomes ordinarily resident in another area after leaving hospital.


Note that the ICB which is responsible for commissioning and paying for the NHS element of an individual’s section 117 aftercare must always be determined in accordance with the ‘Who Pays?’ rules published by NHS England. Who Pays? contains a detailed section (paragraph 18) dealing with determining NHS responsibility for detention and aftercare under the Mental Health Act.


In the White Paper, Health and social care integration: joining up care for people, places and populations, great emphasis is placed on the essential role of leaders for bringing partners together to deliver outcomes that really matter to people and populations. The joint section 117 duty provides a good opportunity for integrated working where local leaders are responsible for delivering the right outcomes and value for money, tackling health disparities, and for how well they have brought together the relevant partners to do so.


Great effort and persistence is required by local leaders to ensure that organisational financial arrangements and system complexity do not cause obstacles in the delivery of section 117 aftercare to people in need of services. Success is dependent on trusted relationships between partners, open channels of communication, and defining outcomes that matter with the recipients of aftercare arrangements. The section 117 financial arrangements should not be a barrier to the development of fully integrated, flexible and responsive aftercare planning.


Section 117 aftercare


Aftercare services are defined within the Mental Health Act 1983 as those “meeting a need arising from or related to the person’s mental disorder” and “reducing the risk of a deterioration of the person’s mental condition (and, accordingly, reducing the risk of the person requiring admission to a hospital again for treatment for mental disorder)”. Section 117 applies to people who have been detained or transferred under sections 3, 37, 45A, 47 or 48 and have been discharged from hospital and who then cease to be detained or transferred under the Mental Health Act 1983. This includes people with a learning disability and autistic people.


Section 47 National Health Service and Community Care Act 1990 provides the legal framework for local authorities to carry out an assessment of aftercare needs and considering whether those needs call for the provision of services. This is a distinct legal duty from that laid out in section 9 of the Care Act 2014, which must be carried out by a local authority if an adult appears to have needs for care and support.


Current guidance states that integrated commissioning boards (ICBs) and local authorities should interpret the definition of aftercare services broadly. As such, aftercare services could include:


· health care


· social care


· employment services


· supported accommodation


· services to meet the person’s wider social, cultural and spiritual needs (previously case law suggested that helping a previous inpatient with problems of family relationships could be an aftercare service, however the meeting of social, cultural and spiritual needs is much broader)


· services that support a person in regaining or enhancing their skills, or learning new skills, in order to cope with life outside the hospital


Key principles for people subject to aftercare


The implementation of this guidance should be informed by the 5 overarching principles laid out within the MHA Code of Practice emphasising each person as an individual within the context of their family needing hope, agency and opportunity to aid their recovery. These are:


· the least restrictive option and maximising independence


· empowerment and involvement


· respect and dignity


· purpose and effectiveness


· efficiency and equity


Least restrictive option and maximising independence


Aftercare services are arranged for people to receive care and support once they leave hospital. Section 117 does not provide legal authority, by itself, to restrict or deprive the liberty of a person. Additional legal authority is necessary.


Empowerment and involvement


People should be enabled to exercise choice and control when developing a personalised care and support plan that details their aftercare arrangements. Services should prepare and support individuals to co-produce personalised care plans taking account of their need to sometimes take positive risks and build opportunities for independent living. Access to section 117 information should be promoted across a variety of communication formats (for example ‘easy read’) and people should be supported to understand their entitlement to section 117 aftercare while they remain subject to the Act.


Respect and dignity


Aftercare ‘needs’ should initially be identified under section 47 of the National Health Service and Community Care Act 1990 and support must be provided and commissioned in a manner that:


· respects and acknowledges the person’s qualities, strengths, abilities, knowledge and past experience


· in particular, respects and acknowledges a person’s individual diversity including any protected characteristics under the Equality Act 2010


Aftercare planning and review should be framed within the context of supporting an individual’s recovery and promoting their strengths. People receiving section 117 aftercare should not be institutionalised within this legal definition. Rather, people should be supported, enabled, and empowered using a strengths-based approach to move to independence and discharge from section 117 wherever possible


Purpose and effectiveness


Local authorities and NHS commissioners should co-ordinate local funding arrangements which are designed to support people with achieving the outcomes laid out within their section 117 discharge plans and to minimise the likelihood of someone experiencing a relapse in their mental health, which may lead to the necessity for re-admission. Aftercare plans should be focused on supporting people to cope with life outside of the hospital setting with the opportunity for review. In the event that a person is in receipt of a funded package of care, assurance should be in place to ensure that provision remains relevant, proportionate and cost effective.


Efficiency and equity


Funding decisions must be conducted in a timely manner prioritising and promoting the least restrictive approach while promoting the strengths of the individual. No assessment, care or support arrangements should be refused or delayed because of uncertainty or ambiguity as to which public authority is responsible for funding an individual’s health and/or care provision.


Organisational assurance


All local social service authorities and NHS commissioning organisations must share a responsibility for making section 117 funding decisions for people entitled to aftercare within a robust quality assurance framework. This should demonstrate effective transparency and accountability when delivering this joint duty and avoid the risk of duplication, delayed transitions, inefficiency and poor experience of the person in receipt of care and support.


The Mental Health Act Code of Practice (2015) at paragraph 33.7 states that local authorities and ICBs (relevant health bodies) should maintain a record of people for whom they provide or commission aftercare for, and what aftercare services are provided. Both local social service authorities and NHS commissioners, working alongside NHS provider organisations should maintain joint section 117 single records of people (including children and young people) who are entitled to section 117 aftercare, making reference to funding decisions and relevant supporting information. This should ensure information remains up to date and under regular review offering a reliable chronology in relation to organisational responsibilities. Joint single records should conform to up-to-date multi-agency information, sharing agreements and data protection legislation. Funding arrangements, processes and supporting information should be clearly detailed within individual records for the purposes of sharing with people in receipt of section 117 services and to professionals who are required to apply them.


NHS and local authority partners should agree a lead officer in each respective organisation to share management and maintenance responsibilities of the joint single section 117 records which should be monitored and updated on a regular basis for the purpose of accuracy and assurance.


The process underpinning section 117 joint funding and decision making should be clearly and transparently laid out in locally agreed policies that are jointly agreed across both NHS and local authority partners. This will include the need to ensure that:


· a personalised approach is actively supported


· funding application details are simple to follow


· robust and timely decision-making processes are in place


· monitoring and review arrangements are clear and audited to ensure they are happening


· roles and responsibilities of partners and dispute management protocols are easy to follow, transparent and timely


· funding decisions are recorded accurately with accompanying detailed narrative providing evidence to illustrate the historical chronology of care provision resourced under the section 117 duty


Information about section 117 arrangements should be available to service users in accessible language and communications with reference to how it might be available to people. People who become eligible for section 117 should be automatically informed and provided with detail of their entitlement to non-chargeable aftercare and reminded of this on review. See the appendix for available information from MIND and Rethink.


Workforce development planning should include multi-agency health and social care training and development for all staff involved with the implementation of section 117 arrangements in local areas. Particular reference should be made to ensuring that staff understand what they need to consider when making a funding application alongside the care assessment and planning process.


The section 117 maturity matrix is available (see the appendix) for NHS bodies and local authorities to self-assess their local system section 117 arrangements with a view to improve and provide assurance to ICPs from a quality and financial perspective in compliance with the legislation.


In the event of a person being detained under a section of the MHA which would cause an effect on their eligibility for aftercare it is considered best practice for the host local authority Approved Mental Health Professional Service to notify the area within which the person resides in order for local services to consider their legal responsibilities.


East of England case study: a collaborative approach to improving section 117 aftercare across the East of England


In September 2021, the Regional Mental Health Programme Team from NHS England (East) developed a regional forum for section 117 in collaboration with all 3 integrated care systems (ICSs) from the region. This was prompted by concerns raised by systems relating to local resourcing of section 117 aftercare and difficulty in identifying impacts of packages of care.


Through discussion with all ICSs, there was agreement to undertake a benchmarking exercise to review the costs, activity and processes for delivering section 117 aftercare in 2021 to 2022. The purpose behind this was to understand approaches being taken, any gaps in knowledge and support future work to improve consistency and quality of section 117 aftercare in supporting individual’s recovery journeys - thereby reducing unwarranted variation.


The benchmarking was generally agreed as a beneficial exercise and helped in surfacing challenges faced by systems which included:


· an opportunity for reflection of where section 117 ‘ownership’ sits within ICSs


· the challenges of maintaining a central picture in ICSs with multiple local authority footprints


· variable provision of personal health budgets and these not always universally understood


The benchmarking exercise also reviewed current processes being followed to support new packages of care as well as discharge from section 117 aftercare. All ICSs shared learning from taking part in the exercise, the main themes of which were:


· uncovering areas of practice that could be improved and challenges to overcome


· supporting local dialogue aimed at improving joined up work for section 117 aftercare


· acknowledging that identifying detailed information for section 117 aftercare was challenging, including bringing a central picture together


· organisations working together and keeping the individual at the heart of any decisions made


· the importance of working closely between health and social care on activities such as joint funding panels


· acceptance of joint responsibility for section 117 aftercare


· maintaining ‘registers’ shared between agencies to ensure correct info shared


· joint reviews to avoid lack of communication


· the need for joint NHS and local authority working to develop alternative models of care/support/housing to move away from reliance on residential care


Moving forward into 2022 to 2024, this work will continue including a potential refresh of the benchmarking based on 2022 to 2023 activity. Through establishing this group in the East, key areas are emerging where we can work together collectively in terms of processes, outcomes and impact of section 117 aftercare for those receiving packages of care.





Jointly agreed processes regarding funding arrangements


In circumstances where someone appears to be in need of aftercare they must be assessed under section 47 of the National Health Service and Community Care Act 1990. Section 117 funding arrangements and associated funding decisions should be based upon clear and transparent funding arrangements which can be evidenced by each partner organisation. Success is based upon clarity of access to section 117 funding arrangements by people using services and staff, transparent decision-making processes and reporting mechanisms of both NHS and social care organisations.


Section 117 funding arrangements should therefore be determined in accordance with local agreement between NHS and LSSAs to meet the needs of the eligible persons. Local systems will choose to administer a joint funding process which will fall within different broad categories of aligned or pooled budget arrangements.


The duty to fund aftercare under the MHA should be approached as an opportunity to explore stronger integrated arrangements between NHS and local authorities. As described within the government white paper, Health and social care integration: joining up care for people, places and populations:


There is no ‘one-size-fits-all approach’, given the variation between systems in terms of the populations they serve and the existing organisations they contain, but areas should consider the mechanisms available for them to deliver integrated section 117 after care arrangements, for example through section 75 NHS Act 2006.


We want to ensure there is flexibility to enable as much collaboration and integration as possible and the government is currently reviewing the legislation underpinning section 75 NHS Act 2006 to see if we should update it to enable further use. Pooling agreements will remain subject to both NHS and local authority leadership within both systems and places agreeing what constitutes a fair and appropriate contribution.


Surrey case study


Surrey County Council and NHS Partners have been working to develop their section 117 partnership arrangements across a large and complex geographical footprint involving different commissioning decision makers and one NHS Mental Health Provider Trust. Following a typically traditional approach to aligned funding until 2017, local authority and NHS Partners agreed to take a shared approach to section 117 funding decisions with 50/50 splits on all new funding agreements. This approach is still not described as a pooled budget although this arrangement has been sustained with the intention to improve and strengthen in the forthcoming months. The factors which describe the success of this approach include:


· a system-wide, senior commitment to leadership and management of the joint section 117 aftercare duty, including the creation of a section 117 partnership board and a section 117 joint operational group


· no reported disputes


· no reported delayed discharges due to funding decisions


· division of lead commissioning responsibilities with NHS responsible for MH hospital placements and nursing homes and local authorities responsible for home-based care, supported living and residential care


These positive joint working arrangements are effective. However, challenges remain and are being addressed in regard to maintenance of a joint section 117 register, information governance and data compliance across different recording systems, demonstrating assurance on the quality and frequency of section 117 review activity, increasing numbers of people being subject to section 117 entitlement and the associated increase in care costs for those in need of funded arrangements. Continuous improvement aims to address the various financial and quality issues relating to section 117 funding and practice with the development of a specialist team to deal specifically with this critical area of business. Whole-system section 117 staff training is well established and more effective business reporting is planned to demonstrate quality, safety and efficiency to our residents and partners.





Review of aftercare


It is essential to ensure that the needs of all people in receipt of a funded section 117 care plan are kept under regular review at agreed intervals. This guidance provides the expectation that NHS and local authorities should conduct a joint review of the section 117 care plan no later than every 12 months, which must take into account the views of the person who is receiving the aftercare. The timetable of review arrangements should be refreshed and updated in the event of potential change in circumstances for example a hospital admission and discharge plan.


The review of aftercare should include an opportunity for the person to reflect on what is working well, and what changes might need to take place. It is an opportunity to check the relevance of the care plan, and that it maintains a ‘strengths based’ approach and is up to date. The review is also an opportunity to ensure that all crisis and contingency plans remain accessible and realistic for the person concerned and their carers.


It is also an opportunity to address whether circumstances indicate that section 117 status needs to continue or whether it should be ended in line with guidance set out within chapter 33 of the MHA Code of Practice, paragraphs 33.20 to 33.24.


Transition for young people to adult services


In the event that someone becomes eligible for section 117 aftercare while in receipt of services as a child or younger person, it is essential that preparations for transition to adulthood are made. This is critical where funding decisions might be involved. This will require the attention of relevant health and social care commissioning managers working together between NHS and local authority organisations and across CYP and adult services, who will need to ensure that the young person remains at the centre of all care planning arrangements and associated communications. The child’s parent and/or carer should also be involved as appropriate.


Specific reference to the application of funding for young people subject to section 117 needs to be made in local section 117 policies and procedures, referencing the role of the various agencies that might be involved with the experience of transition. It is incumbent on CYP commissioning managers to bring people entitled to section 117 to the attention of adult commissioning colleagues in a timely manner to support effective future planning, and it is incumbent on adult commissioning colleagues to request details of those young people subject to section 117 who may require adult services from their CYP counterparts.


Local CYP and adult commissioners from NHS bodies and local authorities should convene on a regular basis to review the circumstances of young people who are subject to section 117 and ensure that suitable preparations are being made to support a structured and smooth transition allowing for the forecasting of care costs and necessary market provision.


The shared maintenance of accurate record keeping should reflect the chronology of section 117 decision making and communication between NHS and local authority partners. This is critical to ensure continuity for the young person with the commissioned care arrangements in anticipation for the handover of funding responsibility to adult commissioners from the age of 18 years.


As a standalone duty, section 117 remains the responsibility of both NHS bodies and local authority commissioners regardless of the funding stream. While this remains the case, it is essential that all commissioning stakeholders work with the young person and their family alongside other relevant stakeholders to promote a strengths-based approach to assessment, care planning and review.


Conditionally discharged patients


Conditionally discharged patients are eligible for aftercare under section 117 and should be subject to shared funding decision-making arrangements between the NHS and local authorities.


Relevant aftercare bodies share a responsibility to make preparations for aftercare particularly where conditional discharge is in view.


As stated within the MHA Reference Guide (2015) ‘Responsible aftercare bodies must consider making preparations in any case where they have good reason to think that there is a real possibility that the person will be discharged, and where appropriate aftercare can be arranged. In particular, they must use their best endeavours to put in place aftercare which would allow a person to be conditionally discharged in accordance with a provisional decision of the Tribunal (a ‘deferred conditional discharge’).


The maintenance of accurate chronologies within case records is important for all persons subject to aftercare. This remains the case for people who are subject to s37/41 MHA to ensure that decisions relating to their ordinary residence are based on reliable information and minimise the risks of disputes between health and social care funding bodies.


People subject to community treatment orders (CTO)


The duty to provide aftercare services continues as long as the person is in need of such services. In the case of a person on a CTO, aftercare must be provided for the entire period they are on the CTO, but this does not mean that the person’s need for aftercare will necessarily cease as soon as they are no longer on a CTO.


NHS bodies and local authorities will need to determine how to effectively share section 117 funding arrangements for people subject to a CTO at local level. This will be dependent on locally agreed shared section 117 mechanisms such as pooled or aligned budgets as described above.


Different factors might be considered if operating an aligned budget when taking section 117 funding decisions into consideration for people subject to a CTO including:


· the longevity of the proposed order over a longer-term under s17a being applicable to a jointly funded arrangement


· not using CTOs as an opportunity to pass on a financial pressure from one organisation to another


· the use of a CTO to support a person’s recovery following an acute episode of poor mental health with the prospect of an increased level of social care support in the event of their subsequent recovery


People subject to ‘leave of absence’ arrangements


The section 117 duty includes people granted leave of absence under section 17 and people going on community treatment orders (CTOs). It applies to people of all ages, including children and young people.’


An important Court of Appeal case in December 2018 provides relevant commentary on the relationship between section 117 aftercare and section 17 leave. The case of R (CXF) v Central Bedfordshire Council [2017] confirms that section 117 aftercare is likely to apply in certain cases to section 17 leave when a person is living in the community on leave of absence - either full-time or for part of the week. However, section 117 did not apply in cases such as this, whereby CXF was granted regular leave of absence under section 17 of the MHA for purposes of escorted day trips into the community.


Dispute management


Disputes are known to occur about section 117 funding responsibilities between responsible bodies including NHS Organisations and local authorities. Section 117 disputes between NHS Organisations and local authorities should be addressed locally in the first instance. There may be a role for the integrated care partnership (ICP) to facilitate a dialogue with key partners to seek agreement and to ensure alignment with the integrated care strategy.


Where disputes do take place between ICBs, there is existing guidance which should mitigate the risk of disruption to the person subject to section 117 provision.


In the event of uncertainty as to the ‘responsible commissioner’ within the NHS, clarification should be sought by referring to Who Pays? guidance.


In the event of a dispute between 2 or more NHS bodies or ICBs regarding the Responsible Commissioner, there is provision within Appendix 1 of ‘Who Pays?’ to seek guidance from NHS England regional teams or the national team.


Disagreements about payment responsibility between NHS commissioners must not:


· delay a person’s necessary assessment, care or treatment


· result in the person or family, or a local authority, having to pay for care or treatment which should have been funded by the NHS


· mean that a provider which is properly providing clinically appropriate services to a person remains unpaid


Section 4d of Appendix 1 of ‘Who Pays?’ makes it clear that the relevant ICBs must conclude an interim, without prejudice agreement, so as to facilitate timely discharge and meet the requirements in the 3 bullet points above.


Disputes between local authorities can be referred to the Secretary of State for a determination under s40 of the Care Act and the Care and Support (Disputes Between Local Authorities) Regulations 2014.


Local authorities must take all reasonable steps to resolve the dispute between themselves. They must also not allow the existence of the dispute to prevent, delay, interrupt or otherwise adversely affect the meeting of the needs of the adult or carer to whom the dispute relates to.


In the event that no local authority is willing to accept ordinary residence responsibility for an individual, then the local authority where the individual is physically present must take interim responsibility, until the dispute is resolved.


Discharging someone from section 117 aftercare


Eligibility for section 117 aftercare services is defined within the Care Act as described above. The MHA Code of Practice (paragraph 33.20) states that the most clear-cut circumstance in which aftercare would end is when the person’s mental health has improved to a point where they no longer need services to meet needs arising from or related to their mental disorder.


The involvement of the person and their carer where applicable is essential in the decision-making process for the successful ending of aftercare.


NHS continuing healthcare and section 117 aftercare


The relationship between section 117 aftercare and NHS continuing healthcare (CHC) is set out in the National Framework for NHS continuing healthcare and NHS funded Nursing Care National Framework for NHS CHC.


This guidance will not repeat what is described in the National Framework, however it is helpful to highlight some key points. Where an individual is eligible for services under section 117 of the Mental Health Act 1983, these must be provided under section 117 and not under CHC. It is important for ICBs to be clear in each case whether the individual’s needs (or in some cases which elements of the individual’s needs) are being funded under section 117, CHC or any other power.


It is not necessary to assess eligibility for CHC if all the services in question are in fact to be provided as section 117 aftercare services.


However, if a person in receipt of section 117 aftercare services has ongoing needs that do not arise from, or are not related to, their mental disorder and thus may fall outside of the scope of section 117, or the person develops additional needs (for example following a stroke), this may trigger a need to consider their eligibility for CHC in relation to these separate needs.


CHC must not be used to meet section 117 aftercare needs.


Where an individual in receipt of section 117 aftercare develops physical care needs resulting in a rapidly deteriorating condition which may be entering a terminal phase, consideration should be given to the use of the Fast-track pathway tool.


The National Framework is very clear that local policies should be in place to deal with the approach to section 117 aftercare and that it is preferable to manage section 117 budgets and NHS continuing healthcare budgets separately where they are distinct entitlements.


Personal budgets and personal health budgets, including direct payments


Personal budget (PB): the budget is wholly funded by the local authority through a direct payment, an individual service fund (ISF), third party budget or a notional budget.


Personal health budget (PHB): the budget is wholly funded by the NHS through a direct payment, a third-party budget (similar to a social care ISF) or a notional budget.


Integrated personal budget: the budget includes funding from both the local authority and/or education and the NHS through a direct payment, an ISF, third party budget or national budget.


Personal budgets (PBs) including those funded by health (PHBs) use social care or health funding (or a combination of both) to create an individually agreed personalised care and support plan that offers people of all ages greater choice and flexibility over how their assessed health and wellbeing needs are met. There are good examples of personal budgets being offered to support people to access mental health support in mental health services.


People receiving section 117 aftercare have a right to have a personal budget and/or personal health budget.


PBs and PHBs for section 117 aftercare should not be applied restrictively or prescriptively. Examples show PBs and PHBs being used to meet identified health and well-being outcomes, as specified in the personalised care and support plan, in flexible and creative ways. These include supporting access to activities that promote self-management, community engagement and support recovery.


A direct payment cannot be used to pay for any NHS charges, such as prescription or dental charges.


Prisoners and immigration detained individuals


Individuals being released from prison, an IRC or the Youth Justice Estate who have a section 117 aftercare entitlement should be referred by the prison mental health team or IRC healthcare team to the relevant ICB and local authority as soon as is practicable so as to facilitate maximum opportunity for a section 117 aftercare plan to be drawn up prior to release.


Any uncertainty or dispute regarding Responsible Commissioner or Ordinary Residence should be resolved as set out above.


It is important to remember when drawing up section 117 aftercare plans for prisoners or immigration offenders that some individuals may require a proposed care provider to be approved by the probation service and Home Office regarding its suitability. Good practice indicates the involvement of the probation service and Home Office at the section 117 aftercare planning meeting.


Any immigration bail conditions the individual may be subject to, including the restriction on a place of residence, must be considered when arranging section 117 support. Any other support provided to the individual, such as asylum or schedule 10 support, must also be factored in when arranging section 117 support.


Care and support and aftercare (choice of accommodation)


Where a local authority is providing or arranging accommodation under section 117 of a type specified in the Care and Support and Aftercare (choice of accommodation) Regulations 2014 and a person expresses a preference for particular accommodation, then the local authority must provide or arrange for that accommodation under section 117A, provided that conditions prescribed in those regulations are met. Types of accommodation could include care home, shared lives or supported living arrangements. If the preferred accommodation costs more than the amount the local authority would expect to be the usual cost of accommodation of that kind, then that additional cost needs to be met by the person receiving the care or another person. Any immigration bail conditions the individual may be subject to, including the restriction on a place of residence, must be considered when arranging section 117 support.


Section 117 and immigration status


Section 117 aftercare services are available regardless of a person’s immigration status or their nationality. Immigration exclusions under schedule 3 of the Nationality, Immigration and Asylum Act 2002 do not apply. When preparing to discharge someone who has no recourse to public funds from section 117, consideration must be given to the person’s immigration status and entitlement to support in the UK. The need for provision to meet common care and support needs not related to a mental disorder must be assessed separately under the Care Act, Children Act and Human Rights Act 1998.


Useful resources


This information from Rethink explains if you can get free aftercare under section 117 of the Mental Health Act 1983.


Section 117 aftercare - Mind explains the rights you have to get your section lifted if you are being detained in hospital under the Mental Health Act, and your rights to care and support after leaving hospital.


The latest Who Pays? NHS England Guidance on Determining which NHS commissioner is responsible for commissioning healthcare services and making payments to providers.


Code of practice: Mental Health Act 1983 - see chapter 33


No Recourse to Public Funds - A toolkit for social workers in England


Local Government Ombudsman - section 117 Aftercare - Guidance for Practitioners


Appendix: section 117 maturity matrix


This quality assurance tool is designed to assist local systems in self-assessing their current compliance with the national guidance on section 117 aftercare.


It is designed to enable local systems to identify areas that might need further operational, strategic, commissioning and financial development, and agree actions to initiate improvement for people subject to this legal entitlement. This could be RAG (red, amber, green) rated, if helpful.


Section 117 record


Underdeveloped


We do not have reliable information about the number of people eligible for section 117 who we have responsibility for.


We do not have any plans in place to be able to report on this.


Developing


We have some understanding of the number of people eligible for section 117 who we have responsibility for.


We have plans in place to be able to report on this.


Mature


We have a section 117 single joint record with responsible officers allocated in the NHS and local authority delegated to provide assurance


We have a section 117 register on our system.


Section 117 training and professional support


Underdeveloped


We do not have section 117 training in place for our clinicians and practitioners across the local system.


Clinicians and practitioners find it difficult to receive timely professional and legal advice regarding section 117 matters.


Mechanisms do not exist in the local system to share local (case based or other) learning regarding section 117.


Operational staff are unclear about how to make section 117 funding applications.


Developing


We have some section 117 training in place for our clinicians and practitioners across the local system. This is provided as and when required.


Clinicians and practitioners are sometimes able to receive timely professional and legal advice regarding section 117 matters.


There are limited opportunities in the local system to share local (case based or other) learning regarding section 117.


Some staff are unclear about how to make section 117 funding applications although know where to seek advice and guidance.


Mature


We provide ongoing section 117 training for our clinicians and practitioners across the local system. It is accessible to NHS and local authority staff. This training includes updates and refreshers and is easily accessible.


Clinicians and practitioners are able to receive timely professional and legal advice regarding section 117 matters.


There are established mechanisms in the local system that enable (case based or other) local learning regarding section 117.


All staff are clear about how to make a section 117 funding application and what is expected of them within set timeframes.


Inpatient discharge planning for section 117 eligible people


Underdeveloped


Clinicians and practitioners are not clear about their responsibilities regarding section 117 aftercare.


People are not provided with information regarding their section 117 eligibility and entitlement to section 117 aftercare.


Few people being discharged from inpatient units have a section 117 aftercare plan to accompany their discharge.


Developing


Some clinicians and practitioners are clear about their responsibilities regarding section 117 aftercare.


Some people are provided with information regarding their section 117 eligibility and entitlement to section 117 aftercare.


Some people being discharged from inpatient units have a section 117 aftercare plan to accompany their discharge.


Mature


Clinicians and practitioners understand their responsibilities regarding section 117 aftercare.


People are proactively provided with information regarding their section 117 eligibility and entitlement to section 117 aftercare.


All people being discharged from inpatient units have a section 117 aftercare plan to accompany their discharge.


Section 117 readmission rates


Underdeveloped


We are unable to report on the numbers of people receiving section 117 aftercare who are readmitted to inpatient mental health provision.


We are unable to use section 117 readmission data to inform operational and strategic learning across the system.


Developing


We are able to identify some people receiving section 117 aftercare who are readmitted to inpatient mental health provision.


We are able to use some data to inform operational and strategic learning across the system


Mature


We are able to report on the numbers of people receiving section 117 aftercare who are readmitted to inpatient mental health provision.


We use this data to inform operational and strategic learning across the system.


Section 117 reviews


Underdeveloped


Some people in our population have a regular section 117 review, in accordance with the MHA Code of Practice.


Few section 117 reviews are undertaken jointly between health and social care practitioners


Developing


Most people in our population have a regular section 117 review, in accordance with the MHA Code of Practice.


Some section 117 reviews are undertaken jointly between health and social care practitioners.


Mature


All people in our population have a regular section 117 review within each 12-month period and in accordance with the MHA Code of Practice.


Section 117 reviews are undertaken jointly between health and social care practitioners as appropriate.


Discharge from section 117


Underdeveloped


We do not have a joint policy and process that enables people to be discharged from section 117 aftercare.


We do not have joint template forms that support the process of being discharged from section 117 aftercare.


We do not discharge people from section 117 aftercare.


Developing


We are developing a jointly agreed policy and process that enables people to be discharged from section 117 aftercare.


We are developing joint template forms that support the process of being discharged from section 117 aftercare.


We discharge some people from section 117 aftercare.


Mature


We have a joint policy and process that enables people to be discharged from section 117 aftercare.


We have joint template forms that support the process of being discharged from section 117 aftercare.


We discharge people from section 117 aftercare when appropriate and people are fully involved and engaged in such decisions.


Section 117 partnership


Underdeveloped


We do not have a jointly agreed section 117 policy in place.


We do not have a joint funding arrangement in place.


We do not have section 117 partnership meetings that consider section 117 operational issues.


We do not have section 117 partnership meetings that consider section 117 strategic issues.


People in our population often have their discharge from hospital delayed due to issues regarding section 117 aftercare.


We do not share data and finance activity regarding section 117 between NHS and local authority partners.


Developing


We are developing a jointly agreed section 117 policy.


We are developing a joint funding arrangement.


We have some section 117 partnership meetings that consider section 117 operational issues.


We have some section 117 partnership meetings that consider section 117 strategic issues.


Some people in our population have their discharge from hospital delayed due to issues regarding section 117 aftercare.


We share some data and finance activity regarding section 117 between NHS and local authority partners.


Mature


We have a jointly agreed section 117 policy in place which is subject to an agreed schedule of review.


We have a joint funding arrangement in place.


We have regular section 117 partnership meetings that consider section 117 operational issues.


We have regular section 117 partnership meetings that consider section 117 strategic issues.


No one in our population has their discharge from hospital delayed due to issues regarding section 117 aftercare.


We regularly share data and finance activity regarding section 117 between NHS and local authority partners


Patient experience


Underdeveloped


People tell us that they do not feel engaged and empowered in drawing up their section 117 aftercare plan.


People tell us that none of the people that they had identified as important in drawing up their section 117 aftercare plan were involved in it.


Developing


People tell us that they do not always feel engaged and empowered in drawing up their section 117 aftercare plan.


People tell us that not all of the people that they had identified as important in drawing up their section 117 aftercare plan were involved in it.


Mature


People tell us that they feel engaged and empowered in drawing up their section 117 aftercare plan.


People tell us that they had all the people that they wanted involved in drawing up their section 117 aftercare plan.


Commissioning and provision of section 117 aftercare


Underdeveloped


It is often unclear which organisation or individual is responsible for commissioning section 117 aftercare arrangements.


There are regular delays in inpatient discharge due to appropriate care not being available.


We do not have any plans to engage with providers to develop the care market to meet this need.


There are regular delays in inpatient discharge due to appropriate housing not being available.


We do not have any plans with housing authorities to meet this need.


Care providers (home based care, supported living, residential and nursing care, day services and so on) in our area do not understand the importance of their role in supporting people’s section 117 aftercare and contributing to the success of the section 117 aftercare plan.


Developing


It is sometimes unclear which organisation or individual is responsible for commissioning section 117 aftercare arrangements.


There are sometimes delays in inpatient discharge due to appropriate care not being available.


We have plans to engage with providers to develop the care market to meet this need.


There are sometimes delays in inpatient discharge due to appropriate housing not being available.


We are developing plans with housing authorities to meet this need.


Care providers (home based care, supported living, residential and nursing care, day services and so on) in our area have some understanding of the importance of their role in supporting people’s section 117 aftercare and contributing to the success of the section 117 aftercare plan.


Mature


It is clear which organisation or individual is responsible for commissioning section 117 aftercare arrangements.


There are rarely delays in inpatient discharge due to appropriate care not being available.


We have existing mechanisms to engage with providers to develop the care market to meet any unmet need.


There are rarely delays in inpatient discharge due to appropriate housing not being available.


We have existing arrangements in place with housing authorities to meet this need.


Care providers (home based care, supported living, residential and nursing care, day services and so on) in our area understand the importance of their role in supporting people’s section 117 aftercare and contributing to the success of the section 117 aftercare plan.


Section 117 children and young people (CYP) and transition to adulthood


Underdeveloped


We are not able to identify people under 18 who have section 117 eligibility.


There is little understanding in our local system as to how to apply section 117 in our work with CYP.


There are no local section 117 policies and processes in place across the local system to inform and underpin our work with CYP.


We do not yet have appropriate support and services for CYP who are eligible for section 117.


For CYP reaching adulthood, we do not have effective arrangements in place to ensure that:


· their section 117 aftercare continues when the individual reaches 18


· there is a positive transition experience where case transfers are timely, effective and provide the best outcomes for the individual


Developing


We can identify some CYP who are eligible for section 117.


There is some understanding about our responsibilities to CYP who are eligible for section 117.


There are some section 117 policies and processes in place (or being developed) across the local system to inform and underpin our work with CYP.


We have some appropriate support and services to CYP who are eligible for section 117.


For CYP reaching adulthood, we have some arrangements in place to ensure that:


· their section 117 aftercare continues when the individual reaches 18


· there is a positive transition experience where case transfers are timely, effective and provide the best outcomes for the individual


Mature


We are able to identify all CYP who have section 117 eligibility.


There is clarity about our responsibilities to CYP regarding section 117 aftercare.


There are local section 117 policies and processes in place across the local system to inform and underpin our work with CYP.


We are able to provide appropriate support and services to CYP who are eligible for section 117.


For CYP reaching adulthood, we have effective arrangements in place to ensure that:


· their section 117 aftercare continues when the individual reaches 18


· there is a positive transition experience where case transfers are timely, effective and provide the best outcomes for the individual


Personal health budgets (PHBs) for section 117 aftercare


Underdeveloped


It is difficult within our system to have section 117 aftercare PHBs.


Developing


We are creating the architecture and budget so that we are able to award section 117 aftercare PHBs.


Mature


We have an established process in place to award and monitor section 117 aftercare PHBs.


1. See the NCISH’s 10 ways to improve safety, which can support the quality and safety of inpatient care. ↩


2. Looked-after children are children subject to a care order under section 31 of the Children Act 1989 or accommodated by a local authority under section 20 of the Children Act 1989. ↩


3. All looked-after children must have a social worker and any child that is known to a local authority as being ‘at risk’ will have a social worker. ↩


4. Further statutory guidance, Promoting the health and wellbeing of looked-after children, should also be followed. ↩


5. The government is introducing Regional Care Co-operatives as part of its reforms of children’s social care. If established in the local area, the Regional Care Co-operative should also be involved in discussion of cases where children are in care. ↩
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Section 117 aftercare 



Quality Assurance



 



Group 



for Children and Young People 



 



Terms of Reference 



 



 



 



1.



 



Background



 



Section 117 of the Mental Health Act 1983 (as amended 2007) imposes a free



-



standing duty



, 



jointly



 



on Lincolnshire NHS Integrated Care Board (LICB



, ICB



) and Lincolnshire County Council 



(LCC), 



to 



provide or arrange



 



(commission)



 



for the provision of aftercare to certain eligible patients. 



This duty arises once the 



individual



 



ceases to be detained and then leaves hospital whether or not 



the individual leaves hospital immediately after they have ceased to be detained. The duty to 



provide this service applies until such time as the



 



LICB and the LCC are satisfied that the person 



concerned is no longer in need



 



of such services.



 



This duty also applies where an individual has 



S



ection 17 leave



 



and requires support whilst on that leave (this does not apply if the hospital is 



supporting the individual on 



S



ection 17 leave for example a hospital or shopping visit).



 



 



The 



Purpose of Section 117 aftercare



 



Section 



117 aftercare services are services which have both of the following purposes



:



 



Ø



 



meeting a need arising from or related to the patient’s mental disorder and



 



Ø



 



reducing the risk of a deterioration of the 



patient’s mental condition (and, 



accordingly, reducing the risk of the patient requiring admission to a hospital 



again for treatment for mental disorder



)



 



 



Services commissioned



 



Commissioned services include those provided through primary, secondary, and tertiary care NHS 



providers, the independent sector, voluntary agencies, and independent NHS contractors in house 



service providers.



 



 



 



Empowerment and involvement of CYP and their family



 



Children and Young People (CYP)



 



should be enabled to exercise choice and control when 



developing a personalised care and support plan that details their aftercare arrangements. 



Services should work with individuals and their chosen carers to inform care plans and discharge 



planning, inc



luding undertaking risk assessments, prepare and support individuals to co



-



produce 



personalised care plans taking account of their need to sometimes take positive risks and build 



opportunities for independent living. Access to 



S



ection 117 information should be promoted 



across a variety of communication formats (for example ‘easy read’) and people should be 



supported to understand their entitlement to 



S



ection 117 aftercare while they remain subject to 



the Act.



 



Services should ensure that people and their chosen carers (including those with parental 



responsibility for children and young people) are the centre of discharge planning and are actively 



involved throughout the process, with appropriate input from relev



ant professionals and services 



involved in their ongoing care



 



 



 



 



2.



 



Vision
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Information required by the CYP Section 117 aftercare Quality Assurance Group.



1. For packages of care that require funding.

Referral form

The Child and Family assessment and care plan (Social Care assessment and plan).

The health assessment and care plan (health assessment and care plan).

Risk assessments

care package with provider details, and package costs.

Rational for this choice of provider.

Information provided by Parents/Guardian/Carers

Review date



Supporting information:

Relevant information in support of the proposed package of care.

Relevant assessments, letters or  reports from involved Professionals

Information supplied by the provider

Relevant care records



2. For Statutory care provision of service:

Essential information:

Referral form

The Child and Family assessment and care plan (Social Care assessment and plan).

The health assessment and care plan (health assessment and care plan).

Risk assessments

Proposed service to include frequency and any identified time scale.

View of the Parents/Guardian/Carers

Review date 

 

Supporting information:

Relevant assessments, letters or  reports from involved Professionals.
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[bookmark: _Hlk150852731]Direct payments and Personal health budgets for mental health Section 117 aftercare

Current guidance states that integrated commissioning boards (ICBs) and Local Authorities should interpret the definition of aftercare services broadly. As such, aftercare services could include:

· health care

· social care

· employment services

· supported accommodation

· services to meet the person’s wider social, cultural, and spiritual needs (previously case law suggested that helping a previous inpatient with problems of family relationships could be an aftercare service, however the meeting of social, cultural and spiritual needs is much broader)

· services that support a person in regaining or enhancing their skills, or learning new skills, in order to cope with life outside the hospital



Personal health budgets and Direct payments for mental health are flexible. They can be used to meet a variety of needs:

· for ongoing care and support to meet people’s assessed health and wellbeing needs, e.g. aftercare services under section 117 of the Mental Health Act (1983)

· for one-off budgets to support people to achieve specific goals or outcomes enabling supported self-management e.g. hospital discharge, mental health recovery

and they can be:

· pooled, to support several individuals to achieve a common health and wellbeing goal

· integrated with social care and/or education personal budgets

· used to target and address wider system priorities such as identified health inequalities.



Personal health budgets and Direct Payments can only be accessed following a personalised care and support assessment and planning multi-disciplinary meeting conversation that identifies the care, support, and services it will be spent on.

A national personal health budget evaluation (2014) found that personal health budgets had positive impacts for those with mental health conditions, resulting in significant improvement to people’s quality of life and wellbeing and were cost effective.

Personal health budgets and direct payments for mental health section 117 aftercare can include a range of things to give people access to care, support and services that are holistic, innovative and build on their strengths. Examples include:

1. Physical activities and equipment to help distract from negative thoughts and emotions stress, anxiety, help with self-regulation and managing angry outbursts whilst also helping to develop friendships, build confidence and concentration. It is acknowledged that physical activity is not for everyone.

2. Technology that helps people develop self-management skills in a variety of settings, builds confidence and supports independence and promotes family and social contact including sensory needs equipment.

3. Digital equipment to sustain contact with friends/family, access relevant health management apps, online support, and appropriate help. Digital equipment can also aid emotional regulation, self-management, the development of social interactions and prevent escalation into crisis services.

4. Music/art sessions that support expression and creativity, provide distraction from symptoms, help engagement with new environments and building of relationships.

5. Support with access to training and education opportunities, including essential equipment needed to support these opportunities, to build self-confidence, learn to manage anxiety and identify further education or employment opportunities.

6. Animal therapy

Animal based therapy can assist with anxiety, depression, relationship issues trama, and eating disorders, different animals can help in different ways.



Principally the use of PHB’s and Direct payments provide individuals and staff with an opportunity to look with the individual, for more effective, easily achieved support solutions, and can capitalise on the person’s natural talents, abilities, and determination.

The PHB and Direct payment must be as a result of an assessment and be agreed and recorded on the individuals care plan with an explanation of how the activity impacts on their mental health. 

The Ideas in this paper acknowledge that some individuals or their parents will have limited resources this should be taken int account when developing services to meet the individual’s identified needs. 

There are many things a PHB and Direct Payment can be spent on and, there are things you cannot spend a PHB or a Direct payment on (these are identified in the PHB and direct payment policies) the purpose of this paper is to assist in identifying the types of things that a PHB can offer within the financial affordability of the NHS authority and the Local Authority, the need must be an assessed need and identified on the care plan.

The information below is not exhaustive and designed to stimulate how Direct payments and Personal Health Budgets and statutory or organisational payments can be utilised

An individual may be struggling with weight issues, and this affects their mental health a PHB can assist the individual to access groups for example a slimming group or gym membership, purchase of a pedal cycle, exercise equipment or just access to a walking group to assist in weight loss and better mental health.

A computer/laptop/ iPad /mobile telephone to keep in touch with family and provide social interaction

For the Local Authority the information is passed to the Placement Search Team for action. 

Focus on creative skills and how they can be met (is there an art teacher who will spend an hour a week teaching and discussing art) there are many other crafts and craft shops workshops let’s think outside of the box.

Does the individual wish to learn a musical instrument or play one with likeminded individuals

Is there a software package that can benefit the individuals mental Health which they cannot afford

Animals can improve mental health, consider volunteering with an animal trust walking dogs and assisting in caring for others animals may be appropriate.

Gardening or helping a less able person with their garden or allotment

Having a supporter to assist in undertaking tasks where the individual’s mental health impacts in preventing the individual doing the task

Leisure activities joining a walking group, a gym or sports club, horse riding, crafts, needlework, Knitting, Crochet, sculpting, pottery, jewellery making, D.I.Y, cooking, basket making, reading (can the individual afford to buy books) would a kindle subscription be useful. Sports activities, fishing,  yoga, swimming, dancing, kickboxing, Tennis, rock climbing, boating, museum visits, cinema and or theatre, learning different languages, joining a choir, photography, learning magic and illusion, model building, bird watching, woodworking, astronomy,

Support to go on a break (funding will only pay for the supporter).

Becoming a volunteer

Support to paid work

There are many daily activities that can benefit individual mental health and their recovery, working with the individuals can identify what is required which is extremely wide and lateral thinking can benefit the individuals without fitting into existing services (that is not to say existing services do not benefit individuals where these are required).



First draft 25.10.2024

Reviewed 15.01.2025

Neil Chadwick 

Senior Commissioning Manager Section 117 Lead
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budgets for mental health Section 117 



aftercare



 



Current



 



guidance states that integrated commissioning boards (ICBs) and Local Authorities should 



interpret the definition of aftercare services broadly. As such, 



aftercare services could include:



 



·



 



health care



 



·



 



social care



 



·



 



employment services



 



·



 



supported accommodation



 



·



 



services to meet the person’s wider social, cultural, and spiritual needs (previously case 



law suggested that helping a previous inpatient with problems of family relationships 



could be an aftercare service, however the meeting of social, cultural and spir



itual needs 



is much broader)



 



·



 



services that support a person in regaining or enhancing their skills, or learning new skills, 



in order to cope with life outside the hospital



 



 



Personal health budgets and Direct payments for mental health are flexible. They can be used to 



meet a variety of needs:



 



·



 



for ongoing care and support to meet people’s assessed health and wellbeing needs, e.g. 



aftercare services 



under section 117 of the Mental Health Act (1983)



 



·



 



for one



-



off budgets to support people to achieve specific goals or outcomes enabling 



supported self



-



management e.g. hospital discharge, mental health recovery



 



and they can be:



 



·



 



pooled, to support 



several individuals to achieve a common health and wellbeing goal



 



·



 



integrated with social care and/or education personal budgets



 



·



 



used to target and address wider system priorities such as identified health inequalities.



 



 



Personal health budgets and Direct Payments can only be accessed following a personalised care and 



support assessment and planning multi



-



disciplinary meeting conversation that identifies the care, 



support, and services it will be spent on.



 



A



 



national



 



personal



 



health



 



budget



 



evaluation



 



(2014)



 



found that personal health budgets had positive 



impacts for those with mental health conditions, resulting in significant improvement to people’s 



quality of life and wellbeing and were cost effective.
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Transition principals for children and young people





· The ICB and LA should ensure that adult services are appropriately represented at all transition planning meetings to do with CYP whose needs suggest that there will be eligibility and may be entitlement. The needs of the CYP, and any future entitlement to adult Section 117 aftercare should be clarified as early as possible in the transition planning process, especially if the CYP’s needs are likely to remain at a similar level until adulthood. 

· Children’s services should identify those CYP for whom it is likely that adult services will be necessary (via the urgent care meetings) and ensure involvement from adult services the ICB and the Local Authority who will be responsible for them as adults. Identification should occur for the young person at the age of 16 or if older on admission. 

· If admitted on or after their 17th birthday and are likely to require aftercare services, referral to the appropriate Local Authority and ICB for an adult assessment using the agreed assessment and subsequent care planning tools for adult Section 117 aftercare, which should ensure effective packages of care can be commissioned in time for the CYP’s 18th birthday. In order to do this staff from adult services will need to be involved in both the assessment and care planning to ensure smooth transition to adult services. If needs are likely to change, it may be appropriate to make a provisional decision, and then to recheck it by repeating the process as adulthood approaches.  

· Any entitlement that is identified by means of these processes before a CYP reaches adulthood will come into effect on their 18th birthday, subject to any change in their needs.

· Where a CYP has been assessed as being eligible for Section 117 aftercare when they reach 18 years but lacks the mental capacity to decide about their future accommodation and support arrangements, a best interest’s decision may need to be made about these issues. This process must be compliant with the 2005 Mental Capacity Act and follow local processes for ascertaining capacity and consent. 

· If there is a difference of opinion between the responsible commissioner and the young person’s family as to what arrangements would be in their best interests, resolution is achieved through engagement with Parents/Guardians/Carers in open and collaborative discussion.

· All parties with current or future responsibilities should be actively represented in the transition planning process. 

· A lack of agreement or clarity over commissioner responsibilities must not result in a lack of appropriate input into the transition process. 

· The focus should always be on the CYP's desired outcomes, and the support needed to achieve these and be compatible with the involvement with family. 

· Where a CYP has a Education, Health and Care plan (EHCP) for special educational needs in addition to Section 117 aftercare needs this may continue up to age 25; the transitional period will provide an opportunity for aligning a review of that EHC plan, and the assessment/review for Section 117 aftercare. 

· A key aim is to ensure that a consistent package of support is provided during the period before and after the transition to adulthood.

· The nature of the package may change because the CYP’s needs or circumstances change. However, it should not change simply because of the move from children to adult services or because of a change in the organisation with commissioning or funding responsibilities. 

· There should be no gap in service provision based on age. Where service gaps are identified, these should be noted to the ICB and LA who should consider how to address these as part of their strategic commissioning responsibilities.

· The overriding principal behind an effective transition process is that it should be managed safely for the CYP and their family

·  Individual needs and safeguarding requirements will be recognised and addressed.

· Every CYP who could transfer to adult services must have a transition plan. 

· Transition planning must focus on providing flexible and continuous services tailored to meet THE CYP’s individual needs. This should include consideration of any diversity issues for every CYP. 

· Where change is necessary, it should be carried out in a planned manner, in full consultation with the CYP, bearing in mind the options available through personal health budgets and LA direct payments

· Relevant information about the CYP must be shared between CYP services and adult services before transfer. 

· The CYP and their families/carers will be actively involved in planning for their transition and understand and agree the plans in place. 

· Each transition will seek interventions for continuous improvement in the CYP’s mental health and the prevention of deterioration and therefore reduce the need for hospital re-admission during the transition process.

· No services or funding should be unilaterally withdrawn unless a full joint health and social care assessment has been carried out and the entitlement to services ended or alternative funding arrangements have been put in place. 
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    Transition principals for children and young people          The ICB and LA should ensure that adult services are appropriately represented at all  transition planning meetings to do with CYP whose needs suggest that there will be  eligibility and may be entitlement. The needs of the CYP, and any future entitlement  to   adult Section 117 aftercare should be clarified as early as possible in the transition  planning process, especially if the CYP’s needs are likely to remain at a similar level  until adulthood.       Children’s services should identify those CYP for whom it is likely that adult services  will be necessary (via the urgent care meetings)   and ensure involvement from adult  services the ICB and the Local Authority who will be responsible for them as adults.  Identification should occur for the young person at the age of 16 or if older on  admission.       If admitted on or after their 17 th   birthday and are likely to require aftercare services,  referral to the appropriate Local Authority and ICB for an adult assessment using the  agreed assessment and subsequent care planning tools for adult Section 117  aftercare, which should ensure effectiv e packages of care can be commissioned in  time for the CYP’s 18th birthday. In order to do this staff from adult services will need  to be involved in both the assessment and care planning to ensure smooth transition  to adu lt services. If needs are likely to change, it may be appropriate to make a  provisional decision, and then to recheck it by repeating the process as adulthood  approaches.        Any entitlement that is identified by means of these processes before a CYP reaches  adulthood will come into effect on their 18th birthday, subject to any change in their  needs.      Where a CYP has been assessed as being eligible for Section 117 aftercare when they  reach 18 years but lacks the mental capacity to decide about their future  accommodation and support arrangements, a best interest’s decision may need to be  made about these   issues. This process must be compliant with the 2005 Mental  Capacity Act and follow local processes for ascertaining capacity and consent.       If there is a difference of opinion between the responsible commissioner and the  young person’s family as to what arrangements would be in their best interests,  resolution is achieved through engagement with Parents/Guardians/Carers in open  and collaborati ve discussion.      All parties with current or future responsibilities should be actively represented in the  transition planning process.       A lack of agreement or clarity over commissioner responsibilities must not result in a  lack of appropriate input into the transition process.       The focus should always be on the CYP's desired outcomes, and the support needed  to achieve these and be compatible with the involvement with family.       Where a CYP has a Education, Health and Care plan (EHCP) for special educational  needs in addition to Section 117 aftercare needs this may continue up to age 25; the  transitional period will provide an opportunity for aligning a review of that EHC plan,  an d the assessment/review for Section 117 aftercare.   
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Joint Professional Resolution and Escalation Protocol 

Scope of this protocol 

This chapter importantly deals with how professionals and agencies working with adults, children, young people and families to resolve disagreements and disputes in a way that is timely and does not negatively impact on the day to day working with adults and their safeguarding. This policy is designed for use in the event of cross-agency disagreement. Disagreements between professionals within the same agency should consult their internal Escalation Protocol. 



1. Purpose 

This is a good practice multiagency protocol designed to provide a clear process and timescales by which people working with adults, children, young people and their families in Lincolnshire can provide professional challenge to colleagues from another agency and effectively escalate concerns regarding an adult, adults, children and young people (ACYP) in a timely manner. 



2. Background 

Partnership and accountability are cross cutting themes throughout Childrens and Adults legislation that underpin all safeguarding work as set out in the appropriate legislation and statutory guidance. 

Good practice includes the expectation that there is professional and constructive challenge amongst colleagues within agencies and between agencies. Where a member of staff from any agency is concerned that concerns or agreed actions regarding an ACYP are not being addressed or acted upon in a timely and consistent manner, it is expected that the escalation protocol should be used to reach a satisfactory outcome that is in the best interests of the ACYP. Individual agencies are responsible for ensuring robust feedback and completion of recommendations or planned actions. Where these actions are not completed or not within timescales this should be explained at reviews and a new or alternative plan devised with timeframes. 



3. Professional Disagreement 

At various times during the joint involvement and management of a case, professional differences of opinion and judgement emerge. The following guidance is designed to assist agencies and their staff in resolving such differences. There are a range of situations in which professional disagreements arise, however they are most likely to arise as a result of differing views of threshold eligibility, a lack of understanding of roles and responsibilities, requirements for multi-agency meetings, and the need for action and communication. 

Examples are: 

• Disagreements over the handling of referrals between agencies can impact negatively on positive working relationships and consequently on the ability to safeguard and promote the welfare of ACYPs. There are differing views in respect of whether an ACYP meets the criteria for a safeguarding concern form; 

• There is disagreement about the need for and attendance at a Strategy meeting; 

• Disagreement in relation to the appropriate setting for an ACYP/you with multiple care and support needs; 

• There is difference of opinion with regard to an ACYP's continuing care; 

• Disagreements over the outcome of assessments; 

• A professional is concerned about the action or inaction of another professional in relation to an ACYP; 

• There is disagreement over the sharing of information and or provision of services by an agency; 

• Disagreement in respect of the outcome of a medical examination; • An agency is not in agreement with another agency’s decision or reasoning to close a case; 

• Issues of transition for example from Children's to Adult services 

• Where one worker or agency considers another worker or agency has not completed an agreed action for no acceptable or understood reason; 

• Other issues that may be of concern regarding the conduct of a case by another agency, such as the timeliness or priority given to tasks, etc. 



At various times during the joint involvement or management of a case, professional differences of opinion and/or judgement emerge, the protocol will assist agencies and staff in resolving such differences.



4. Core Principles 

• All staff and agencies have a duty to take action to escalate concern if they believe there is a risk that relates to the immediate safety or wellbeing of an ACYP; 

• All agencies are responsible for ensuring that their workers are supported and know how to appropriately escalate concerns and disagreements about an ACYP's well-being; 

• When professional concerns/disagreements arise it increases the likelihood of detracting the focus away from that of safeguarding the ACYP. It is paramount that during any professional disagreement, the safeguarding and wellbeing of the ACYP at risk, as well as their wishes, feelings and desired outcomes remain the priority throughout. It is also for this reason that it is imperative that the matter is resolved in a timely manner. 

• Where there is a disagreement about care arrangements, it is good practice for the ACYP to remain in the care setting until the escalation has occurred and has been resolved. However, in order to ensure the ACYP’s needs can be fully met, and that an ACYP is not placed in an inappropriate setting for longer than is necessary, all Partners should ensure that priority is given to undertaking the relevant assessments; thereby facilitating facilitate safe, appropriate and timely discharge; 

• At every point, all agencies' staff should ensure discussions and outcomes are recorded in the agencies records and in the ACYP's file; 

• Care should be taken to agree a way of managing conflict, which allows ACYPs and families to understand the issues under discussion. 

• This protocol is not designed to replace any agencies complaints processes and should not be used when there is a complaint about a specific professional in situations where the relevant organisation's complaints procedure or allegations procedure will apply; 

• This protocol should be read and utilised alongside the agency's and LSAB procedures



5. Professional Resolution & Escalation Protocol Flowchart - please note that this link is to Lincolnshire Safeguarding Children's Board website as this is a joint protocol and the same flowchart is to be followed for safeguarding ACYPs. For safeguarding adults, the content of the flowchart differs on two occasions: where 'LSCP' is referred to within the flowchart, this is to be read as 'LSAB' and during Step 4, learning points from non-urgent cases can be referred to the next LSAB Significant Incident Review Group. 

Escalation can be via telephone, face-to-face, email or a meeting. All escalation should be recorded in single agency records to ensure that the procedure is effective and transparent. 

If you are unsure of who to contact for cross agency escalation, please contact your agency safeguarding lead. 





Step 1 

Direct Professional to Professional Discussion 

Differences of opinion or judgement should be discussed amongst frontline professionals to attempt to achieve a shared understanding and agree a local resolution, in line with the plan, or to ensure a plan is developed if needed. Care should be taken to agree a way of managing conflict, which allows ACYPs and families to understand the issues under discussion. This must occur immediately with an acknowledgement and a mutually agreed plan of action should be developed detailing how this will be resolved, including clear timescales within 48 hours (2 working days) of the initial discussion. 



Step 2 

Direct Manager to Manager Discussion 

If Step 1 does not resolve the issue, then each professional should discuss the issue with their line manager or safeguarding supervisor. The line manager should review the concerns and ensure that they are justified and meet the purpose of this protocol. The line manager should then liaise with the other professional's line manager in an attempt to reach a resolution. Consultation with senior managers within each organisation can be used if this would be felt to assist resolution. The discussion between managers must occur within 5 working days of step 1, with a mutually agreed plan of action developed including clear timescales. 



Step 3 

Direct SLO or equivalent to SLO or equivalent Discussion 

If Step 1 and 2 do not reach a mutually agreeable resolution then the agencies' Senior Liaison Officer or equivalent (SLOE) should be contacted immediately to liaise with the other agency's SLOE or assist as appropriate to resolve the conflict. A mutually agreeable plan of action including timescales should be in place within 48 hours (2 working days). LSAB and LSCP SLO contact details are available within Appendix 2. 



Step 4 

a) Urgent resolution required- LSAB or LSCP Independent Chaired Meeting 

If the Senior Liaison Officer's or equivalent cannot resolve the issue that is causing conflict between professionals and agencies then a meeting should be convened with an independent chair selected from the LSAB or LSCP partner organisations where the agencies can discuss the case and conflict issue in a chaired and minuted meeting, with resolution being agreed and recorded. The meeting should take place asap with a date set within 1 working day step 3. 

b) Non-urgent and / or lessons learned 

Senior Liaison Officers can advise that the learning points from a non-urgent case should be referred to the LSAB or LSCP Significant incident Review Group for interagency consideration. At this point the group may make recommendations for individual agencies to review performance and/or involvement, or for LSAB policy and procedural review and development and within the LSCP review via PPET. 



 

For section 117 aftercare steps 1 to 4 will be agreed as Line Manager intervention or where appropriate multi-disciplinary meetings as noted in paragraph 5 above.




