[image: image1.png]NHS!

Rotherham Doncaster

and South Humber
NHS Foundation Trust




Procedure For Admission to Inpatient Learning Disability Forensic Services


	Number
	Prior to Admission-Nursing
Date:      /     /                  Time:
	Date
	Time
	Signature
	Achieved 
	Any Further Actions Required or Comments

	1.
	Relevant background information of patient sought within access assessment
	
	
	
	
	

	2.
	Copies of current Risk assessments – Honos secure, Face, HCR-20, SVR 20, RSVP obtained.
	
	
	
	
	

	3.
	Copies of current care plans obtained
	
	
	
	
	

	4.
	Ward identified for admission
	
	
	
	
	

	5.
	Nursing Team allocation including named nurse and special interest worker
	
	
	
	
	

	6.
	Triangle Of Care champion identified – To contact family within 48 hours of admission & document within Initial Carers Assessment
	
	
	
	
	

	7.
	Welcome pack sent to patient and family/carers 
	
	
	
	
	

	8.
	Mental Health Act office and RDASH finance notified of plan for admission
	
	
	
	
	

	9.
	Any medication required to be ordered-known allergies noted
	
	
	
	
	

	10.
	The above confirmed receipt of - medication
	
	
	
	
	

	11.
	Patient visit to the ward prior to admission if appropriate or Teams Meeting.
	
	
	
	
	

	12.
	Current section 17 leave pathway discussed with RC/MOJ where appropriate
	
	
	
	
	

	13.
	If patient is a confirmed smoker, preferential NRT ordered.  Refer to Smoking Cessation.
	
	
	
	
	

	14.

	Patient peer buddy allocated
	
	
	
	
	

	15
	Patient’s bedroom identified, fit for admission and room clean carried out by domestic staff.
	
	
	
	
	

	16.
	Consideration to be given around security of home, dependents & pets.
	
	
	
	
	


	Code
	Immediately on Admission-Nursing
Date:      /     /                  Time:
	Date
	Time
	Signature
	Not Applicable
	Comments

Any Further Actions Required or Comments

	N1
	Levels of supportive observations agreed and in place and care plan to commence alongside observation documentation.
	
	
	
	
	

	N2
	Patients personal belongings stored and plan agreed for inventory and patients access to items
	
	
	
	
	

	N3
	Mental Health Act office informed of admission-between the hours of 9-5 mon-fri MHA office will attend the ward. Out of these hours, MHA admission paperwork to be checked by NIC and NIC signs for receipt of patient. 
	
	
	
	
	

	N4
	Patient search carried out

	
	
	
	
	

	N5
	Explanation of:

· MHA section

· informed of rights

· documentation completed

· copy received by patient
	
	
	
	
	

	N6
	GP/Speciality Doctor informed of patient arrival for admission medical
	
	
	
	
	

	N7
	Handover from escort on admission
	
	
	
	
	

	N8
	Consent obtained from patient re: sharing of information.  Family/Carers informed of patient admission
	
	
	
	
	

	N9
	Trust Policy for storage of valuables explained/implemented
	
	
	
	
	

	N10
	Admission entered on 24 hour report for bedstate and system one
	
	
	
	
	

	N11
	Medication chart to be completed on system one
	
	
	
	
	

	N12
	Fire board updated with admission
	
	
	
	
	

	N13
	Patient CPR list updated with patient information
	
	
	
	
	

	N14
	Benefits

· Inform Finance Department of patient’s admission

· Advise next of kin of any necessary requirements
	
	
	
	
	

	N15
	Ethnicity

Asked: Patient

            Carer

            From Notes
	
	
	
	
	

	N16
	· MUST tool completed and any actions required completed
· Early Warning Score (Baseline) taken
· Neurological Observations taken
· BMI-Above 30, referral to dieticians made. Below BMI of 18.8 referral also to be made.
	
	
	
	
	

	N17
	Smoking Policy explained

· Non-smoker confirmed
	
	
	
	
	

	N18
	Smoker confirmed – patient booked to see smoke free champion on the ward and NRT prescribed and offered.  Refer to Smoking Cessation.
	
	
	
	
	

	N19
	Patient shown their bedroom
	
	
	
	
	

	N20
	Patient escorted around ward, key areas identified; toilets, bathrooms, lounges, dining areas by patient buddy
	
	
	
	
	

	N21
	Patient given ward information leaflets
	
	
	
	
	

	N22
	Previous History

Use of

· Alcohol

· Drugs
	
	
	
	
	

	N23
	Referral required for Substance Misuse

· Alcohol

· Drugs
	
	
	
	
	

	N24
	Explain

· Open access self catering kitchen on Jubilee, Meal times on Amber
· Meal planner
· General routines

· Access to telephones, ward phone, mobile phones, internet
· Facilities on site

· How to express concerns ie Advocate, Named nurse, MDT, SIW, manager, my opinion counts forms.
· Access to personal funds ie bedroom safe, ward safe, onsite finance

· Laundry Agenda

· Access to other departments such as Chaplain, Gym.

· Activities – Personalised activity planner

· Medication routine
	
	
	
	
	

	N25
	Patient’s requirements confirmed:

· Dietary

· Religious

· Specialised Equipment
	
	
	
	
	

	N26
	Initial care plans discussed and implemented with patient. Review dates to be planned by named nurse and reviewed in a timely manner.
	
	
	
	
	


	Code
	Immediately on Admission-Medical Input-
Date:      /     /                  Time:
	Date
	Time
	Signature
	Not Applicable
	Comments

Any Further Actions Required or Comment

	M1
	Full history taken, RC met with patient
	
	
	
	
	

	M2
	Health Assessment/Examination completed on admission
	
	
	
	
	

	M3
	Medicines reconciliation and prescription chart completed on system one
	
	
	
	
	

	M4
	Admission blood tests and ECG
	
	
	
	
	

	M5
	Treatment Plan formulated for plan prior to first MDT
	
	
	
	
	


	Code
	Immediately on Admission-Social Worker Input

Date:   /   /

Time:
	Date
	Time
	Signature
	Not applicable
	Comments

Any Further Actions Required or Comments

	S1
	Request relevant PNC data 


	
	
	
	
	

	S2
	MAPPA I sent to South Yorkshire MAPPA
	
	
	
	
	

	S3
	Establish communication with VISOR, VLO and probation if relevant
	
	
	
	
	

	S4
	Establish finance arrangements for patient and input given where relevant 
	
	
	
	
	


	Code 
	Occupational Therapy Input

Date :  /  / 

Time
	Date
	Time
	Signature
	Not Applicable
	Comments

Any Further Actions Required or Comments

	OT1
	Need for ADL assessment to be considered (Within first 3 days)
	
	
	
	
	

	OT2
	Introduction to OT team, opportunities and complete activity assessment (Within 7 days)
	
	
	
	
	

	OT3
	Plan for OT intervention to be prepared for initial MDT meeting (Within first 2 weeks)
	
	
	
	
	


	Code
	Within 2 weeks of Admission-Psychology
Date:      /     /                  Time:
	Date
	Time
	Signature
	Comments

Any Further Actions Required or Comments

	P1
	Assessment needs discussed within MDT
	
	
	
	

	P2
	Psychology pathway identified
	
	
	
	

	P3
	Psychologist met with patient and treatment plan agreed with times and dates shared with patient
	
	
	
	

	P4
	HCR 20/SVR20 risk assessment formulation commenced
	
	
	
	


	Code
	Actions agreed following MDT meeting (Within first 2 weeks 7 days of admission
Date:     /     /                   Time:
	Date
	Time
	Signature
	Comments

Any Further Actions Required or Comments

	MDT  RESPONSIBILITIES



	MDT 1
	Care plans to be reviewed by MDT and patients levels of observations reviewed and documented on system one.

	
	
	
	

	MDT 2
	CPA date to be agreed, all relevant professionals invited

	
	
	
	

	MDT 3
	If required, referral to FOLS Services. Conform care co ordinator, funding CCG or NHSE commissioner

	
	
	
	

	MDT 4
	From MDT meeting, any required medical investigations referrals made


	
	
	
	

	MDT 5
	Agreement made with MDT next date of MDT and MDT rota dates confirmed. All relevant professionals sent invites.

	
	
	
	

	MDT 6
	Formulation of assessment/treatment programme agreed. To be reviewed at initial CPA
	
	
	
	


Affix patient ID sticker here

















PAGE  
Page 2 of 7

